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HBruce Reed ’

Assistant to the President & '
Director of Domestic Policy Couneil
The White House

Washington, DC 20502

Dear Mr. Reed:

Thank you for zais:mg the time 1o speak with me fast week abour The Children’s Aid Society’s

 efforts to make the promise of the State Child Health lusorance Pmaam {(SCHIP) a reality for

New York City chitdren. The prioritics outlined by President Clinton in his address to the
National Governors® Association match the strategy we have adopied: using the institution with
which all young people must affiliate — the schools - to identify and enroll uninsured children.

Of course, the Administration’s commitment to covering America’s children has been clear fom
the start. [ was fortunate to attend the Health Care Finance Administration’s technical advisory
panel on SCHIP outreach to immigrants, which illustrated the depth of this commitment, Over
two days, advocates and public health officials from zcross the country shared experiences and

" developed strategies about how to reach one of our neediest and most diverse populations

irmmigrant children.

For the past sixteen months, The Children’s Aid Society’s Health Care Access Program has been
providing bilingual ¢hild health insurance outreach, screening, and enrollment assistance in five
public schools in Upper Manhattan The progratn enables parents, the vast majority of whom are

‘{mmigrants, to complete the enrollment process in a setting that i3 familiar, trusted, and central to

their daily routines. Between Apﬁi 1998 and July 1999, our school-based staff screened 970
parents and children, connecting over 750 of them to govermment-sponsored health insurance,

We have Jearned a great deal about effsctive ways to reach and enroll uninsured children, and
both Jocal and national advocacy groups havs recognized our expertise, seeking information,
training, and guidance on program design. We have pmicipatacl in initiatives that will shape the
widespread implementation of SCHIP, ineluding the state’s pilot and revigion of the unified
Medicaid/Child Health Plus application, the development of a simplified recertification process
for children, and the city’s pilot of procedures for handling Medicaid applications completed by
community-based organizations,
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The Health Care Access Prograps has demozzszrézed the success of the schaei«basefi model of
facilitated enroliment. Schools offer a highly effective setting for enroliment, particularly for
children at the elementary and intermediate school levels, for several reasons:

>

o

Schools are central to the lives of families with children and youog adolescents,
providing many opportunities for education and screening. '

The convenient location makes follow-up easy. Afler the imtial screening, pacents can
quickly stop by with needed documents or sign forma as they pick up their kids from
school. ‘

Word-of-mouth promotes the program, Parents whose children attend the same
elementary and intermediate schools live in the same community - they are neighbors,
they talk-with each other at the laundromat, &t school functions, at dismisssl time, Onge
facilitated enrollipent program is up and running, the word spreads among parents and
they are eager to participate.

8chool functiens and mailiegs provide great opportonities for outreach. Integrating
the prograin into the life of the school grants access to large numbers of parents.
Administrators and PTAs work hard to eogage parents, and insurance enroliment
programs can benefit from those effons.

Necdless 1o say, we would welcome the opportunity to be a part of the Administration’s effort to
highlight child health usurancs as young people head back io school. Following, for your
information, is a more detailed description of the Health Care Access Program.

Thank you sgain for taking the time to speak with me last week, [look forward to speaking with
you further about our work in the near future. Should you have any questions, J can be reached

at 212-358-8930.

Sinhcerely,

Rebecca Lieberman

Ca: Joe Lid;m‘mazz
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o The HEALTR CARE ACCESS PROGRAM
Reaching Uninsured Children at School

INTRODUCTION| c : . ) ‘
Few organizations have undértaken the challenging work of child health insurance

anroliment without the support of public funds. The Childrer's Ald Soclety has. In Apni
of 1998, we launched the Heaith Care Access Program (HCAP), a school-based health
insurance snrolimant inftiative. The agency's mission = to provide children with the
support and opportunities needed to become healthy and successful adults — drove the
undertaking. The hundreds of uningured young people passing through our school-
based haalth clinics and programs highlighted the need.

HCAP provides bilingual outreach, screening, and enroliment assistance for New York
State's public health insurance programs for children, Medicaid and Child Health Plus.
HCAP enables parents to complete the enroliment process in a setting that is familiar,
trusted, and central to their daily routines. Betwesn April 1988 and July 1899, the
program's school-basad staff scresned 970 parents and children, connecting
over 750 of them to government-sponsored health Insurance,

The five public elementary and intermediate schools where HCAP operates are
Children's Ald Socisty "community schools,” focated in Upper Manhattan’s Washington
Haights neighborhoad. Through a close partnership with the New York City Board of -
Education, the agency offers sacial services and recreational programs that
complemaent the schools’ academic programs. Agency staff work full time in the
schools, providing Early Head Start and Head Start programs; medical, dental and
mental health services; evening classes for parents, and after-school and Saturday

programs.

HCAP's ability to reach famiiliss depends Jargely on the Integral role that The Children's
Aid Socisly already plays in the lives of the schools’ students and their families.
institutional trust developed aver years of service to the community facilitates
HCAP’s ability to identify and enroll uninsured childran.

Trust is a critical commodity in the largely immigrant community in which we work, The
vast majority of families who apply through HCARP are immigrants from the Dominican
Republic. As Lating immigrants, they represent the population with the nation's highest
rate of uninsured children, despite thelr eligibility for public programs, Through our work
with this popuiation, we grapple with the reality that underlies these statistics. The
application process requires farnilies to presaent information on informal living ,
arrangements and survival strategies that are often difficult for immigrants to document.
in addition, many come to this country with a strong distrust of government programs.

H
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Still others fagr that @ child’s recelpt of public insurance will jqapardige undwvrfmmed
family members or thelr own ability to sponsor relatives or ad just their immigration
stalus. HCAP's bilingual staff works closely with familles to overcome such barrigrs,

STRATEGIES FOR QUTREACH AND ENROLLMENT o
HCAP works with administrators, teachers, heatth clinic staff, and parents to identify
uninsuread children, :

« Social workers, aducators, and heaith care providers who have ongaing
relationships with families conduct one-on-one outreach, Confidential eligibility
screenings are provided to all interested families. HCARP staff members are
available ko mest with parents in the evenings and on weekends.

« Teacher orientation packets include information on Medicald and Child Hesith Pius
and how to refer families for enroliment assistance. Program staff reinforce this
printed message through presentations at faculty meetings.

o Parents receive similar infarmation from HCAP workers who are positionsd in front
of the school for student armval and dismissal during the first week of classes, Later
in the year, HCAP workers staff parent-teacher conferences and report card
signing nights. Because the individuals who staff.these events are the same people
who provide enroliment assistance, parents have the opportunity to schedule an
appointment for a comprehensive screening or t6 get quick advice on their gligibility.

« Parent{o-parent referral, or word-cf mouth, provides ons of HCAP’s most effective
ouitreach mechanisms, FParents whose chiidren atiend the same elementary and
intermediate schools live in the same community — they are naighbors, they talk with
gach other at the laundromat, at school functions, at dismissal ime. Word of
HCAP's work bas spread among parents and many are eager to access the
program’s services, '

s Throughout the vear, HCAP staff hold weekly office hours at the schools during
fimes that are converient for working parents. Families may drop in for a screening,
bring insurance questions, or complete the application process, In addition, staff
conduct more formal information sessions for groups at the invitation of parent
organizations, heallh educators, and Head Start administrators,

RESULYS

Between April 1998 and July 1889, HCAP's school-based staff screened 691 children
and 278 adults to defermine their eligibility for public health insurance. All of the
children qualified for either Medicaid or Child Health Plus and 54 percent of the adults
qualified for Medicald.

Eligible families receive intansive application assistance which typically entalls three
vigits with HCAP steff, including the initial screening. At these visits, parents are helped
to complete the application, to colisct needed documentation, and to select a managed
care plan, if appropriate. As needed, families receive basic information on how
managed care functions. HCAP staff then finalize and submit the client's application
and are available to troubleshoot should problems arise with either the Depariment of
Soclal Services or a managed care plan,

* . B 2

E

?



|

H

These methods have yielded the foliowing rosuits:

H

» ScHOOL-BASED ENROLLMENY A OF JuLY 31, 1999

Eligible Individuals

Enrolled Individuals

|
;

Adtult 151

125

Children 881

Of the 625 children enrolied, 372 are now insured through Medicaid and 253 through
Chitd Health Plus. Ninety-two individuals were found to be eligible but are not yel
insured, 21 of whom have applications currently in process and 63 of whom havs failed
to complete the application process, As these figures show, intensive application

625

assistance provided in the gcheois works.

LESSOKS LEARNED

in the course of connecting hundreds of individuals fo public health insurance, we have

leamed rmany lessons, soma of which follow.

> Institutions that are central to young people’s lives offer the best setting for

enroliment initlatives, Howaver, leveraging the advantages that are inherent in
such seftings requires.more than simple co-location. Facilitated enrolimeant should
be integrated into a program's fabric, and staff regarded as full members of its client-
service team. ’

Facllitated enroliment is a complicated and time-consuming business that
demands speclalizad staff whom parents can frust. Determining whather a
family is efigible and which documents are required can be an exiremaly
complicated task. The application process can be very intrusive, often touching on
sensitive information about-a family's finances, household composition, and
immigration status.

School-based health insurance ernroliment works. Ninety-four percent of eligible
children and 88 percent of eligible adults screened by HCAP have completed the
application process. The majority of parents who have applied for insurance through
HCAP are employsd. Many receive hourly wages. Providing epplication assistance
in the schools removes some of the barriers parents encounter when frying to
access haalth insurance for their childran, Working parents greatly appreciate
the convenionce of applying for child health insurance in a place that is
already part of their dally routine,

The entire family should bs anrolled whenever possible. In over half of the
cases that resulted in 8 Medicaid application, at least one parent was ¢ligible and
applied. While the application form used when applying only for children is one

3



page and requires less documeﬁiatiorz, HCAP is committed to enrolling every family
mamber who Is eligible. By providing parents with the means (0 access the health
care system, we hope that they will be more likely to seek health care for their
children, '

» The enroliment process Js not complate until the famlly Is accessing services.
The application can becom® deralled at a number of points after it has been
submifted to Medicaid or & health plan. Forms may bs lost or ervors may ocour in
determining whether a family is eligible. Supetvisors must be prepared to
troubleshoot and advocaie on behalf of applicants, Once famiiies have their
insurance, they often need guidance on such matters as their rights under managed
care of how o navigate the health care system.

For more intormation please contact Rebecca Lieberman, Director of Policy and
Program, Office of Public Policy and Client Advocaoy, (212) 358-8830.

The Chilidren's Al Society was undad in 1883 and serves over 120,000 New York City children and
their families cach year, without regard 1o race, rofigion, nationafity or socio-sconomic status. Qur mission
is 1o ensura the physical and emotions! wsil-being of chiidren and famifies and to provide sach child with
the support and opportunftios neaded (0 bacoma 8 happy, hsalthy, and sutcassful atull, (e services
‘address every aspect of @ child’s iffe from infency through adolascence and parenthood, including
agopton and foster core, medical and denital care, counseling, praventive sendees, winter and summsr,
camps, reursation, the arfs, education and fob fraining.
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PRESIDENT CLINTON AND VICE PRESIDENT GORE ANNOUNCE NEW INITIATIVES
TO ZMPRO\{E HEALTH FOR CHILDREN AND OLDER AMERICANS AT FAMILY
REUNION CONFERENCE HOSTED BY VICE PRESIDENT AND MRS, GORE

' June 22, 1998 .

Today, at the seventh Family Reunion Conference in Tennessee hosted by Vice President and Mrs.
Ciore, the President and Vice President atmounced a series of new initiatives to tmprove health for
children, famiies, and older Americans including improve health for children, families, and older

Awmgricans. :

hildren: 1ssued an Executive Memorandum directing an unprecedented eight agencies to use
resources to implement over 100 new initiatives to help enroll the millions of uninsured children
eligible but not enrolled in health wnsurance prograns; Families: announced a new initiative that the
{Office of Personnel Management will micet with familics and rovise their health plans to be more
family-centered. The President and Vice President also renewed the call on Congress to pass a
patients’ bill of rights; Qlder Americans: developed 2 multi-fuceted national health inititive for older
Americans, which includes: new proventive benefits for Modicare bencficiarics, more usable
information for beneficiaries to make informed decisions about health care; and a new satienwide
public/private Medicare counci] with over 30 arganizalions (o encourage prevention and weliness and
ensure beneliciaries understand new plan options so they can select the health plan that best meets their
neexds

CHILDREN: SIGNED EXECUTIVE MEMORANDUM TO IMPLEMENT OVER 100 NEW
FEDERAL COMMITMENTS TO ENROLL ELIGIBLE BUT UNINSURED CHILDREN. Over
4 million uninsured children are eligible for Medicaid but are not enrolied, and as the new Children’s
Health Insurance Program is implemented, even more families will have children who are eligible for
State/Federal health insurance programs. As part of his histonc private/puBbic initiative to reach oot 1o
families with uninsured children, last February the President asked cight Federal agencies with
programs that serve familtes and children to find ways to reach these families. Today, the President
signed an Executive Memorandum directing these agencies to implement over 100 new commitments
{o help reach uninsured children. These commitments include:

. Sending letters to 350,000 Federal warkers, ineluding Head Start teachers, school nurses,
<hild sapport workers, and community health center direciors asking them to ensure that
all of the families they work whose children arc eligible for Medicaid or CHIP are enrolled in
these programs.

. Working with national organizations and programs that reach millions of families fo belp
enrsll children in health msurance programs, including educaling grandparents through the
Medicare program, holding a conference with Historically Black Celleges to identify new
strategies, and ensuring that sites, including 15,000 public housing projecis, 40¢ IRS walk-in
centers, and 113 job centers, and have information for farnilies about how to enroll children in
health insurance. '

H
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» Releasing :; new goide to help child care workers enroll uninsured children, Child cure
senters arc one family fnendly seiling where parents can learn about how insurance programs
they may be cligible for. There are already many efforts undorway to link child care conters
with the health needs for the millions of children in child care. Teday, the Depariment of
Heaith and; ‘Hurnan Services is rcleasing a new child care handbook “Child Care and Medicaid:
Partners for Healthy Children™ (o ensure that ohild care workers understand how to identify and
enroll fami}z’eg with uninsured children.

AMILIES: IMPROVING HEALTH CARE FOR FAMILIES.

* Announcing that Office of Persoanel Management Will Meet with Families Over the Next
Year and Modify Health Plans o be Mare Family Cenfered. FEHBP has 9 million
enrollees and 350 participating carviers. 1 is already 2 leader in family Diendly care; for
example, FEHPB uscs a broad definition of family that allows foster children and grandehildren
1o be covered under its plans and has just issued 3 new customer satisfaction survey., To bulld -
on these iitiatives, the Office of Personnel Management (OPM) has agreed to hold a series of
meetings with families over the next year to tdentify concrete ways m which their health plans
can be more responsive to the needs of families, including reviewing the benefiis package,
payment structures, and overall family satisfaction. OPM will modify their March 1999 cail
letter to carriers to reflect the issues that familics raise and to become more family-centered.

. Renewing Call on Congress to Pass a Patients” Bill of Rights. The President also urged
Congress to stop delaying and pass a patients” bill of rights that would ensure that all families
have the patient protections they need in a rapidly changing health care system. This patients’
bill of rights should contain a range of protections, including guarantced access to needed
health care specialists, access (0 emergency room services when and where the need arises, an
assurance that medical records are confidential, and access to a meaningful internal and external
appeals process for consumers io resolve their differences with their health plans and health
care providers,

OLDER AMERICANS: ANNOUNCED NEW NATIONAL CAMPAIGN TO IMPROVE
HEALTH OF OLDER AMERICANS, One of the greatest concerns for familics is the health of
older family members. Today, the President and Vice President unveiled new preventive benefits for
Medicare, and an unprecedented national outreach campaign 10 ensure that familics have the
information they need 1 make good decisions for family moembers.

. Implementing Historic New Preventive Benefits for Medicare Reneficiaries. The President
and Vice President announced that starting July Ist, for the fiest time, Medicare cover two
critical preventive benefits -- bone mass measurement tesis (o detect osteoporosis and diabetes
education. Diabetes and osteaporosis are two of the leading discases for older Americans, as 16
million: Americans suffor from diabetes and The President enacted these new benefits, as well
as a series preventive scropning benefils to detent cancer implomented carlier this year, as part
of the historic Balanced Budget Act of 1997, Thesc benefits underscore how Medicare is trying
1o encourage better health outcomes for fanilics.
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Unveiling New Nationwide Public Service Announcement on Osteoporosis Featuring the
First Lady and Mrs, Gore. One in two women will have osteoporosis fracture during her
lifetime. However, millions of these women are not aware they are at risk until they have a
fracture or broisuz bone. The Vice President unveiied a new public service announcement
featuring the First Lady and Mrs. Gore to inform women about the new osteoporosis Medicare
benefit and'fo ensure thal all women, particularly older wonien, get bone mass measurement

tests 1o det¢ct osteoporosis.

Launchin{z a New Internet Site for Medicare Beneficiaries, Families need good information
to help make the best health care decisions for older family members. Today, the President and -
Vice President launched a new nationwide Internet site (Medicare.gov) so that fumilics can
understarid the options and services Medicare provides. This information will be even more
critical as the historic changes the President enacied as part of the Balanced Budget Act of 1997
are implemented this fall. These reforms give benceficiaries new plan choices that could
improve care for older Americans but also have the potential to cause confusion.

! : ,
Creating a Nationwide Public/Private Medicare Edueation Council, Including over 80
National Organizations to ensure families receive good care. The President and Vice
President announced that over 80 organizations, including the AFL-CIO, American Association -
of Rotired Persons, the Older Women's League, National Rural Health Association, and the
Amencan Association of Family Physicians, are joining with the Health Care Financing
Administration, the Adminisiration on Aging, and the National Institates of Health {o launch a
new National Medicare Education Progean that will focus ensuring that famitics have
information they need to make health decisions including: assuring that Medicare beneﬁmartes
are aware of the new preventive benefils and other prevention and wellness strategies;
understand new plan oplions so they can select the health plan that best meets their needs; know
the consumer protections available under Medicare. The President also asked the Council to

focus on areas of family caregiving.

s



THE WHITE HOUSE
WASHINGTON

S s

February 18, 1998

MEMORAN;DUM TO THE FIRST LADY

y |
FROM: - Chris Jennings, Jennifer Klein and Jeanne Lambrew
RE: + Children’s Health Implementation Update
CC: : Melanne V., Bruce R., Gene S., Elena K.

This memo summarizes the activities related to the implementation of the Children’s
Health Insurance Program (CHIP) and our efforts to promote outreach for CHIP and Medicaid.
There has been a tremendous amount of energy and activity surrounding the implementation of
CHIP in the six short months since the Balanced Budget Act was signed. We expect the next six
months to be even more intense, since States need to file their State Plans for CHIP by July 1 to
access their 11'998 funding allotment.

Tom(")rrow, you and the President are scheduled to participate with the President in an
event announcing some of the first States coming on line in CHIP and highlighting a series of
public and private initiatives aimed at enrolling eligible children in Medicaid and/or CHIP. This

" memo provides you background on what we have done to date in implementing CHIP and
summarizes future initiatives to ensure success in enrolling uninsured children in Medicaid and
CHIP. :

IMPLEMENTATION ACTIVITIES TO DATE

The first phase of CHIP implementation consisted primarily of 1ssuing Federal guidance

on the new program. To date, there have been over 10 White House-approved, written

“ communications from HHS to States that contain information necessary to implement the
program. These and forthcoming communications include reporting forms and a host of
technical but extremely important questions and answers. In the next two months, this policy
guidance will be collapsed into regulations that will go through the ordinary public process.
HHS has also been conducting regional conferences to assist States in the development of their
plans. '

Right now, we are at the beginning of the second, important phase of implementation: the
State plan submissions. To date, we have received 17 State plans and have approved one. You

1




and the President will announce two more expansions tomorrow {Colorado and South Carol 1&11)
Interestingly, 8 States plan to expand coverage for children through Medicaid, 4 through nonz
Medicaid State programs and S through a combination of the two. We approved the first plan
for Alabama on January 30; the State simply expanded Medicaid to cover all poor children (the
14 to 18 vear olds not already covered by the mandate). Because by law we have to either
approve a State’s plan within 90 days or “stop the clock™ with & request for additional
information, {s*e had little choice in the timing of the Alabama approval.

Beyond the States that have already submitted their State plans, another IR have some
type of task force or work group assigned to identify children’s health needs in the State and
design the appropriate program. Prelimuinary reports suggest that another 6 States want to expand
through Medicaid, 7 through a non-Medicaid program, and 5 through a combination of the two.

The White House has played a significant role in implementation. We run a weekly
children’s health implementation meeting, with HHS, OMB and Treasury. These meetings focus
mostly on pressing policy issues and HHS s progress in meeting our aggressive implementation
schedule. [n addition, we run a weekly meeting with HHS staff that focuses on children's health
outreach, This meeting serves to generate idens and promote administrative actions to improve
the enroliment of children.

ISSUES AND FUTURE ACTIVITIES

We can fairly say that implementation of the Children’s Health [nsurance Program, and
the parallel focus on children’s health cutreach, has gone well to date. HHS has mobilized a
large group of penple to work on the State plan review, and we have had fewer than expected
complaints from States and advocates,

That being said, our involvement has been necessary both to facilitate decisions being
made and actions being taken by HHS. The Department tends to be divided on major policy
issues and slow 1o resolve those divisions. In addition, we are beginning to get involved in what
is sure to be myriad, difficult, State-specific issues. We are often put in this position because the
Department does not like to take the hard-line stance with States, and even when they do, States
often appeal to the White House, We already have several of these instances (Missouri,
Maryland, Wlsconsm) This has the effect of making children’s health a major part of our daily
work,

In addition to this oversight/policy making role, the most eritically important agtivity that
we can undertake is to engage in aggressive public-private outreach sfforts {o earoll eligible,
uninsured children. To accomplish this, we need a short and long-term strategy. Tomortow, you
and the President will launch a national outreach campaign. The event will highlight
Administeation and State plans to enroll children in CHIP and Medicaid, outline the activities of
private foundations, provider groups, children’s groups, private businesses, and children
themselves to help enroll uninsured children, and all members of the community to continue o

:
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build on this important work, A

3 QRO

This event, however, is just the first step in a long-term strategy. As you have noted, a
sustained effort, both out in States and nationally, is essential to success in enrolling these

uninsured children. There are a number of opportunities for you and the President to contribute

in this effort, including:

. Focus on the link between child care and health: HHS will release in the next month a
Medicaid manuaal for child- workers. In addition, the Assoclation for Child Care Resowrce
and Referral Centers is planning a strategy to assist in cutreach. We could highlight these
activities i a Stale that works with such sttes already {e.g., Philadelphia, rural Colorade).

. Engaging schools: NEA has already announced its intent W educate teachers. We could
encourage principals, school coaches, school nurses, and others within schools to get
involved as well. This could be done at one of the States coming on line with CHIP that
intends to use schools (e.g., Connecticut, Pennsylvania, Florida).

» " AmeriCorps reauthorization: The legislation to reauthorize AmeriCorps will be
announced in the next few weeks. We could add to the legislation explicit
encouragement of volunteers to engage in children’s health outreach, Some volunteers
{£.g., in Utica, NY) already do so.

. Public Service Announcements: Once the Bell Atlantic toll free phone number (that will
be announced tomorrow) is established, we will work with the private secter on a public
SEVICE announcement campaign.

. Announcement of sdditional foundation or corporate contributions: We expect that
there will be great response to the President’s challenge 1o foundations and the corporate
community, We could organize events arcund such announcements.

. Late May/early June announcement of Federal outreach plans: The Presiient will
issue a directive tomorrow 1o Federal agencies to do outreach to the children who they
serve ;ix: other programs. HHS will release a report in late May/early June describing all
agency actions.

H
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: THE WHITE HOUSE
: WASHINGTON

February 17, 1998

CHILDREN’S HEALTH INSURANCE OUTREACH EVENT

1

g DATE: February 18§, 1998
LOCATION: Children’s Hospital
EVENT TIME: 1:10 pm ~ 2:00 pm
FROM: Bruce Reed/Chris Jennings

PURPOSE

To announce the first siates to join the Children’s Health Insurance Program and new efforis
by the federal government and private sector to enroll millions of uninsured children into
Moedicaid or other state-based children’s health programs.

,i
BACKGROUND

Over 10 million children in America are uninsured, with 2 million of them eligible for but
not enrolled in Medicaid. To address this problem, you fought for and signed inte law the
Children’s Health Insurance Program (CHIP) last year, which provides funding for states io
expand health care coverage to uninsured children, This event will provide you with an
opportunity to highlight steps the Administration is taking to implement this initiative; to
deail your 1999 budget proposal to improve children’s health outreach; to announce
executive actions complementing this legislative proposal; and call attention to significant
private sector commitments to children’s outreach.

1

{
At this event, you will make the foliowing specific amnouncements:

«  COLORADO AND SQUTH CAROLINA HAVE JOINED ALABAMA ASTHE
FIRST COVERAGE EXPANSIONS UNDER THE NEW CHIP PROGRAM.

' You will announce that Colorade and South Carolina join Alabama as the first states

¢ to come into the children’s health program. In late January, Alabama received

" approval (o expand its Medicaid program to children ages 14 to 18 up to 100 percent

of poverty. South Carolina will expand its Medicaid program to provide coverage

to all children up to 150 percent of poverty. And, Colorado builds upon ity current
non-Medicaid program to cover children up to 183 percent of poverty. You will also
anaounce that many more Stales are well on their way to expandirng coverage to more
uninsured children. Currently, 14 states have submitted plans to FIHS for approval,



and another 18 States have active working groups or task forces to design plans to
address the needs of uninsured children.

A NEW PRESIDENTIAL DIRECTIVE TO LAUNCH A GOVERNMENT-
WIDE EFFORT TO ENROLL UNINSURED CHILDREN. At this event you
will sign an executive memorandum to seven Federal agencies with jurisdiction over
children’s programs — the Departments of Agriculture, Interior, Education, HHS, °
HUD, [Labor, and Treasury and the Soctal Security Administration -- that will direct
the establishment of a mulii-agency effort to enroll uninsured children. These
agencies run programs such as WIC, Food Stamps, Head Start, and public housing
that cover many of the same children who are uninsured and eligible for Medicaid
or other health insurance. Your memorandum instructs these agencies: (1) to identify
‘all their employees and grantees who might come into contact with these children
:and ensure that these individuals are aware of the health insurance programs
available to children; (2) to develop an intensive children’s outreach inttiative, such
'as distributing information, coordinating toll-free numbers, and simplifying and
‘coordinating application forms; and (3) to report back in 90 days on their plan to help
‘enroll uninsured children.

'NEW BUDGET PROPOSALS THAT PROVIDE MEDICAID ENROLLMENT
'INCENTIVES TO STATES. Your FY 1999 budget invests $900 million over 5
years in children’s health outreach policies, including the use of schools and child
. care centers to enroll children in Medicaid. The budget provides states with the
* option of automatically enrolling children in Medicaid even before having received
lall of the complicated eligibility and enrollment forms (a provision known as
i “presumptive ¢ligibility”). It also expands the use of a Federally-financed
" administrative fund so that it can underwrite the costs for all uninsured children —
not just the limited population allowed under current law,

A HISTORIC PRIVATE SECTOR COMMITMENT TO PROVIDE
i OUTREACH. To complement the public outreach effort, you will announce
i unprecedented new contributions from the private sector to help ensure that all
" children who are eligible for health insurance receive it, inciuding:

-

A new toll-free number that directs families around the nation to their
state enrollment centers. You will announce that Bell Atlantic will
establish and operate a toll-free number to help states enroll uninsured
children. The number, which will be put in place during the upcoming
months, will be used by the nation’s Governors to heip millions of families
around the nation by directing them automatically to their local state
Medicaid enrollment agency.

Over $23 million in commitments from private foundations across the
country. The Robert Wood Johnson Foundation will spend $13 million over -
the next 3 years to fund innovative state-local coalitions to design and
conduct outreach initiatives, simplify enrollment processes, and coordinate
existing coverage programs. The Kaiser Family Foundation will spend up to
$10 million over the next § years on studies to help understand why eligible
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children do not envoll in oxisting prograrfis snd how best (o provide insurance
coverage tor these children. Amenica’s Promise, with suppord from the
Robert Wood Johnson Foundation and the American Academy of Pediatrics,
will mobilize corporations such as Smith Kline Beecham and Sheering
Plough and local communities nationwide in children’s health outreach
ciforts.

. New initiatives from corporate and advocacy organizations (o reach out
to uninsurcd children. Pampers has voluntesred to include a letter in s
; child birth cducation packages, given to 90 percent of first-time mothers,

giving families information about available health insurance options. Chain

drug stores across the country will provide information about the new Bell

Ailantic toll-frce number to their customers. The National Education
) Association is launching an unprecedented effort 1o educate teachers on how
‘ they cany inform children and their families about health insurance, through
national newsletiers, conferences, and special training sesstons.  The
American Hospital Association’s Campaign for Coverage will increase ilg
naticanwide iniliative to ¢ngage hospitals in helping uninsured Americans,
including children,

PARTICIPANTS
- The First Lady

- Secretary Shalala
- Ned Zechman, President and CEQ of Children’s Hospital

- Linda Haverson, parent whose son was recently enrolied in Medicaid because of a tocal

outreach effort. Her son was able to have necessary ear surgery because of his coverage.
PR%ZS% PLAN

Open Press.

SEQUENCE OF EVENTS

- You will be announced onto the stage accompanied by the First Lady, Secretary Shalata,
Ned Zechman, and Linda Haverson.

- Ned Lechman, President and CEQ of Children’s Hospital, will make welconing remarks.

- Secretary Shalala will make remarks and introduce the First Lady.

- The first Lady will make remarks and iniroduce Linda Haverson.

- Linda Haverson will make remarks and introduee you.

- You will make remuarks.

- You will sign the executive memorandum.

- You will work a ropeline and then depart to the holding room.

« You ancd the First Lady will beictly meet with private sector representatives who have
macize commilments to do children’s health outreach. (Please see atiached list)

H
REMARKS

P

Remarks provided by June Shih tn Speechwriting.
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PRESIDENT CLINTON ANNOQUNCES A SERIES OF NEW EFFORTS TO ENROLL
UNINSURED CHILDREN IN HEALTH INSURANCE PROGRAMS
February 18, 1998
i

Today, the chsicicnz announced the first major state coverage expansions under the recently enacted
Children’s Health insurance Program (CHIP) and released information showing that many States
will soon follow. He alse unveiled an unprecedented set of public/private initiatives desigred to
enroll the millions of uninsured children who are eligible but not enrolled in Medicaid and other
state-based children’s health programs. These initiatives have been designed in partnership with
Governors, he;zﬁ%} care providers, children’s health advocates, foundations, businesses and many
athers who are commutted 1o providing health care coverage for the nation’s uninsured children.

Over 10 millton children in Amenca are uninsured. Nearly 90 percent of these children have
parents who werk but do not have access to or cannot afford health insurance. Over 3 million of
these uninsured children are already eligible for Medicaid. However, many families are not aware
that their children are eligible for Medicaid, and others have difficulty filling out the application.
Similar problems could andermine the now Children’s Health Insurance Program’s goal to enroll
millions of uninsured children. With these challenges in mind, the President;

v ANNOUNCED THAT COLORADO AND SOUTH CAROLINA HAVE JOINED
ALABAMA AS THE FIRST COVERAGE EXPANSIONS UNDER THE NEW CHIP

PROGRAM. Today, the Prestdent announced that Colorado and South Carolina join Alabama
as the first states to come into the children’s health program. [n late January, Alabama received
approval to expand its Medicaid program to children ages 14 to 18 up to 100 percent of poverty.
South Carelina wiil expand its Medicaid program to provide coverage to all ¢hildren up to 150
percent of poverty, And, Colorado builds upon its current non-Medicaid program to cover
children up to 185 percent of poverty. The President also announced that many more States are
well on 1helr way 1o expanding coverage to more uninsured children. Currently, 14 states have
submitted plans to HHS for approval, and another 18 States have active working groups or lask
forces to design plans (o address the needs of uninsured children.

RELEASED A NEW PRESIDERTIAL DIRECTIVE TO LAUNCH A GOVERNMENT-
WIDE EFFORT TQ ENROLL UNINSURED CHILDREN. In an executive memorandum
1o seven Federal agencies with jurisdiction over children’s programs - the Departments of
Ag,ncuiturc Interior, Education, HHS, HUD, Labor, and Treasury and the Social Security
Administration -~ the President directed the establishment of 8 multi-agency effort to enrell
uninsured children. These agencies run programs such as WIC, Food Stamps, Head Start, and
public housing that cover many of the same children who are uninsured and eligible for
Medicaid or other health insurance. The memorandum instructs these agencies: (1} to identify
all their employees and grantees who might come into contact with these childres and ensure
that these individuals are aware of the health insurance programs available to children; (2) to
develop anvintensive children’s outreach initiative, such as distributing information,
coordinating toli-free numbers, and simplifying and coordinating application forms; and (3} to
teport back tn 20 days on their plan to help enroll uninsured children,

|
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‘v HIGHLIGHTED BUDGET PROPOSALS THAT PROVIDE MEDICAID
ENROLLMENT INCENTIVES TO STATES. The President’s FY 1999 budget invests $900
million over § years in children’s health outreach policies, including the use of scheols and child
care centers to enroll children in Medicaid. The budget provides states with the option of
automatically enrolling children in Medicaid even before having received all of the complicated
eligibifity and enroliment forms (a provision known as “presumptive eligibility™). [t also
expands the use of a Federally-financed administrative fund so that it can underwrite the costs
for all unitlsu;red children — not just the limited population allowed under current taw.

v ANNOUNCED A HISTORIC PRIVATE SECTOR COMMITMENT TO PROVIDE
OUTREACH. To complement the public outreach effort, the President announced
unprecedented new contributions from the private sector to help ensure that all children who are
eligible for health insurance reccive it, including:

{

- A new toll-free number that dircets families around the nation to their state enrcliment
centers, The President announced that Bell Atlantic will establish and operate a toll-free
aumber to help states envoll uninsured children. The number, which will be put in place
during the upcoming months, will be used by the nation’s Governors 1o help millions of
tanilics gf{}uné the nation by directing them automatically o their local state Medicud
onrolbment agency.

- Over 323 million in commitments from private foundations across the country. The
Robert Wood Johnison Foundation will spend $13 million over the next 3 years to fund
innovative state-local coalitions to design and conduct outreach initiatives, simplity
enrollment processes, and coordinate existing coverage programs. The Kaiser Family
Foundation will spend up to $10 million over the next § years on studies to help understand
why efigible children do not enroll in existing programs and how best to provide insurance
coverage for these children. America’s Promise, with support from the Robert Wood
Johnson Foundation and the American Academy of Pediatrics, will mobilize corporations
such as SmithKline Beecham and Sheering Plough and local communities nationwide in
children’s health ovtreach cfforts.

«  New initiatives from corporate and advocacy erganizations to reach out fo uninsured
children. Pampers has volunteered to include a letter in its child birth education packages,
given 10 90 percent of first-time mothers, giving families information about available healih
insurance options. Chain drug stores across the country will provide information about the
new Bell Atlantic toll-free number to their customers, The Nattonal Education Association
is launching an unprecedented effort to educate teachers on how they can inform children
and their families about health insurance, through national newsleiters, conferences, and
specialitraining sessions. The American Hogpital Agsociation’s Campaign for Coverage will
increase its nationwide initiative to engage hospitals In helping uninsured Americans,
including children.

v ISSUED A CHALLENGE ACROSS AMERICA TO FIND NEW WAYS TO REACH
QUT TO UNINSURED CHILDREN. The President challenged every physiclan, nurse, health
care provider, business, school, parent, grandparent, and community across the nation, to find
new ways to ensure that uninsured children eligible for health insurance are enrolled in
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Medicaid or CHIP. This national commitment should not stop until every eligible child across
the country is'enrolled in one of the existing health care programs.

t
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Fraud and Children’s Health

l :
Bruce and Gene

|

As per your request, here is an outline of the anti-fraud announcement that I think can be made
next week. Also attached is the children’s health announcements that we discussed that we can
(and in my opinion) should make.

Anti-Fraud alnd Abuse Announcement. We could do this etther as an cvent that Donna and
Janet Reno do sometime earlier in the week (remember Melissa wants it as soon as possible) or
we can wail for the Saturday radio address with the Presiden(. Regardless, any such
announcement would release:

!
The ﬁ[ll‘Sl Justice/HHS/IG report following the enactment of the Kennedy/Kassebaum law,
which empowered and provided full funding for our ongoing anti-fraud and abusc
enforcement activities. The report touts we have caplured and returned 1o the Medicare
Trust Fund $1 billion.

!
A ncul} regulation that requires medical equipment suppliers to purchase surcty bonds to
ensure the Trust Fund is protected when fraudulent suppliers go bankrupt and/or are
caught cheating Medicare.

A new requirement directing HHS to conduct on-site inspections for medical equipment
suppliers to ensure that they arc, and continue to be, legitimate providers of goods and
services.

(We could also relcase some or the rest of our anti-fraud and abuse initiatives that arc
currently in the budget to pay for the Medicare buy-in; most fall in the abuse, rather than
the fraud categones, but it could be helpful in illustrating our ongoing commitment. {f
we ce}'n come up with any others, we can throw thosc in as well).
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" CHILDREN’S HEALTH IDEAS:

|

Leak Out Goo:d News About Children’s Outreach Initiative to NY TIMES for Monday,
which responds directly to the President’s concern about the 3 million uninsured children
eligible, but not enrolled in Medicaid. Pear is extremely interested in this population and
would doubtless love to do a picce on what we arc doing administratively and in the budget for
this population. I believe he would play up the story big for the POTUS and the FLOTUS, since
these policies are popular state option proposals, which will get validation from Governors and
children’s groups. Pcar will likcly validate the policies because there is some money behind
them, but the good news is it doesn’t sound like big money -- less than $200 million a year.
Schedule Eveilt in February With President and First Lady Announcing First States
Taking Advantage of New Children’s Health Provisions Included in the BBA. We have
two, perhaps as many as four, slates that are on the cusp of being approved as the first states
coming on line for the new Children’s Health Insurance Program (CHIP). Two states have
Democratic Governors and two states have Republican Governors. We could do a great event in
which Republicans and Democrats would have every reason o sing the praises of this new
program and the kids it will cover.

i
And, by the way, we could set up additional such state-approval events with the First Lady in all
sorts of positive settings -- like in child care programs and schools -- where our new outreach
proposals will work toward signing up hundreds of thousands of children.

As always, these events need some time to prepare to do well. Please give us as much advance
notice as possible, Clearly, it would extremely helpful if we could get closure on these issucs
somctime (Omorrow.
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MEMORANDUM FOR THE PRESIDENT
FROM: Chris Jennings C‘j
i
SUBJECT: :Waivers and the Children’s Health Insurance Program

i ‘
cC: Bruce Reed, Gene Sperling, Jack Lew, Josh Gotbaum, Elena Kagan

This memo seeks vour guidance on how much, i any, additional fexibility should be
given o states in the Children’s Health Insurance Program (CHIP) through theusc of §1115
waivers, Albough waivers have been instrumental in modernizing and reforming welfare and
Medicaid, questions have been raised about the feasibility and advisability of granting waivers
for the new children’s health care program 50 soon afier itg ensctment,

Despite acknowledging the great amount of flexibility given to the states in the new
CHIP grant program, the Governors asked - soon afier the law’s enacunent -~ i additional
flextbility would be given through waivers, HHS s inlerim response was that it would be
difficult to review and evaluate the merits of waiver proposals until we had some cxperience witls
the implementation of the new faw. Your advisors agreed that this was the appropriate, initial
response, but we also underscored that this was not necessarily our final position.

The National Governors Association (NGA) immediately responded by formally
requesting that we affirm states’ ability to scek pew CHIEP grant program §i § iﬁ wam*ers Since
then, two other 1ssues have been raised: (1) Will we approve pow Medicaid §1115 waivers zzz the
Medicaid optlon within CHIP, and {2) Will we allow states with currg : _ :
io expand those programs through CHIP (even though some have pmv;sxong bclow the C -ii?

m:mmums).

All of your advisors agree that the HHS Secretary does have the authority 1o grant waivers
for CHIP, whether administered through a new nen-Medicaid grant prograns or through Medicaid,
They also g(%neraily agree that the CHIP waiver policy need not conform (o existing waiver policy,
However, they (HHS, OMB, Treasury, NEC/DPCY disagree on whether and under what
circumstances HHS should approve waivers in CHIP.

Because HHS is holding state conferences this month on CHIP and the annual NGA
conference Js in February, it is important that we reccive divection from you in short order on this
issue. ‘This memo, developed in collaboration with HHS and OMB, outlices these 1ssues, provides
poiiey aplio;tzs Tor your constderation, and summarizes where your advisors stand on these options.



BACKGROUND
i

Your Aémzmstrazwn has given states unprecedented flexibility for their health care
programs, S:r&cé 1993, we have granted 15 comprehensive Medicaid waivers that test approaches
not alfowed in Medicaid like experimenting with premiums and cost sharing for low-income
populations, waiving benefits, and accelerating enrollment in managed care.  States have also used
waivers (o cx;}éxzd coverage to millions of Americans. I addition, with the Administration’s
strong support,the Balanced Budget Act secured much greater administrative flexibility for the
Medicaid pmgram {¢.g., climinated the need for a waiver for a managed care program, repealed
the Boren amendment, and reduced cost-based retmbursement requirements for community health
centers). In so’doing, we sliminated the nced for many time-consuming waivers that we
heretofore qusireé from states. :

The 238:‘& also created CHIP, which has fewer Federal guidelines than any other health
isurance g}f{}gmm that the Government oversees. Untike Medicaid, CHIP allows states that opt 1o
expand through a new, non-Medicaid grant progran 1o cap the number of children covered {i.¢, no
entitfernent requirement); to imit programs to parts of the state; 10 g0l cover Medicaid’s EPSDT
{Early, ?ez“mdtc Screening, Detection and Treaiment) bepefit; and io charge beneficiaries long-
sought-after (at%hezzg,h limiied) costeshanng. Alternatively, states may expand using the eénhanced
Federal mateh'through the now more flexible Medicaid program. However, states choosing this
option must follow Medicaid rulcs {¢.g., ne benetiis changes or cost sharmg).

Although exiremetly flexible, CHIP includes standards for accountability, benefits, and cost
sharing limits; these were secured by you and Congressional Democrats, Accountability provisions .
include limitsion the type of state contribution (e.g., no provider taxes and donations) and provisions
to prevent Vcrowd out” (substitution of the new coverage for existing coverage). For the new non-
Medicaid grant program, we developed a bencefit standard that simultancously cnsures that it 18
valuable but provides great flexibility to stales in benefits design. Cost-sharing is allowed inthe
grant program but limited to modetate premium and copayment schedules for those below 150
percemnt of poverty and to 5 percent of family income for these above 150 percent. As under corront
law, states electing the Medicaid option must follow Medicaid rules for benefits {including EPSDT)
and cost sharing (for children, none is allowed].

Despite the flexibility in CHIP, some states have indicated that thoy want §1115 waivers,
There are theee types of waivers that states are secking. First, several slales want to waive
provisions for non-Medicaid, CHIP grant programs (e.g., Califoriia wants to impose greater cost
sharing above the CHIP limits). Sccond, others want to waive Medicaid provisions within CHIP's
Medicaid oplion since states choosing the Medicaid option must use all Medicaid roles {e.g.,
Missouri wants to waive the Medicaid requircment to cover non-emergency transportation). Third,
most states thatl aiready have Medicaid §1115 watvers want to expand those programs to more
children to receive CHIP’s higher matehing rate — even though some include provisions that are
significantlybelow the new CHIP minimums (e.g., Arkansas has higher cost sharing requirements
than allowed m CHIP). 11 1s important to notc that the provisions that states want most to waive are
the benelits and cost sharing minimums we worked to sccure before signing of f on the budget
agreement.

e

e e o
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CONSENSUS RECOMMENDATION: DEFERRING NON-MEDICAID CHIP WAIVERS

Your advisors have achieved consensus on onc of the major issues. For CHIP non-Medicaid
grant programs, we believe the Administration should consider waiver applications only after a state
has had at least a year’s worth of experience, followed by an evaluation of its children’s health
insurance pro;,'ram As we gain experience with the new CHIP grant program, we will have a better
underslandm;:, of what types of CHIP demonstrations are appropriate 'md will develop guidelines at
that point. i

We believe that deferring approvals for waivers of the already extremely flexible CHIP is
advisable bc,causc this enables us to sce how the program you signed into law last summer will
work. Grantmg waivers now would place great pressure on us to weaken the accountability and
benefits standards that we secured in the Balanced Budget negotiations that base Democrats and
advocates think are too modest anyway. Having said this, waiver policy for CHIP may wel be
advisable after we have had time to learn about the program’s strengths and weaknesses.

if you Iag,rce we will inform Governors of this policy in a response to their letter. While we
believe that Govcmors will be disappointed with this position, they will likely appreciate that our
policy is lempor.lry and that we open up the prospect for waivers soon after they 1mplemenl their
children’s hcalth programs.

.. |
Decigion ‘
!
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Agree on defemming non-Medicaid grant program waivers until plans-in place for one year

Let’s discuss

i

ISSUE: POLICY FOR MEDICAID WAIVERS

The other types of waivers, about which there is disagreement amongst your advisors,
concern the Medicaid option within CHIP. We all agree that our Medicaid waiver policy should be
modified to acknowledge the fact that the Congress did pass legislation that explicitly outlings new
guidance on balancing the need for greater flexibility with the need for accountability. However,
we differ on how our policy should be modificd to reflect this policy change and, more specifically,
the extent to.which we would hold Medicaid waivers to the CHIP standard.

Therc arc two questions. The first is ‘whether we grant new waivers to sfates that expand
CHIP coverage through Mcdicaid. States have indicated that they are interested in expanding
coverage through the Medicaid option, but since the law allows no flexibility from Medicaid nules,
they want waivers, particularly in the area of cost sharing. The second question is whether we allow
states that already have Medicaid §1115 waivers to expand thosc programs, without change, to get
the CHIP allotment and higher match. The following arc the options proposed by your advisors.



OPTION 1 (BHS): Defer new Medicaid CHIP waivers (with minar exceptions) and
allow cxpaasio}n& of existing Medieaid waivers it consistent with CHIP standards for non-
Muedicaid grant programs, HHS recommends that we apply the same policy {or new Medicaid
and non-Medicaid, grant program waivers. It wonld hold off on approving any new Medicaid
waiver under CHIP until we have at loast a year’s experience plus an evaluation. {The only
exception would be for waivers for small, incidental provisions that have little or no effect on most -
chiidren — like Missouri's desire to waive the Medicaid requirement for non-emergeney
transportation.) For states that have waivers already, HHS would allow them access to the new
enhanced matching dollars only if they met CHIP’s non-Medicaid grant program standards.

Although HHS/OMB have, in years past, approved a number of Medicaid waivers that have
less generous benefits than even the new CHIP grant program, HHS believes the new law st g floor
that we should not {all below, They fear that once we open the door to waivers, we will have a
difficult ime r'glaimaining, these standards, In addition, they arc concerned that waiver negotiations
will delay Bmplementation of new programs in & number of states. Rapid implementation is one
critical component to covering our target 3 mitlion uainsured children.

I you choose this oplion, the Democrats and children’s health advocates will applaud our
decision to respect the niles enacted in the widely praised new health insurance program for
children. However, Governors —- who are hoping that we will alfow some type of Medicaid waivers
- Witl surgly react strongly and negatively to this policy.

OPTION 2 (NEC/DPC): Allow Medicaid CHIP waivers {new or old) if generally
consistent with CHIP standards for nen-Medicaid gramt programs. This option would allow
new waivers through the Medicald eption of CHIP if those waivers were consistent with the
standards provided under the new CHIP grant model. In other words, states choosing the Medicaid
CHIP option could waive Medicaid rules as long as the benefits, cost-sharing and other
accountability provisions are in line with the CHIP grant program standards. Existing {old)
Medieaid §1118 waiver programs could also receive the higher matching rate, but they too would
have to meet CHIP standards, in a member of cases, this would mean they would have to strengihen

-gsome of thulr benelits/cost-sharing protections to access these additional dollars. Although a few
slatcs would have to reduce cost sharing requirements to comply with CHIP, we believe that the
higher matching rate available under CHIP would be sufficient 1o offset these cosis.

DPCfNEC believes that this option strikes an appropriate balance by maintaining the
integrity of the CHIP program and the Balanced Budget Act and giving the new standards time to be |
tested. It also ramoves an important disincentive for states to use the Medicaid option in CHIP.
Many states would prefor 1o use their already-in-place Medicaid programs because it is
administratively simple. Moreover, having a scamless Medicaid program serving both poor and
children of working parents has obvious advantages. However, allowing any new Medicaid waivers
through CHIP will he eriticized by our base Congressional Democrats, some Republicans, and
advocales. They believe that therr support for the flexibility in the non-Medicaid CHIP program
was conditional on no new flexibility in Medicaid. The Governors would like this approach better
than the HHS option, but they could be counted on to say that it is still not flexible enough.

H



Within 1h1$ option, NEC/DPC also recommends that the Secretary have the authority to
approve M Cdicald CHIP waivers that may be modestly below those standards provided for in the
new CHIP g;anit program. While we strongly believe that the CHIP standards should be the guiding
principle for Medicaid waivers, we also recognize that it is unwise and unrealistic io ireat the now
law’s standards as “lines in the sand™ that can never be crossed rogardless of & waiver’s merits.

One good example is in the area of cost shartng.

In both previous Medicaid waivers and our internal policy positions, we have allowed
limited cost sharing that exceeds the CHIP grant program standards. Such cost sharing can
appropriately iz}crcasc beneficiaries” cost sensitivity in using health services and decrease possible
employer insurance dropping problems, since such a policy would more accurately mirror
marketplace coverage, While we recommend providing this additionat flexibility authority, we also
believe that waivers of the CHIP grant standards for children wot be granied below 133 percent of
poverty -- the level your- Administration advisors had previously concluded (during the balanced
budget discussions) achieved the balance between appropriate and excessive cost-sharing,

While some might point out that it iz inconsistent (o allow flexibility below CHIP standards
for Medicaid z{nd not the grant option, we believe that the advantages of this approach far outweigh
this criticism. First, tho CHIP standards were desigond for the grant program -— not Medicaid.
Secend, Mcd:czz;zi watvers are quite variable and have never been publicly held by Democrats and
advocates (o tiw same standacds as legisiated changes 1o public programs. And thirdly, as desceribed
above, having an additional incentive 1o administer the children’s health program through Medicaid
is desirable,

Giving HHS the authority to allow any cost sharing flexibility in Medicaid will likely anger
basc Congrcssiimai Democrats and some moderate Republicans. They will argue (as does HHS)
that once we sanction higher cost sharing below 150 percent of poverty, decisions will be perceived
as arbitrary, making it difficult to say no to states that demand even greater flexibility. We believe
these arc valid concerns and should be seriously considered. However, we are also well aware of
states (such as Wisconsin) whe will be requesting cost-sharing tevels just under 150 percent {; e,
143 pcrcent of poverty) that we would find difficult to eppose on purely policy grounds.

OPTION 3 (OMB & TREASURY): Allow new CHIP Medicaid waivers if consistent
with CHIP standards for non-Medicaid, grant programs, but allow existing Medicaid waivers
1o expand with no change. For states requesting aew Medicaid warvers, OMB/Treasury agree with
DPC/NEC a?tmn that the CHIP standards should guide approval of such waivers {(also allowing for
greater cost slzarmb for families no less than approximately 133 percent of poverily). This pelicy
should be re-cvaluated afier states gain experience with theéir programs, at the same time the
Administration is re-considening non-Medicatd, grant program warvers.

For states with waiver programs already approved (since the 1994 NGA waiver agreement),
OMB and Treasury recommend that we recognize their history and different situation and not hold
them to the Cﬁi? standards. We anticipate that these 11 states will want to expand their current
waiver pmgrgms under CHIP; OMB and Treasury think they should be permitted to do so with no
changes. Although this option provides only a few more states with additional {lexibility in cost-

3
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sharing or benefits under CHIP than the DPC/NEC option, it helps these states avoid significant
coordination pri'oblcms by sanctioning CI1IP programs consisient with approved waiver programs.
In addition, lower tncome children in these states might pay more in premiums than the higher
income children newly eligible under CHIP. Waiver states will consider the Administration to have
reneged if we don’t permit them to carry their waivers to CHIP. This option cxcludes pre-NGA
agreement waivers (e.g., Tennessee) since states have been held to a higher standard since then.

[ .

Allowihg existing Medicaid watvers into CHII> unchanged will surely be noticed and
strongly opposled by base Democrats and children’s advocates. They believe that some of the
waivers that we have approved to date, such as Tennessee and Arkansas, have gone too far by
allowing states to impose “excessive” cost sharing on low-income beneficiaries and waive EPSDT.
Ironically, this policy may also be criticized by some Congressional Republicans, who think that
many of our CHIP implementation decisions are steering states toward the Medicaid option. It
would, howcvlér, be the most acceptable option to the NGA and the relevant (existing waiver) states.

i
'

Decisions

Medicaid Waivers
!
I
OPTION 1:  Defer new Medicaid waivers in CHIP (with minor exceptions)
Allow existing waivers to expand through CHIP if consistent with CHIP
standards for non-Medicaid, grant programs

i

OPTION 2:  Allow new & exigting Medicaid waivers in CHIP if consistent with CHIP
" standards for non-Medicaid, grant programs

Ol"I‘IQN 3:  Allow new Mcdicaid waivers in CHIP if consistent with CHIP standards for
‘ non-Medicatd, grant programs
Allow existing waivers (post-NGA a;,n,{,mcnl) to expand through CHIP with
| no program changes even if they fall significantly below new CHIP grant
. standards

1

g
Let’s discuss

-Cost Sharing Flexibility
!
OPTION 1:  Hold all Medicaid waivers to the cost sharing in CHIP for non-Medicaid,
} grant programs ]

OPTION 2:  Authorize the Sccretary (o approve, within limits, Medicaid waivers in CLIP

| with cost sharing below. CHIP standards for non-Medicaid, grant programs

by
l.ct’s discuss
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f
%’I‘A’?ES WITH MEDICAID 1115 WAIVERS (Chronclogical Order)

!

R —

SYATE ;&pgsmveﬁ Eligibilify Limit Beuefi¢s for New Eligibles | Cost Sharing: New Eligibles
Arizons 10782 Existing eligibles Medicaid benefits None
Cregon 393 People < 100% PL. | Pricritized benclits Premiums: $6 to 28
No copays or dedugtibles
Hawsii 793 People < 300% PL, | Nolong-term care Premioms: $142 < 168
: plus assets test Copavs. 85
Myrvland 10793 Children 133-185% | No inpaticnt, cuipaticns, Conay: 33
BL CIergency romn, some
! EPSDT; ne long-torm carg
G096 Existing eligibles Medicaid beniefils None
Rbode Isiand r1 1793 Children <250% Medicaid benefits Premsivms: Prom [85-280%
i PL PLISEA0. 51078
| Ng copays or deduciibles
Tennessce 11/93 People upto 400% | Medicald benelis Prewviums: 31425 10473
' PL, with enrollinent Droductibles: 82307 3500
cap Comsumncs) 2t 10%
Florida w94 freople < 230% PL § Excludes sume EPSEE, Premiums, §93 . 530/ mo

rransportition, some fong.
tarm care and mented haolth

Ohio HM People < 100% PL | Medicald bunefits

Duddupribies: Lp 1o 8300
Copaya: $10-300 or 20%

HNons

Massachusetts | 4/93 People < 200% PL | Medicaid beaefits Preming: Wariabie
Deduttibles: 31007 $250
Copays, $5710
Minnesota 4485 Children <275% Medicaid benefiig Premiung: 34 0 104/ mo
PBL No gopays or deductibles
Lalaware 3498 People < 100% PL | Medicaid w/ smaull changes | None
Vermont 735 People < 130% PL  § No transportation, long-term | Premiiums: Abeve 25% Pla
. care RS to $20 every 6 months
Copays: 83 for dental
Kentucky i 095 Existing ¢figibles Mudicaid bensfits Mowg
{hdishoma i 10598 Existing eligibles Medicaid benefits Nowe
Hnois #es Exivting eligibles Medicaid benefits Nong
Alabama 12/96 ixisting eligibles | Medicaid benefits Nasie
MNow Yok 197 {ome relief pop. Medieaid benefits Nang
Arkansas 1} 8497 Children < 20{%% Mo BPSIIT, limited long- Copays: 340 outpation); 20%

PL

tertn care & meniai heaith

inpatient | 33 for druzs

Halics indicated approved bot not implemented, Siates sbove the line were approved pries {o NGA 1994 agreement.




| AGENDA

| TASK FORCE ON PROTECTING CHILDREN FROM
ENVIRONMENTAL HEALTH RISKS AND SAFETY RISKS

L

GCTOBER 9, 1997 1:00-3:00P M,
; STONEHENGE ROOM
| HUBERT HUMPHREY BUILDING
‘ #TH FLGOR
200 INDEPENDENCE AVENUE, S.W.
WASHINGTON D.C.

!
1:00 p.m. - 1:10 p.m. Introductions and Opening Remarks
Administrator Browner and Secretary Shalala

1:10 pan. - 1:25 pm. A Child's Environment: A Day in the Life...
Dr. Mindy Fullilove, Columbia University
Presentation and video

1:25 p.m. ~ 1:45 p.m. Environmental Risks to Children: A National Overview
!
Dr. Richard Jackson, Director
National Center for Environmential Healih, CDC

Dr. Philip Landrigan, Senior Adviser to the Administrator for Children’s

i

H

Health Protection, EPA

1:45 p.m. - 2:15 pm. What Led to the Executive Order and its Provisions

1
il
T
1
|

Dr. Lynn Goldman, Assistant Administrator (145 pm-1:58 pm}
for Prevention, Pesticides and Toxic Substances, EPA

-~ “Investing in Our Future: A National Research Initiative for America’s

Children for the 21st Century”
Dr. Kenneth Olden, Director {1:55 p.m.-2:15 p.m.)

;1 = Creation of Work Group on Data Needs and Rescarch
-~ Creation of Work Group on Program Implementation
-- Agency Responsibilities Under the Executive Order

215 pm. - 2:$0 p.m. Department Heads’ Remarks on Protection of Children from
l

Environmenta] Health and Safety Risks
- Agencies invited to comment on their activities

2:50 p.mt. - 3:00 p.m.  Closing

; Task Force Co-Chairs

National Institute of Environmental Health Science, NIH



M% UMITED STATES ERVIRONMENTAL PROTECTION AGENCY
%’ ég _ WASHINGTON, D.C. 20460
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¥
Honorable Bruce N. Reed e

Assistant to the i’remdem on . :
Domestic Policy : "

The White House .

1600 Penngylvama Avenue, N, W

Washington, DT 20500

Dear Mr, Reed;

On April 21, 1997, President Clinton signed Executive Order 13048, Protection of
Children from Environmental Health Risks and Safety Risks. The Order responded o concerns
about increases in some childhood diseases that may be attributable to environmental exposures
and the growing body of scicntific knowledge demonstrating that children may suffer
disproportionately from environmental health and safety risks. Among other things, the Order
establishes the Task Force on Environmental Health Risks and Safety Risks to Children. This
Task Force will “recommend to the President Federal strategies for children’s environmental
health and safety, within the bmits of the Administration’s budget,” The Task Force will work on
annual priorities for Admimstration activities in this area, a research agenda and review of relevant
data bases, recommendations for partnerships and outreach, identification of inttiatives, and
statements about desirability of new legislation. Implementing this order challenges the nation to
ensure our children’s healthy futures,

The first Task Force meeting will be held on October 9, 1997 from 1:00 to 3:00 P.M. We
will send you the agenda and meeting location shortly. Please designate someone from your
sendor staff'to serve as the contact point for the Task Force. Please contact Doug Tsao, EPA, at
202-260-7960 if you have any questions, We are looking forward to seeing all of you at this

impogant meeting, ‘—B\\

Carol M. Browner¥Administeator Donna E. Shalala, Secretary
Eavironmental Protection Agency Department of Health and
Human Services

Printed on Hecyclad Paper
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UNITED STATES ENVIRONMENTAL PROTECTION AGENCY
WASHINGTON, D.C. 20460

o

0ot 3 eeT

NOTE TO:  Maembers of the Environmental Health Risks and Safety Risks to
Children Task Force

SUBJECT: Information About the Task Force Meeting

The first meeating of the Task Force on Environmental Health Risks and Safety
Risks to Children will be held:

. | Thursday, Octoher 9, 1987
1:00 pm to 2:00 pm
tcnehenga Room
Eﬁabert Humphrey }
giht Floor
200 Independence Avenue 8w,
Washington, DC =

Enclosed is an agenda and other background information. [ look forward to seeing

you at the meeting.
, P O
¥ /r’ s + *)}Zg__"d? &

Lt AR
among Trovato

Gifice of Children’s Health Protection

Printed an Recyciad Paper
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' TASK FORCE MEMBERSHIP ROSTER
;

Carol Browner, Administrator

USEPA o

401 M Street, S.W.

Washington, DC 204860

Donna E. Shalala, Secretary

Department of Health and Human Services
200 Independence Ave,, S.W.
Washington, DC 20202

Richard W. Riley, Secretary
Depantment of Education

600 Independsnce Ave., S.W.
Washington, DC 20202

Alexis M. Herman, Secretary
Deapartment of Labor
200 Constitution Ave., N.W.
Washington, DC 20210

|
Janet Reno, Attorney General
Department of Justice
10th Street & Pennsyivania Avenue, ?si W,
Washington, DC 20530

Frederico F. Peng, Segretary

Department of Energy

1000 Independence Avenue, N.W.

Washington, D 205885

Andrew M. Cuomo, Secretary

Department of Housing and Urban {‘}melopment
451 Sewemh Street, SW

Washington, 'OC 20410

Daniel R, Glickman, Secrétary
Departiment of Agriculture

i4th Sireet and Independence Ave., SW
Washimgtoné De 20250



i

Rodney E. Slater, Secretary

Department of Transportation

400 Seventh Street, SW

Washington, DC 20590

Franklin D. Raines, Director

Office of Management and Budget

Old Executive Office Building

17th Strest and Pennsylvania Avenue, NW
Washington, £;}C 20503

Kathieen A, McGinty, Chair
Council on Environmental Quality
722 Jackson Place, NW
Washington, DC 20503

Ann Brown, Chairman

Congumer Product Safety Commission
4330 East West Highway

Bethesdg, MD 20814

Gene B, Sperling, Assistant 10 the President -
Director of the National Economic Councll
The White House

2rad Floor, West Wing

1800 Pennsylvania Ave., NW

Washington, BC 205800

Bruce N. Reed, Assistant 1o the President
on Romestic Policy

The White House

2nd Floor, West Wing

1600 Pennsvivania Avse,, NW

Washington, DC 20500

Janet L. Yelien, Chair of Council of Econaomic Advisers
Old Executive Office Building

17th Street and Pennsylvania Ave., NW

Washington, DC 20500

John H, Gibbons, Assigtant t¢ the President
Office of Science and Technology Policy
Old Executive Office Building

17th Street and Pennsylvania Ave., NW
Washington, DC 20502

i

-l
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C THE WHITE HOUSE
OFFICE OF THE VICE PRESIDENT

FOR IMMEDIATE RELEASE ~ ~ T CONTACT: 202-456-7035
MONDAY, April 21, 1997 |

VICE PRESII)ENT m OUNCES EXECU"I’%‘?E ORDER'TO RE})U{TE
- ENVIRONMENTAL HEALT}I 'AND SAFETY RISKS TO GH}};BREN
Action Wﬂi Reqm Agencies to Constder Effebts of chem} Rules'on Childrén

WASHIN(}’Z‘ON D.C.~"Vice Président {}o:e visited t}zs Cﬁhzldw:z § Nauunai Medma}
Cenzcr in Washlngton, 1}0 taday (4122} and annz}unwd an executive mﬂw to mduce
‘cmfmmmmfal iicalth and sa&t:y risks to cizzldrm .

“'ﬁus &xeczzmw order says to eveyy federal agmcy and departriient: put our. chzidmzz first.
We Amemans cwe our iarg&st rcspcz}s;bziﬁy to-our smallest citizehs” said Vice Prcszdent Gore:
“me new o, agencies will have to take 4 4 hard ook atthe special nsi(s énd d;sprapomcnaw
itiipact that stzmdazzis and saféguards havé on our children.”

: ’I‘he executive order, which President Cliniton signed today, zzzclm:ies actions that wlii
, stmzzgthm pﬁ?zmes and ifaprove research to protect chikdren, and ensure that new. safegzzards
consider special rzsks to chzidmn. I weuld for the ﬁz‘st time, require agencies to analyze and
expiazz; tiie. eﬂwﬁs af ﬁwﬁ' riles on c%uldran ‘

Studzes hat;e dcmonstrated that chﬁzircn arc ata dxspropamcnaza risk from envzronmemal
fiealth, and sa{eiy ‘hazards. ‘I{’hz:se dlsprop(}m{}zzatc risks « which can lead to illnesses like
cancer, leukemia, and asthma - ‘stem frem ﬁmdamenm dtffez&nccs i Zcrms of phvswlogy and

aciivity, between children. anz:! adults,
3

The Cimton Adm&msiraimn has taken bold stepg £0 prcwde explicit pmteciwn for
chi idren in 1m21atmcs such as the Food Quality Protection Act and Saff: Drinking Water Act;
development of new.standards for passive restraints for childrén in cars; dnd administrative
action to protect children from tobaced, lead and other hazards. This éxecutive order is another
example of the Administration’s continded commitroent.to ;}mw{:tmg Armerica’s children from

environimental azzd safeiy hazards:

#E


http:commitment.to

Enhancmg Protectwn of. Chﬂdrezz’s Health
: O Aprit2l, 1997
1
. Yice I’reszdent G{:z‘e tcﬁa;fa}mumﬁ an eXecutive orﬁer 1o re{iuce environmeéntal '
healtix and safeiy rzsks ta children. For:the. ﬁrst tirkie, federal agezzms will be rcqmred £
assigel hzgh przanty to aﬁidrcssmg ‘these ris}zs ta’ co{mdmzee thcir reséarch prifmues on
-chxidren s health; aad 10 ensure that’ thf:zr standartis take into account speclai rzsks to children.

. Becar.zse chxldrcn are still dew:zapmg and bgecatzse of they tak&m moré focd Wawr ‘and
air mixuvc {0 their bzx!y Aveight than adults,’ ‘they are niore, suscepnb!e than aduits m
.énvncnmmtai tbxﬁais Jnthe past:ﬁs ycazs we' havc madc greas pmgrcss in pmwctmg pizbhc'
health'from envirotimental hazards, but we 8till have far to go: Asthma is 10w the leading
_cause. of ims;‘:ztal admmsmns for cixzidx:en, 10 xmliian ch:idrcn under tﬁg age- of foaz stll live
,-m{%zin four’ m.sles of i a texxc damp, and despzta '} stﬁady c;eciizm in chﬂéhm& lead pamoamg
there are still n&aﬁy one mﬁ!mn children upder the'age of ﬁvc wim s&ﬁ'cr fmm this conditioi.

'I’he cxwuuvc ordér, which Prcsz&mt Clintory s;gncd mﬂay, includes the faiiawmg
acnozis - I

. . Szz‘engﬂwn Fo&aes i Profecr C};lldrezz The executive order’ reqmres all agencies to
maki the pmt&mon af childres 2 high prz{}rlty n mzplcm&mng their stanutory
rcsponsﬁ}zlmcs and fuilfilling their overail missions.

. Improve Resem!z and other’ initfazxves {0 Protect Cinfdrerz The proposed cxemnvf:
order wouid greate. an mtcrag::ucy task forcc t0 establish 2 ccordmateé research
agenda, to identify research and ether initiatives the Admunstra:mn will zaka o
advance the protection of children’s environmental health and safety, and to.enlist
;}ubizc uzpat for these! efforts, “The Office of Mansgement and Budget is charged with
convening an Zntcrz,genc} Forum on Child and’ Family Statistics, to produce an annual
‘compendium of (he most lmpartazzt indicators-of the well being of the Nallan $

children,

3

. ll'uszzre fizczz‘ Ni?ii’ Safeguards Consider Spef::az’ Risks to {l“!ufdren The ‘exgoutive arder
would, for the first time, require agencies to analyze and cxpzam the effects of their
rules on children. When a major regllation addresses special tisks to children,
agencies wcuid Have (o 1) consider disproportionate impacts on czzzldrzan. and
2} explain why their proposed action 1§ pm{erabie to other aliernatives. The primary
goual of this provision is to link policy decisions to the cme:rgmg science regarding
children’s en\fﬁ‘enmﬁm,ai imaiz}z and safety. This provision ensures accountability to the
pubizc and hcips agencies identify their research needs.



.

Fmally, and pedmps 1host unportmt, th,ls executive order; will help us make sure that our
»,‘pohcy dac:swns mlinked 16 the: latest soicnos mgardmgc&uldmn s health andsafcty .

T Iftlwsuoocssstoxiesthatwc vcalmaclyhaé iheSafabmlm:ngAam&em
- tobacco provisions, the Netl)ays #ind the Barth  Days == if thoss sucoess stories teach us anything, -
it this? e gre atotr st when we work topéther.-So Tet's work togethc: todorightbyour

* children.’ A.nd Iet’s ma!ce thts lhe stmngast nation in the world +- stronger and izcaiiiner stifl.

R R

L
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Executwe Order on Protectmn ef Children
me Envxronmental Health RISkS and Safety
Risk..

; Tisned apriim, 1997 LT el
' /ITHE WHITE HOUSE -
{}fﬁce of the Press Sccretary

- For Immediats Release:

I
:
]
f

.By the authiority vested in me as President by tb«e Cqmﬁmﬁon and the’ Iaws cf tizs: United
States of Amenca, it xs haz-e‘by usdzmd as follows! ‘

' ‘Secaanl Paiz(.:v

1101, A grovng bady of sczan‘aﬁc lmawledgc demonstrates that chﬁdren may suﬁ’ér -
. ei}sprnpomonazeiy from environmental health ns}:s and saféty risks. These rigks arise ©
.7 becausei children's neurological, immunological; digestive, and other bodily systems are
< still'developing; children eat more food, drink more fluids, -apd breathe more air in )
~proportion to their body weight than adults; children's size and weight may dirainish their

protection fom standard safetg features; and children's behavior patterns may roaks ther
more susceptible to aecidents because they are less able to protect themselves. Therefore, to

- theextent pmﬁed by law and appropriate, and consisteht witi the agency's mission, each

T cheral agem;y

- (a} shaii mak&: it a itugh pnorzty to nimttfy and assess enmnmenwl ?:zeaizh risks and safety
© risks that may dzspropomsmﬁciy affect chxidz‘czz, and »

) (b) shall ensure that zts p@kczes, pragzams actzvmes arzd stantiards addmss dwpropomonata
nsks te ehﬁdmzx that msu}t &om environmental health Hisks or safety risks. -

1-102; Each mdc.pr:ndv:m regulatory aganc}f is aacoamgeé 0 partzczpaie it the
implementation of this order a:ad comply with its provisions.

’ ‘Sec. 2 I)cﬁmtmns The feli:}wmg deﬁmtions shaii apply w this order.-

2-201. "Federal agency means any autizomv of the United States that is an agency under 44
JU.8.C. 3502()) otherthan thosé considered to be independent reguiatory agencies under 44
U.8.C3502(5). For purposes of this order, "military departments, "as defined in 5 U.S.C

102 are ccvemd under the auspices of the Departmmt of Defense, -

2-202 "Covered regmaiory action® means any substantive action in 2 mlemakm% mmated
afier the date of this order or for which a Notiee of' Proposed Ruicmakmg is published 1 year
- after the date of th.ls order, that is likely to result in a mle that may;

"~ {a) be “ccam}zmcaﬁy szgmﬁcam" under Executive Or&er 12356 {a mlema%mg that ﬁas an
annual effect on the économy of $100 million or more or would adversely affectina
material way the economy, a sector of the economy, productmt) comipettion, jobs, the
englroameng pzzbizc heaith or safety, ot State tocal; or mbai governments or cozmm;mzms)
Aryi .
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e ot L UCE QN Proteition of Children

- - E
- »xxi 1

{b} canmaﬁcamnmcnmi hq@iﬂznskorsafei}' W ,m‘ 0 &ﬁﬁ}}ﬁaﬁﬁmm
-may dxspmpemnnateiy affect children: 2203 :*Eqvitonmestal hwigns}mzand Safety pisks"
meai rigks 10 health'or to mfetythainreamibumbi 218 pioducts ér substances that the 'child
Cis iﬁcclyweam mé%amthﬁmzmgesr(mch &sfhe_hzx we breath; the food Wwe eaf, the™

mmmdnnkormformwmnu,massﬂwehve&n,m&themdustsmmcrm

cxposcd to)
Sec. 3 2" m‘k th:c on Enmmeatal Realih RiskSand, Sqfe{v REKS” tb Chilﬁz‘ém

3-301. There i hereby established the Task Foxiie‘aiz‘ﬂah ronméntal Health Risks end'
Safety Rlsks to czmm ("Task Force

e 3-362 'I}xeTassz}me wﬂlrepcrt:o thermémi i GoirSultation with the Domiesti Policy
“Couticil; the Natiotial Sejence and Tﬁqlxgeglc . Cotincil; the Co;mcilhn Eamenmz“ -
< Quality, and the Office 6f Wnagmm and Budgez ((}MB)

3—3&3 ‘Membership 'Tﬁﬂ Task Force shall bg Somposed f lim
(a}Secmmy afﬁm&;md Hufzi‘azfs "*a&a}ma sHall setvd s i mm» ftb:‘é“camxl, .

g}%mxmsitmtcr of the Eamxzmental Pmtettwn Ageucy, wha sizaii sma as 3 Co»C}zmr of #
e:L.ounal; ;

1§ A
,>

......

(Q)Secrctary cf Edueaﬁen, S
 (@)Seorétary 9f Labor; e
(&}Aimmcy (}t:ncrai ; ( S |
f}SecmtaxyofEnezgy, \ ‘ 3 e

;;;;;

@Sty ragheutung; i 1 e
(i)Sem:azyofTranspmnon, ,’ ', FRESRRA _

G)Dmctcs: oi‘ the fJfﬁr:e GfM@gemant and Bu&get, ' | . . e
(k)Chmr t}f t%zc Caumz} on I’Jumnmcntﬁl Quahay, T e -
(I)Chaxz Gf ﬁiﬁ C{msumer i’mduct Safc:{y Comsswn* '
(m)A&sxstzmt to ﬂ:ze ?rfzszdenz f’er Ecanozmc P‘ahcy, :
(n}Asmstant 20 the ?rcszéen{ for I}omesm: Pehcy,

{Q)Asmstam to the ?rcszdent zznti ercctor of thc eﬁiec of Sc:cucc and chhnology i’otmy, :
(p)Chair of thc Ceuncxi of Econc}mm Advzscrzs end’ - :

(c;}Such otber ofﬁcmis eff axecunvc dcpmments and agenczes as the ?resuient may, 1 fmm -
time o time, designate. : ; . _ .

M&m}}am of the 'I’ask i‘ome may delcgate t;hcxr zespmszbshtxes under this z}rder 1{:
. suborcimazcs ‘


http:g~~cies.as
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3-304; Fuawtzons 'I‘i.w Task Fome $Kall recomimend ta‘the }?resxdzm ?edera! szmzegzes fer
children's environmental Bealth and Safety, within the Hmitsof the Admxmsms:m s b{zdget, B

1o mciuda ‘thg foﬁwemg elefents:

{8} statements.of pzmcxplcs {genaral policy, and tsrgcted muafpnen&as W, gmde thf: | ;_',1 L
ngerai appiroach to achiéving the goals of this'order:” ER : "

(bja coordimed résearch agenda fof thie Fedéral Govetittient, zzzciudm.g tﬁ mxgiament
thcremw' fmmhda&baswd&ai’bc&msesﬁenéofmw 3‘293

(c) recommcndahons for's szt aznmsh;ﬁs amoﬁg Fedsz\.Statz, local, at:d tziﬁai
gqvmmcnts Bt thc *a{jpm P and | nouprofit

‘_(g) pm;wsais' !td';_::;h‘:én‘ffﬁi:hhc aumch Hid mmmmﬁcatggn to ass:st ﬁ;gnhes in cvai
(c} an zdﬁ:;nﬁcanoaef bigh-pricgity. tmﬁahves?hat &n?@d@ﬂ{ &ial Govermiment hasundcﬁakm
ar-will undéftake’in &dvazw;gg protection of children's ﬁmﬁmegxml health arid safety; and

.:(f};?ié%ﬁiﬁm?ﬁtr@ ardin 1he desirnbitity of dew: Ieg:slaaon to fmﬁﬂ o pnariiote. the pmpcsas

c .

s *3 05, Thie Tisk Foree stiail prepare & bmnmal fton raseamh, da:a. or othier mfounanaa T.-';:,-"

that would enbance our ability to inderstand; ar ﬁ ‘and Jréspond 15 environmental heaith
tisks and safety risks to children,; For purposes.of this réport; cabinét agencies-and other’

o8 identified by,the Task Force shall idéntify and specifically ‘deseribie for the Tosk™ -« ©

arcek data ficeds related o enmnmmtniheaithnsksandsafewmm c:hxiﬁmnthat
“have az‘xsm in the eourse of the agency's prograndy and detivities. The Task Force &hall
morpbmte agency /. submissions into'its re grt dhd ensure thas this feport is publicly :
ayailable and widely disséminated. The Office of Seience anid Technology Policy and the S
National Scienceand T achzzoiegy Co&nczi shali ensure that tiz;s report zs fuﬂy cons;dmd o
e;stﬁbﬁshmg reseamh pzzontws e : : ~

3»&06 ’I’hez Task Ft;me skl st for 2 permd of 4 yeazs ‘from thc ﬁzst meatmg ‘Afleast 6

months ;moz té the expxrauon of thit | g;n od, the member agemues sizail assess the need for ‘

fﬁmptmuagon of the ’I‘asi; Forca or zts ctzom, a.nd mz.kc apprcpnate momwdaaons to o
¢ President. . N B .

L,

.Sec. 4. Research Ccerdmatmn zmd Integmf:mn

4401, Wﬁ%un 6 momhs ef the datf: of this order, the: Task Fcrcs sh&!! dweiep or ézmc{ to be
- developed a review 6f existing ‘and planned data resources and @ proposed plan for epsuring
that researchers and Federal resédreh agericies have access o information on'all research
conducted of funded by the Federal Government that is related to adverse health risks in
children resulting from expésure to emmnmental health'risks or safety nsks "i'hc Natmna!
Scmmc a.zzd Technaiogy Cotmczl shall review t%‘ae ;:iaa :

4402, The plan shall promate the shiaring of mformatzcn on acacicmm and private raseazcb,

It shall indlude recommendations to encourage that such data, to the extent pemzzt’cﬁ(eim{'
law, is available to the pabbc:, the SCItmtiﬁc and acade:mzc commuftties, and all Fed

‘agmcxes S L .
Sec. 5. Arram.:v 1313?:: o&mentai Heaith stk 0r.S‘afe£y Rxsk Regu%afzozzs

: 5-5(}1 For cach covered ragulazory action submitwd to OM}S s G}ﬁm of infomzatzan aﬁd
Regulatory Affairs (QIRA) for reviéw pirsiant (o, Executive Ordér 12866, the Issuing” .
'agency shaél pr:mde to OIRA the foiio mng mff:am;auoa deveicped as pazt cf the agency’s

’.? :

i
H
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ot — s AL Qf‘«ﬁm’zy” Lo ",

__ {%}11 eé:;ezaluamn cf the envngz_zenmi h@s}tﬁ ar safety éﬂ'e»::ts af tiac plazmﬁd regulahcn an
¥ i

< ’:’(b) an ex_pianazzmz of wizy the planned mgul.atzen is pmferab!e: m otlm* ;)ateﬁnaﬁy eﬁ'&cﬁva
. and reasonably, feasible alternativés considered by the agenicy.- -

:5:502.In. emmgaxwy ‘situgtions; of whzu an agency is obligated by 1ai¥ £, a6t mare quu:kt

thannonnaimew;msedmaﬂew, thie'agency shall comply with ﬁiebmwﬁ % of this ;;i:-,&

“section 1o the extent 1e::For those covered. mguizziozy actions t}aatm govcmd by a
: camt««xmposed of stammry -deadline, the agency shiall, to,the sxtent’ e schiedul

‘byms 0}_‘1," Y» -4

See 6. Intemgency F‘ixriz&%n Cl;ild ‘And Family Stabzhcs. e
“6-601, The Dircétor of the cam ("Direétor”) shall Covens ag Intetagmcy chm on Chﬂd
_Bnid Family Statistics ("ch"). which will includé representatives from the a;ypmpnnte

 Federal statistics and research agencies! The Forum shall prodiice an anouat co

; '{“Re;mrt“} of the fadst imiportant indicators of the waﬂ-hemg of thc ﬁaﬁon s chil em. X
6502, This Fonini shall detéiiisie the ibdicatois o bé inttided in - Répbﬁ'm‘;dmu@
“the solirces of datn 't be nsed for each indicator. 'I‘hequﬁtskaIipmvtdz a1 ongoing -
-review of Federal coiimnm and digsemiriation of data oh children and families, and shaii

miake récommendations 0 :.mpro?e the wfemgc end mcrdmatzan of damecﬁmHm ami to - _

' reé.uce cinpimatzoxz azzd evcriap g :
' 5—6{)3 "i‘im Repo et sh&!.l bc pu&hshad by the Femm in miiai}oratwn mzh theﬂaﬁozza!

Institute of Chﬁé Health and Human'Development. The Fomm ‘shall présent the first zgzmual

- Report to the President,’ fhmugh the I}mzof, by I nti, 31,1997, The Repnrt s‘i',zali he CL
. subrmttaci annually t]:lczes&er u&mg thé mosz recently avazlable dam. ' R

Sée. ?Gemm[ E’mvzswns, -

) ?»7{}2 “This crdcr is mten&zd oniy for mcmai managemcnt Of the executive brench. ’fhxs
-ordér is not intended, and should not be construed to create, any right bensfit, ortrust  ~
” responsibility, substantive or procedural; edforceable at iaw or equity by a party against the

"United States, its agencies; ils officers, orits empioyecs This order shall not be construed to

create any.right to judicial review mvoivzng the cemphaﬁce or noncompliance w;tiz this
:ordet by the United States, its. &gcncxes ity ﬁﬁcm‘s or any other. pe*sazz Lo :

L ?-7{)2 Executms Ordea 126{}6 af Szpzemberz 15}8?15 revakeé
‘WILLI:&MJCLIIJT@N" R o
m WHITE HOUSE, .. '
:Aprﬁ 21, 2997 e

508510, pez'fnif sufficient time fo r mmplenﬁg’tﬁé"‘ﬁﬁal y5id f&qnired

° B
-

v Ee



34

Phitip [ Landrigan,
M, M, # ¢ pfes-
sor of bedintrics and chair
of the Department of
Conomurity Medicine af
Moure Sinai Sthood of
Mot

Jm E Carbon, MPH,
s drtor of the Uhikbens
Envhoranetal Health
Netvadi, & national proj-
&t dedioded 15 prevens
ing the exusure of cht
drery 1o envivonsmenial
hiwernhs,

™ W o

B
= S
-

T

Environmental Poliéy and
Children’s Health

Fhilip J. Landrigan
+
.Joy £ Carson
‘ Lo Abstract
Understanding the dilferences is the sffects of enviropmental contamination on chil

dren and adults is an important part of environmenual policmaking, however, unless
ervironmental heaith polities reflect the differences between adalts and childres, this

} kniowledge wifl have litte peactical effect. The authers of ihis article consider how the

unigue vuinerghithies of children challenge enviconmental policymaking. First, they
review the biolopical differences between children and adulis, and then they critique
the pracesses of risk assessment and sisk management, the principal wols currently
ased ro form federal environmentsl policy. While these tools are usefud in developing
emvironmenia! health poliy, their implementasion frequently fuils o consider the
unigue vulnerabilides of cbildren. In light of the potentisl to boprove enviranmental
padiey for chitdren, the authors review both the actusf and prospective contsihutions
of educational and advocacy offors (o changing the waws policy addresses children's:
enviroaunental health, and discuss the inweresss of industries and the mroblems of envi
ronmentsl equine Finally, they presens a new approach to environmental health pali
cynaking which plagus children, rather than indjvidual soxicans and hazeds, at the

. Senter of the risk asessment 364 MANAZENIEN! Process.

hildren today live in an environment that is vastly different from that
of a geeration or two ago, While exposures 1o some environmental
hazards have decreased thanks to new regulations and increased vig-
ilance,! children are continually in contact with new chemicals in their food,
in the air, and in water. They are exposed o thousands of newly developed
synthetic chemicals whose toxicity has never been tested and whose poten-
tal dangers o children are unknown ? These new exposures, along with the
trinmphs of vaccines and antibiotcs, have changed the face of childhood ili-
ness in the, developed world, Chronic diseases, some thought to be caused
by wxic environmental exposures, have come to replace the dassic infoe-
tious diseases as major causes of iliness and death among ¢hildren in devel-
aped countries. These illnesses, along with complex, chronic handicapping
conditions of multiple origins, are known today as the “new pediauic mor-
bidity."
This new morbidity includes a broad range of discases in children.
Among these diseases are asthina exacerbated by air pollution and second-
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hand tigarette smoke, dei@%ii"c.icvei@pmcm caused by lead in paint and

contaminated drinking water, and cancers caused by radiation and benzene.
Some of these illnesses are acute; others are chronte, Some, such as lead pot-
soning and asthma, are evident during childhood. But other diseases caused
by toxic exposures in chitdhood may appear only years or decades later after
long periods of latency. Examples of the latter category include lung cancer
and malignant mesathelioma caused by early childhood exposure to
asbestos, or leukemia and lymphoma caused by exposure to benzene in
unleaded gasoline.

All of these diseases of toxic environmental origin, no matter whether
they are acute or chronic, can in theory be prevented by reducing or elimi-
nating children’s exposures to toxic chemicals in the environment. These
discases arise as a conseguence of human activity. Therefore, they can be
prevented by modifying that activity.

The articles in this journal issuc by Bearer and by Goldman discuss in
detai) how children are different from aduls in an environmental con-
text. These articles provide several case studics showing how children are
affected by environmental toxins. This article examines the ways in which
the unique environmental exposures and vulnerabilities of children pre-
sent challenges for environmental policy in the areas of regulation, pre-
vention, education, and research. It also considers the policy implications
of children's v‘uhzcmblhw for {:{}mmumufzs, environmental advocates,
and mdustrv

In the broadest sense, all of the conditions around us comprise our envi-
ronment. These include natural phenomena such as the seasons and the
weather, the gravitatonal field of the earth, the air we breathe, the food we
eat, the water we drink, our homes, our workplaces, and other people. I this
definition is used, crwironmental bheaith includes topics as disparate as
drownings, sunburn, lung cancer Ir{}:}l cigaretie smaoking, and poisoning

Arom pesticides in food.

This article, however, focuses more specifically on contanunation of the
environiment by manufictured chemicals, It examines policics that address
contamination produced by human activities and concentrates on 10xic
environmenul exposures that people cannot easily conwrol individuaily.
This definition is useful in & policy context because all of the diseases and
health problems caused by manufactured toxins could petendally be avoid-
¢d by not using the chermicals in the first place, wherens drownings and sun-
Burn have always happened and require different gpes of interventions.

i
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Chiidren's Vuinerability fo
Toxins in the Environment

Children are uniquely vulnerable to e
ronmental Loxins. Ahisheightened suscep-
tibility stems from “several sources and is
reviewed in detail in the articles by Bearer
and by Goldman in this journal issug. To
spmﬁlarizc:

@ Children have greater exposures fo
environmental toxins than aduls. Pound
for pound of body weight, children drink
more water, ear more food, and breathe
more Ar than aduliss For example, chil-
dren o the Best six months of life drink
seven times a5 much water per pound as
does the - avefagé American  adull
Chitdren ages one through five years cat
three to four times mare food per pound
than the average adult American, by sddi-
fiva, children have wiique food prefers
ences, For example, the a&emg%: oneyear
oldt drinks 21 times niore apple juice and
11 tines more grape jnice and ents 210 7
Gmies MICFC Erapes, bananus, pears, cac
rots, and broceoli than the sverage aduln?
Moreovar, the air intake of & resting infaot
is twice that of an adult. These patierns of
increased consumpiion reflect the rapid
metabolisim of childres as well as thelr
growth and development. The obvious
implication for egnvirenmental health s
thar children will have substantially heav-
ier exposures pound for pound than
‘adulix te any toxing that are present in
water, foodd, or air, This has been demon-
_suated very clearly in the case of children’s
“exposires to pesticides in the dici

C D wiiditional charactorstics of chil-
“ddren Rurther sagnify diet exposures 1o
\ woxies by 1o environssent: {1} their hand-
Cwanouth bolmviog which noreases their
m;,ﬁmm of any toxins in dust or soil; and
{23 their play doss 1o the gr{}:md which
incrames thelr exposuie to wating in dusg
1 s0il, ancd carpets as well as 1o any toxins
tinst form fowlving layees i the air snch as
©eertaly pesdokle vapors

.

» Childeen’s metbelic pathways, espe-
cially in the fiest mnnehs afier bicds, are
immatare compared with those of adolis,
As o comsequenae of thds blochemigal
immaturity, children’s ability o metabo-
fize, detoxify, and exerete certain (oxins is
diffesent froan that of adults, In seme

¢

instances, chitidren are actually better able
than adubs o deal with environmenul
toxing. More commaonly, however, they are
iess able than adulis to deal with oxic
chemieals md thus are more vulnerable
o thom. 348

» Children are undergoing rapid- growth
and developraent, and their delicate devel
opmental processes ore easily disrapted.

, Many organ systems in young children—

the nervous system in particular—under.
go very raphd growth and development in
the first months and years of life. During
this period, structures are develaped and
vital connections are established. Indeed,
development of the nervous sysietn con-
tintwes all through childhood, as is evi-
denced by the fact that children continue
to acquire new skills progressively as they
grow and develop—crawling, walking,
ttking, reading, and writing. The nervous
system is not well able to repair any siruce
tural damage that is-caused by environ-
mental toxins. Thus, i cells in the dovel
oping brain are destroyed by chemicals:
sach as lead, mercury, or solvents, or i
vital enunactions between nerve cells fail
to form, there is high risk that the resule-
ing neurobehavioral dysfunciion will be
permanent wngd irreversible” The conse-
quences can be loss of intelligence aod
afteraiion of narmal behavior

w Because children have more fulure
vears of life than do mest adults, they have
mare time to develop any chronic diseases
that may be wiggered by carly environ
mental exposures. Muny diseases that are
triggered by toxins in the environment
require decades 10 develop. Examples
inclade mesathelioma cansed by exposure
1o asbestos, lenkemia caused by benzene,
breast cancer that maay Do cansed by DDT,
and possibly some chironic neurclogic dis-
eases Buch as Parkinson's discass tha may
be maused by exposures o envicommental
newrsioxins® Mauy of those diseases are
now thought to be the products of mulik-
stage procosses within the body's cells
which requirg many years o evolve from
earties: inttistion 1o actual maniiestation
of Hiuess, Cocsegquendy, cerdn earcino-
genic and toxic exposures sustained carly
in life appear more Hikely 1o lead to disease
than the samie gRposured encouniered
later in Jief '
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Risk Assessment and Risk Management

he two princinat tools usext by m%ynmefs o form env‘rmz}w heolth pollcy wre sk
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Public Policy Options -

Despite children’s extensive exposures
and heighiened vulnerability to enviran
meneal toxins, there is no coherent
research ar pelicy agenda in e United
States which ensures that Awmerica’s ¢hil
dren will grow up in a safe environment,
Bathar mose environmentad policies, &
buth the federal and ithe smte lewls,
attempt to regoiate chemical exposures
withowt reforence e children’s heulth,
Mas: crrrent regulatory efforts FEpresent
aitempts o Batance different and compert-
ing interests nround potential woxins, New
chemicals are introduced into the onvi-
ronment beecause they are useful or
because thay are by-producy of processes
thut are comsidered uselnl Too often the
toxicity of 211{*&{‘ smaterials s wmested, and
the ;}ﬁzg,tzzmi havards thoy may pose o
childeen wre quite upknown 2nvironmential
poiicy typleally agempts 1o balance the
newd o protect hudividuals and the envi-
rossrens agains the benefits that may be

readized by ‘the use of potentisl toxing,.

Most eovironmental regulvion in the
United Siatés is not designed speckically
to protect the health of either adulis or
chiidren,

Tlds seation exansines options for cre-
aung w childrens envirommenal healith
policy in the Uslted Sintes. It fucoses first
on the proceists, of risk sssessment aad
sk aumgement, the twe pringipal wols

that policymakers wse to form environ-
mental bealth policy. Within this frame-
work, it studies succgsses und (ailures, pol-
tcy gaps and impedimenis 1o formation of
policy. Implicuiions of current approaches
to risk assessment and risk manggement
for children's environmental health are
discussed {see Bow 1), It concludes by
offering an altrnative paradigm for con-

trob of toxic bazards in the environment

designed specifically (o proteat children’s
health.

Risk Assessment

Environmental health policy development

‘begins with risk ussessment. Risk assess-

ment anempts o evahuste the hazardous
pragertics of 4 chenueal and o deermine
the risks that result from expoaye o 1t?
I somne instances, risk assessmont is based
ont clinical and epidentologic siudies in
which the eflecu of 2 toxic chemical are
avatuated direetly iv bumans. More com-
momnly, risk assessruent ix based on toxico-
logical studics of a chewmical in laboratory
andmals. The resulls of visk sssessigat e
often controversiul. Fregquently, o esti-
mate the risk assocaed with a chonicd,
asspmptions and exuapdlanons wust be
mnste, and different nvesiussorn and sek
eniists may make different ssumptions.

The foar steps in risk assessiment are as
foliows

L, Hazard identification. Identify the
hazard by ebserving the health effecs it
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produces in bumians or animals exposed
2 1, Healih effects may be gross and obvi
ous, sich as cancer or death, or they may
be subte, such as delays in development
or impatrment of imnailite fnctosn.

2. Doserespamse aasessment. Assess the
refationship between the amoum of expo-
sure and the coourrence of the unwanted
health effects. For example, what dose of
the contaminant produces how many
excess cancers? Are health effecn more
severe al higher levels of exposure?

%, Exposure assesyment Evaluaie expo-
sure 10 the toxin in termy of cxposure
source, gxtent of exposure, pathways of

i eyt

Tasicity testing of chemioals generelly fuis to

consider

the special vulnerability of trgfa:z!s

mddn&bm

hurnan absarption, iaternal “dose,” and
the number and kinds of people lkely 10
be exposed.

4. Risk characterizatioonn. Using informa-
ion gathered in the first three sieps,
,sharacterize the resuiting fisk. Usually this
consists of developing a table depicting
lestimates of the number of excessunwant-
ad health events expected ot different
time intervals at each level of exposure 838

Each of the steps in risk assessment hay
" implicziions for public pelicy regarding
children’s health and the environment.

, Hazcrd Identificotion

In podiatric envivonmestal health, the
fiest steps, hazard identification, has tradi.
o uonally begun with cinicd observation,
Astuie pediatricians have observed, for
exampie, that children who ingested chips

H

o of lead-based paint developed coma and

.‘

conviksions, that adolescents 4l summer
camp wha wore exposed o smog wern
likely to wheoze, and that babies born w
mgxthers who cansuned oxcessive aleshal
dusing pregrancy showed the fucial fene
tures and developmentat delays charactes-
istie of fetad aleohol syndrome.

The wpringipal problem with  this
approach i that clinical recognidon can,
by definition, take place only after discase

_ particuisr

has oecurred. It requires the fortuiious
combination of an alert physician with
gither a cluster of disease or a new and
rare discase pattern. Clinical recognition
of links between environmental toxing and
disease is very difficelt because the dise
gases caused by chemicals are usually
indistinguishablefrom the illnesses caugsed
by other factors. The asthina caused by air
pollutios looks e same to a phiysician as

"asthma caused by allergy, and the lung

caneer caused by ashestos Inoks the same

cas that cansed by cigarette smoking.

Muorcover, 31t is oflen necessary for many
years 1o clapse between exposure 16 a toxic
chemicsl and the appearance of discase,
In these cases, ussessment of past expo-
sures is extracrdinarily difficule

Hazards €an be Kentdfied much more
efficientdy and systematically by testing the
passible toxicity of new chemical com»
pounds in laboratery animals before the
chemicals are ever ulilized in commerte
or released into the epvironinent. A major
advantage of this approach is that it per-
mits identification: of chemical hazards

" before human exposure, discase, and

death have oveurred.

Dose-Response Assessment

The second step in risk assessment, assess-
ing the descresponse relatonship, is of
importance  for children.
Usnfortunately, there & a distmet lack of
information about the effecs of most
chepicals on the young. Toxichy testing of
chemicals generally fails 1o consider the
special vulperabiiny of infanes and obil-
dren; therefore, it provides Hinle informn.
tinn about the hazards of wxic chemicals
in thids age groupt For exanple, the over-
whelming majority of pesticides have
aever been lested in young animalss
Testing typsically begins at age six to eight
weeks, which corresponds coughly to five
yoars of age in humans, Yery few studies
have been organized in which experimen-
tal anipals were exposed o pesticides
early s Hie and then followed over o e
lime to assess the late efflects of carly expo-
sures, the situation that tepically occurs in
real e when infanw are expaused to sib-
stantinl guuntities of pesticides
Corenguenily, dntle s koown of the
delayed effeas of early exposures © pesii-
Crdcs and other enviromnental toxins,
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Because of this lack of information
concerning the effects of chemicals on the
young, the pupulat:on typically used as the
basis of risk rassessment calculations is
adults. Therefore, the level of exposure 10
a chemical that is considered by’regulato-
ry agencies to represent an acceptable risk
usually does not take into account the spe-
cial vulnerabilities of children.¢ For exam-
ple, federal standards limiting permissible
levels of pesticide exposure in foods (tok
erance levels) are geared solely to the pro-
tection of adults. These tolerances do not
account for the fact that children eat
foods that are different from those caten
by adults, eat these foods in quantities dif
ferent from those eaten by adults, and
have different biological suscepribilities.t
When a child eats a banana that contains

federal testing requirements established
under TSCA, For uvne thing, many thou-
sands of potendally toxic compounds
whose introduction to commerce predats
ed passage of TSCA remain untested, and
there are no requirements al present for
testing many such compounds (require-
ments for reregistration of older pesti-
cides are an exception).

Several problems have resulted from
the lack of information concerning the
health effects of chemicals. For example,
in the case of pesticides, the Federal
Insccticide, Fungicide, and Rodenticide
Act (Fll'RA) requires that a risk-benefit
analysis be performed on each chemical

The fact that risk assessments do not u.maﬂy
consider children’s unique risks is a major
flaw in the U.S. regulatory system for

the legal limit of a pesticide, he or she
takes in more pesticide per pound of body
weight than would an adult and therefore

experiences an exposure per unit of body
weight above the limit ¢stablished as
acceptable. Moreaover, children eat more
bananas than adults. None of this infor-
mation is reflected in current approaches
to risk assessment,

The fact that risk assessments do not
usually consider children's unique risks is
a major flaw'in the U.S. regulatory system
for pestladcs in the diet. This flaw could
be remedied threugh changes in the fed-
cral regulatory structure.

Of even greater concern is the
absolute lack of any information on the
health effects of many synthetic chemicals
on any segment of the human population,
adults or children.!? An enormous out-
pouring of new chemicals into the envi-
ronment has occurred over the past 50
years. More than 70,000 unique chemicals
are currently used in industry and con-
sumer products in the United States, and
cach year hundreds of new chemicals are
introduced for commercial use. Reliable
information concerning possible health
effects is minimal or nonexistent for two-
thirds of these substances.? Part of the rea-
son for this lack of information is the tack
of a strong regulatory mandate. Although
the Toxic Substance Control Act (TSCA)
of 1976 created a legal mechanism for the
testing of cach chemical in commerce, in

fact there are many inadequacies in the
!

peshades n the diet.

being registered. The Environmental
Protection Agency (EPA) weighs the risks
to health and the environment against the
benefits of the chemicals to the producers.
However, when information on the health

"risks is not available, the process is forced

to.proceed without full information.!*

The case of pesticides illustrates anoth-

problem with the regulatory system.
There are approximately 600 active ingre-
dients in pesticides that have been regis-
tered for use with the EPA, and most of
those were registered al a time when toxi-
city testing was not as strict as it is today.
Manufacturers have been required to
reregister these active chemicals, but
retesting takes time and the active ingredi-
ents will probably not all be reregistered
before the year 2000. In the meantime,
these pesticides are still available for use
and are being used. In addition, the non-
active (inert) ingredients in pesiicides are
considered to be trade secrets. Therefore,
they are not required to be registered or
tested, despite iheir widespread distribu-
tion. The term “inert” is misleading. It
meuns only that the chemical is not toxic
o insects and does not refer 1o possible
effects on human health. Yet many of
these “inert” chewmicals are, in fact,” likely
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to be human toxing; they include organic
salvents, petraleum products, and diesel
fuel, Despitz this lack of complete infor
mation on pestteides, particularly the inert
ingradients, there is.far more information
available about their toxicity than about
the toxicity of most other commercial
chemicals. Pesticide regulations require
preause. approval, while regulations of
eiber chemicals are maore end of the line,
regulating only after first measuring the
effects of chemicals on the air or waer

Of course, even if cvery chemical
made in the United States were thorough-
ly tested and controlled, children would
stil be exposed 10 cbemtcais from import-
ed goods, parzzc;zbr«}y in food as well as in
air that crosses borders, There is no way to
eliminate oll sk, but reducing risk iz »
worthwhile, if diffieult, proposition,
Testing by tisell is cxpemzve, and having
government agencies’ shoulder the costs

may not e realistic. Building those ¢osts

Risk characterization often ignoves children.
Then, when regulations ar other policy steps
are kxhen o control risk, dzzldrfms mfm*s‘.s
are left (mt of the pmoess : .

into produc development by having pro-

_ducers perform or pay for testing before

new products can be introduced might be
4 feasible way to fivance these activitios
ind, ¢hus, to improve risk assessment.? In
fact, wany chemical manufhciirers
alrewly enguge In histensive prensvkes

- testing.b?

Exposige Assessment

Exposure assessimen, the thind step 3 1isk
assessent, needs o involve different
methods for childves than for aduls
Children’s unique Dbebavions and their
play close to the ground increase their
exposure to toxing iy dust and soil; those
special exposures niced particular aitens
gon in risk assessiment, Indoor als poliy-
tion in the places wheve young children

spend the bulk of their tme—particularly

homes. f'n care setiings, and other indoor
environtiints—shaild also be curefully
considered. In addition, because chil

dren's diews differ fiom those of aduls,
assessment of their dietary oxposures
requires: appropriate sampling methad.
ologies which include the foods that they
eat. Al the prosent tiine, most food sam-
pling for pestcide contminantss in the
United States focuses almost exclusively
an the dies of mlulisd

Risk Cheracterization -

The fourth step, risk characterization,
must be based on the information gath-
ered in the Grst three staps and upon sk
entify ¢ assumptions where information is
ot direetly available, When he risks to
children are different from those 1o
aduls, the risk characterization should dif-
ferentiate between children 'and adults.
However, because of data gaps in the pre-
vious steps, usually no information abowt
diz risks 1o children i included in the
anadysis. Thus, risk characterization often
ignores childran. Then, when regulations
or ather policy steps are takes to control
risk, ehildren's interests arg left out of the
Process, '

Anocther difficulty with risk characterd
zasion is thay, in the many instances where
information from the previous steps is
tacking, the overall chamctedzation of the
risk must be based on a series of educated
guesses. While use of such assumptions i
often unavoidable, # is essential for the
gssessors 10 make them expliclt in thelr
reporidng. Policymakers and the public
need to know the assumptions that usder
lic the assessors” decisions. The provision
of o range of estimates, based on different
assumptons, may be- more appropriate
ihan pmviding a single estimate, No mat-
ter how il is dane, the charackerizatdon of
the risk by the »isk assessor is the key to
risk management strategy, H the process
has taken children’s anique physiclegical
aoil behavieral vulnerabilities fnto
account, thea the ussessor can include
assessment of the risks o ¢hildren in the
report o the risk management ageagy.

Histerically, chemicals and toxicants
are regnlated ong ar & timey even classes of
chemicals knows 10 act in similar ways i
the buman body ars not grouped wgether
in regulations, n 2 theoredeal world, this
singular approach muy make sense.
However, In the world of o child, ¥ bears
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litte relation to reality. Children are often
exposed to a myriad of environmensal haz-
ards, often szmiziz,mcou‘slv in varying
doses at different stagus of dety develop-
ment. Currently, risk asscssmaeny '1.11haug§3
proven tobed very imporaas tool 167 con-
trofling toxing in the environment, has a
maior drawbackl B considers only one
chemical at a dme, Fulure approaches o
assessing risk will need 10 be expanded to
incorporate simultaneous, multiple, and
cumnilative sxposures,

Risk Management

After the level of risk Has been assessed
and reported, risk management begins.
Risk mianagement consists of doing what
15 NECESSAry "o “eliminate @ zdennf‘sed
risk or to reduce it to a level which is
judged, usually by some agency of gow
ernment with public involvement, as
acceptable.™t Risk nanagement decl-
sions fake into account nol only scienufic
considerations, but also peliticad, econom-
ic, and technical factors. Ultmately, the
approach taken (o manage 3 partdcutar
risk reflecs the level of society’s concorn
abgour the risk.

process that smay involve 2 reguirement for
toxicity testing. This category incudes
statutes sucht as the Fedemd Insecticide,
Fangicide, and Redemicide Act {FIFRA},
which requires the EPA 1o register pestis
cides and to determing if they are safe and
effecive under the intended conditions of
their use, and the Toxic Substances
Contenl Act {TSCA), discussed above,

Stondard-Selting Lows

The second category, standard-seiting
laws, covers statutes that esabiish stane
dards of exposure for chemicals used in
specific sitnations. Under this legislaton,
regulatory agencies establish limits on few
els of toxic substances which are permined
to be present in aiy, water, or soil. Limits
may be set on the amouns of toxins which
are zllowsd te be emited by 4 given
source. Typically, these Bmits are ser for
eie chemical and one environmenial
sauroe at a time. Littke aitention s given
the possibility of mmltiple; simultanceus
exposures. These laws also <determine

Children are often exposed to a myriad of
environmiental hezards, often simullaneoush,
#n varying doscs at different stages of their

Agencies of the federal and state gov
ecenments play an important role in man-

aging risksjand, thus, in reducing chil
dren’s expasure to environmental toxiss.
One of the most censnna actions for gow
ernments to take & 1o regulate the pro-
duction, use, and disposal of toxie chemi-
cals. Legistation such as the Clean Awr Act,
ihe Safe Dirinking Water Acy, and the
Toxic Substances Control Act provide the
framewerk for environmental regulatoens
izt this canniry. (See Box 2 for sumeaunries
of the several individusl acts which rego-
late differem types of Woxic chomicds) A
major goal of these laws and of dhe regula-
tions that flow from them is protection of
hurman health, The federal fows that cons
trol toxic substances and manisge the risks
associzied with thew are divided me
three general <ategories’? {Dsiailed
descriptioms of each of the stansties con be
found in Box 2.)

Licensing Lows

The first category, licensing laws, includes
statutes that reguire iifcfzeing angl regisiras
gon for new and oxisting chcmm‘* {}fzcu
those Jaws inchade an prhm{ review

develofrment.

appropriawe labeling of products contain.
ing wwic substances. The Cleun Air Act s
a well-known example of a sandordset-
sing stutute. It requires the KPA to setair
auality standards for permissibie lovels of
pollutants in the aiv and o regulae omis-
sions of hozardous sabsances. As dis
cussad below, the Clean Alr Act is one of
e few plenes of covironmenial legisiation
that specifically takes vulnersble popula-
Hong INLO ACCoUNL

Controi-Criented Mecosures

The third citegory of federal envitoniseis-
e regudations, control-orienied measures,
deals with explicidy idaificd cleraioals,
gronps of chemicals, or chemical process
ex. This group of laws includes the wo
federad statues tha explicily consider
childres iy their intent sad acdons: The
Lead-Based Paint Polsontoy rivension


http:penult.ed

M
- P = 0 "

v 1L

a2

1

THE FUTURE OF CHILDREN ~ SUMMER/FALL 1995

Box 2

Existing Environmental Regulations

ey

-
B waw

Licensing trws
_I'l'h& Federat Food, Drug, and Cosmetic Act (FFDCA jcontrols levels of eavironmental contami-
nanis us well a5 substanves added (o and natonlly occurring in food, drugs, and eosnieties,
Ttalso provides for the setting and enforcement of tolerances on pesticide residues {or food
and fesd crops, regulistes inroduction of new drugs and blologics, and requires cosmietics
to be laleled,

Tha: Federal Insectivide, Fungitide, a;zzi Badenticide Azt (FIFHA provides Tor the registration of
pesticides with the Enviropmental Protection Agency. It requires thad pesticides not couse
unregzonshic risk of injry to uaman health or tha environnent, |

. The Toxie Substances Control Act requires tsting of existing chemicals where dat are inade-
" quate i assess risk of injuey to buman health or the énviropment. 1t slso prohibits the
inrroduction of new chersicals ehat present an unreasonable risk and resiricts or prevenuy
the production) usé, or dsposal of existing chemicals thnt presemt unreasonable rsk,

Sfanda resetting Lyos

i The Can Afr Act sets standirds for air quah{y, vehicle emissions, fugls, and fuel sdditives.
iz alsy requires the EPA o regrulate emisginas of hazardous abr pollutany and to eaniduct
vescarch on air pellution,

The ean Waler Actsezs maximuom contuninznt levels (MCOLs) and maximum conzsminant
+ fewed goals (MCLGS) for pullic drinking water supplies, The MCLEOS do no consider fear
sthifity, but MOLs do

The Conswmer Froduct Safity Act promulgates consumer safety standards, baluscing risks
against the cost, ntiliyy, and anilability of the preduct .

The Federal Haxardmis Substances Act hans havardous substances thit may catse substanial
personal injury ar illness from use in housiholds,

The Oewupational Safety and Health Ad sets standards for contaminans in the workpluce
which may cause & “material impainnen of health or funcdonal eapachy.” The act mempis
Y toaiin the highest possibie degree of necapationat health and safety prateciion,

Cordrotariptied lows
"The Compreensive Environmenial Hesponse, Compensation, ond Lindility Adt along with (he
Superfund Awerctments and Reauthevizaiton Act funds cleanup of hazirdous waste sites, des
nsares reportable quarities of woxing for envirenmenil releise, reports on comeunity
preparedness and redease, and mandates te EPA to prepare towicriy prafiles o eantimi-
s, These 2o foens on tne highese visk chemizals, where thc'n: 15 “subsmantial danger we
the: pubdic heallh or welfaze.”

The Leadbused Paint Patsoning Prevention Aot mandares the Congumer Produce Salvry
Camymission 1o detarming, if possible, 2 saft lgvel of kead in paint o prevent thie poisoning
of childsen by encd-bused padest,

The foison Prevertion Packaging Ad promuigaies standards for packagiog substances that
eould prodoce serdsus personal Bifery or serions fliness. The Consumee Produat Salely
Goromidgsin s mandated to degaoning the degree and miture of the hazrd to childeen
frem the packaging of posonous produczs,

The Resotre Constroation and Recovery Act reguintes (he haradting of haardoos wastes il
fists hazardous wastes on the basis of their consthuans is onder io "pratec human healts
[rami . L serdous Jrpevensible or incapaciating revorsible iliness fand] . | substoiat pres-
et or potential bazard.” The act also coptrols handling w mmimize risks,

- = k-

Soue: US Congrass. Office of Teshnology Assassmaent. Mslrctodeity: lentityig Sncf coninting poisans of the
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Act charges the Consumer Product Safey
Connenission 1o determing a safe level of
lead in paint, if possible, o' prevent child-
hood kead poisoning, The Paison Prevention
Packaging Act, enacied in 1970, seis stan-
dards for the packaging of sumzamm that
could be haemful to children, To prevent
personal injury or iliness amonyg children,
packaging must make it “significantly diffe-
cult for {:bz%drzn under 5 years of age o
open or obtin a toxic or harmiul amount
of the substance therein within a veason.
able tdme.”# Of course, the act regulates
only packagirig, and careless use of subr
stances such ' as medications or cleaning
fluids by parents and carciakers will not
protect children from poizoning.

It is uninrtunate that the regulations
which explicitly indude children are not
gidhal in gcope but, instend, are ahued at
controBling specific subsitances. While the
necessity of contrelling lead and harmful
medications should not be underempha-
sized, taking children’s health explicitly
into consideration in the major environ-
tmental regulations which consider i pes-

that led 1o the establishment under the
Clean Air Act of the euwrrern federal
ambient standard for lead in piy of 15
mg/m 2 This standurd eoupled with the
phase-down of lead in gasvline hes pro-
duced an B0% reduction over the past 15
years in the blood lead levels of American
children.! This represents one of the great
recent suceesses in pediairic environmen-
tal health in the United Stares. -

Monitoring

After a risk has bcm characterized through
risk assessment and a management strae
ture for it has been gsiablished in regula-
tions, the level of the wxin present in the
environment maust be monitored so tha
the regulations can be enforced, Although
standards are most often set federally,
states and loczlities monitor federal stan-
dards on ambient environmental and
source discharges,'#Thus, to moniter com-
pliance with the Clean Air Act, the EPA
and state environimental agencies monitor

a3

tcides {such’as FIFRA} or all water pollu- The rggu}aifms which mﬁmﬁy include chil
tants (such as the Clean Water Actl wonld  dyerr g niof gggg}ag in scope but, instead, are

chikiren's health. Happily, there are some
instances where children are indivecty
considered in global'statates, and progress
& slowly being made in taking children
e aceount in some regulations. For
example, the Clean Air Act does specifi-
cally consider children. Under the Clean
Atr Act, as discussed in Box 2, the EPA and
other federal regulniory agencies are
required (056 standurds for permissible
fevols of toxins in air which will profect
"the mest valnerable members of socior”
Because the most winerable are often
children, this language serves, implicitly at
least, 1w protect children,

In addition, standards for fead i air set
under the Clean Air Act have addressed
concerns about the effects of lead on the
health of children beyond lead-based
paint. Lead has been keown by pedingd
cians 1o be 3 toxic substance singce the end
of the pincteenth century, but i the
Lhised States, U was widely used for mony
years, most notably fo gasoline ! It was
comcern {or the protection of children

levels of poliutanis in air For acutely toxic
air contaminants stwch as ozene or the
Components of smog, Measuremenis are
made on 2 daily or even an bourly hasis.
When permnssible levels are excecded,
smoyg alers are sued. Por chronie adrox
irss such as lead, quarierly meerage alr fead
tevels are published. Pesticide levels in
foods are monitared regulardy by the FDA,
if 3 shipment of fHod is found to conwmin
excessive levels of a pesticide, the ship
ment can be seized and destroyed.

The type of monitoring required by
environmenlal regulations varies from
substance o subsmanae. The pardeutar
type chosen can have large tmplicadons
for children. Pestdds monitoring s an
exampie. Ofwen pealcide lovels are mea-
sured only in large baiches of {ood.
However, within a batch, the pru(EL Ay
be spread unevenly; the levels in some
units will be very iow while: those in othier
uniis will be very high. If 4 child consumes

= have a far more widely benelicial effect on . I ot : lizizg s;bmﬁc bt

i
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Jjust one portion of a batch and that por-
tion s heavily contaminuted, then the
monitoring efforis do not serve 0 protect
that individual ¢hild because the reported
resuit represents ihe average contaminge
;n’on in the whole group of food produas,
not i an idividual portion. For example,
it the case of aldicarh on banunas- dis-

rcussed. by Lyon Goldman in this jounal
cigsue, the level of aldicarh an one banana

might be high, but the testng programy
for this pesticide previously analyzed
groups of banunus, oot individual
bananas, Foeds that wre pot processed in
large baiches nright need (o be wsied dit
ferently from foods that are processed and
blended together

b assessing children's exposure to
awironmental toxing, the sampling strate-
gy 18 very impoitant, Again, pesticides pro-
vide an example. Under carvent sampling
procedutes, i s very difficoll to assess the
dietary exposure of chitdren 1o pesticide
resitdnes Decause fond conmemption dac
coliected by the U8 Department of
Agriculture examing CONnsUmMpHoON unpong
childress only within very broad age
groups.t Becaase there is substantial sartae
tion in the dies of chilidren as they age,
foort consmuenpion dua seed o he colless-
el within narrover age brackets. In addi-
1o, pesticids vesidlue datn colfected by
the LS, Envivonmetal Peotection Agency

typically do notfocus on the foods tha are
most comoniy consumed by chifdren

Surveitiance of the effecis of contami-
nants on people is another aspect of man-

aging risks. The collection of data on |

healtth problems i5 one way 16 obuain infor-
mation sbout which children are suffering
from which diseases. Several nwiional sur-
veys undertake this wak for the entive U8,
pepulation? Unforumately, most health
data collection systeims are not specifically
designed to coilect daw on the environ-
mental exposures or woxie diseises of chil-
dren and, therefore, ate natwell equipped
0 support pedizirie epvirommental health
paliey initatives, )

Perhaps pardy becmuse of this droughs
of data, vesearcht o the disenses of chils
dren has pald scan: siention (o environ-
menat canses of lloessex. Although an
ennrmons body of frerarare has accaniue
fated around a dew welbkuown environe
menial probdoms in chifdien, such as lend
poisoniag, pesticide intexication, and,
mors recenty, e gollution, tere i ne
conceried research agunda 10 188238 SYStem-
atically the eifects of most ervironmenial
toxins upon the health ol ehildren.
Because of this kick of wugeted health
researeh, wany pediagds envicoamental
toxing have undoubiedly escaped scroting,
and diseases have not been recogized as




5

ronmenicd Policy and Childran’s Haclth

environmentally refated, Environmenial
sourees of illness should recaive increaged
priority and consideration when decisions
are wade regarding the funding of
research on children’s healih, - -

Education

Several kinds of educational éi"'f(f}rw might
ultintately decrease the exposure of chil-
dren o environmental contaminams.
The first type is education of health care
professionals. Medical education has paid
scant zftentiosn o issues i pediatric envi-
ronmental health, and this lack of train-
ing is reflected in most providery' inabifi-
ty 1o recognize environmental healdh

problems. In the four years of medical

school, the average Americhs medical stu-
dent receives only six hours of training in
aevdronmental medicine® Even pediatric
restdency pragrams provicn e eduge-
don on topics in emﬁroz‘zmen;ai healih
INCOpi p{:rhapx o the mwost fundasmental
wnd popularly acksowledged probloms
ach s fead poisoning, Not surprisingly,
herelore, most physiciune and other pri-
nary merlical providers in the United
nates are nol koowledgeabls about gven
fte miost comman problems in epviron-
aemal health, and it is Hkely that many
inesses of govirgnmental origin are
adiagnosed 2208

Soanc atlempis are being made to
aprave the stue of environmiensi med
=l education and its close cousin, ocou-
adunal medicine, The Instilute of
Jedicine has convened several commit
s wr tiorease the disemimstion of infor
whios on the teaching of occaputional
w# environmental medicine 1o medieal
udesits, vesidents, and  physicians ¥
weral federlly finded programs have
ren ipitiated o incoease im%i expand
xupationat teaching amd experience,
ik as the Envitenmental Phvsician
radernic Achiovement Award of the
ational Institute of Eavironmental
ealth Sciences. The Ageney Tor Toxic
ibstances and Disease Hegistey has also
pported the developreni. of ouining
aterials und seseareh fellowships in o
nmentd medicine One example s the
wse ftded Kids wd the Favironment:
wie Mazards developed by the Children's
wironmental Health Network, which hus

}

i

been intrastuced ints fowr pedistric rest-
dengy programs in California ¥ The prin-
gipai thrust of these efforts has been o
integrrate environmental medicine into
minsteeam imernal medicing and pedis
atrics st that physicians ronsider guviron-
menal diseasss in formulating their dif
ferentind disgnoses.?

A second type of education i direct
education of parents and children and the
public abour ways to protect children from
environmental contaminants. Public under-
standing ran be advanced through the
print und electronic media, in parenting
or prenmal classes, or just by word of
meath, Parents who are informed about

[

Parents who are informed about the risks of

a contaminant for their children can be

powerful acters on thewr clildren’s behalf.

the risks of a contaminant for their chil-
dren can be powerful actoss on their ehil-
dren’s beliaif. When public sentiment is
behind a group of invelvad parents, their
inffirence is increased. ’

Fducation of policymakers' is very
important. Advodacy groups For environ-
mental heahth have had pardenlar success
in communicating their concerns (o polis
cymukers, Among these groups ave the
Nawural Resources Defense  Coundil
{(NRDCY, she Children's Environmental
Health Newwork, Phusicians for Social
Responsibility, and the Celette Chuda
Emvironmental Fuod. Becanse thay do not
vate and are not able to speak for them-
seives, very young children are nof consid-
ered actors in the policy arena. Thereforg,
adulis swst take up policy Issues that cone
cern the health znd welfire of chilldren.

The Role of Advocacy

Unforumately, most parests and comma-
nities have limited access w comprehon-
sive, usable informatian regarding the
offects of envircmmentd oxins on chil
dren's health. Researchiers inform each
other by disseminating Nndings in sclon-
Gfic journals but seldom angdste “daa”
into plain language for fay audicnces
NowEnglish-speaking and minarity

45
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communities are most excluded from the
transfer of information.

An extonsive grassroots advocacy move-

¢ ment hus developed recently in the United

Suates, centered on dssues in pediatric envie
ronméntal health. The goals of this move-
ment are o educate parents and familiex
about environmental hazards to childeen,
to support rescarch (such as arecent study
by the Natural Resonrces Befense Council
on children's exposure to environmental
carcinogens),® and 1o effect changes in
public policy.

Community groups have becomes
increasingly effective at making impacts at
the local lovel, Local coalitions have joined
forces w changd’ many different gpes of
community policies. For example, joral
coalitions across the country have been key
forces in the enacument of local ordi-
nances restricting smoking in restaurants,
hospitals, and public places. A coalition of

comimunity groups in Oakland, California, .

called People United for a Retter Oakland
(PUEBLO) pioncercd development of the
country's first focal lead abatement ordh-
nance. A nadenal group of parcats whose

Looal coalitions across the country have been
hey forees in the enactment of local ordi
nances restricting smoking in vestaurants,
hasirtals, and public places. ‘

¥
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children bave been lead poisoned (Parents
United Against Lead) are working to edu-
cate ather pavents and policymukers sboul
fead hazards, Other parent groups are
working to decrease or eliminate the use of
pesticides in schools and promote integrac
ed pest management, and o pass local
tehacco contrel ordinances. Coacerns
aboul the locations of hazardous waste sites
and incinerstors have become frontline
issues for many communities, particulatly
communities of color,

In  several  instances, communmity
groups have identfied bealth problems
before the seientific community and
helped formulute the steps toward solu-
sions 1o the problems they believed were

seazcaused by environmenwd exposures, For

exampie, the Akwesasne Mehawk Com-

Rl — -

munity in New York, the Browssville
Community Health Center in Browos-
villa, Texas, and the People for Cone
mupity Recovery in Chicago all played
significant roles in identifying and mow
ing to change the environmenial expo-
sures in their commmitics.

Advocacy movements have also been
effective on the natonal level. Their
impact is often strengthened through
alliances with the medical community or
governmental regulatory agencies, as hap-
pened in the Alar episode {see Box 8},
However, there is sdll a tremendous need
for more interaction and communication
among the medical, research, and policy
mmbing communities and those parents,
children, and communiy members who
have firsthand experience with environ.
mental exposures and potential solutions,

Involvernent of Industry

Industries, particularly those that pro-
dace or use synthetic chemicals, have a
particniar interest in enviroamental
health policy. Many face economic prob.
fems in the disposal of those chemicsks
and must make dedsions about where
arid Bow to store hazardous wasies. The
Resource Conservation and Recovery Act
makes the producer of a hazard responsi-
ble for it {from “cradle 10 grave,” regard-
fess of whether the material is o the
hands of the producer all the tme. Fhe
Clean Alr Act limits release of airborne

wxins, The Toxic Release [nventory

makes information available o the public
o each company’s release of toXing 1w aly,
watey, and landfills. These types of regula. -
tons rave a dofindie effect on indusirial
practices, and the cffects can be both
good amnl bad for the people who are
touched Iy a particular factory or indus.
try. $3ata from the Toxic Release Inventory
have been used by Jocal governments and
community groups to force reductons of
toxic releases by industries.

An example of the conflicts that can
resnlt fromt @ poliey of considering ik
dren’s spectfic vulnerability arises in the
context of eccupntdonai regulaton of
exposure 1o lead. At the present time
ander the Occupational Safety and Health
Act (OSHA}, the WS Safety and Mealth
Administiation permits adult workers of
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Box3d

Alar: A Failure of Regulation

e s
Alar, a synthetie chemical widely used on certain food crops (especially apples} from 1968
antit 1988, aces avs growth 1etardant, delaying crop vipening and thus prodonging shelf e,
The compound was not adequately tested for toxicity before i was introduced in the
Upited Swsres. Indeed, Hmbed toxicity data that were circuiated zround the dme of Alars

Tepistention su ted that the compound wus carcinogenic. However, those dat were -
cgt , ERes i3

ignored. Sulseguently, woxicity studies using limited data indicated that Alar produced sew
eral different tepes of tumors, but these studies were wlso overlooked, Meanwhile, the prod-
uct remained on the market.

Ir February 1989, scientists with the Natural Resources Defense Council (NRDC), an
envipgnmenial advecacy group based in Washington, DG, released a report concluding thag
children were at risk from pesticides in food and that Alac presented the greatest risk 1o
preschoolers, A v¥igorous counteratizck was Bannched by the pesticidemunufaciuring indus
try, which claimed z}mz the !&‘Rif)f‘ findings were inaccurate and alarmist.

Figther mmmcm of Alsr was undertaken by the 1S Epsironmenial Froteron
Agency {EPAY. In this evaluation, the cardinogenicity of Absr was condinmed, thas support
ing the NRDC findings. The American Acedemy of Pediatrdes wrote 1o the EPA 10 urge that
the zale of Alar be suspended, and cidzen groups such as Mothers and Others used the
rational attention o cormmunicaie their concerns about Alur i the public. The manufar
wrer discontinucd sales of Alar in late 1989, aad 28 EPA tolevanices for Alar axpired in
1991, In 1998, the Nationa! Academy of Scienves completed a study of the risks of peste
cides in food to infants and chitdeen. It foumd that eurrent ULS. federal regulations do not

adegnaiely protect chitdeey from pestickdes in food.

The tragedy of the Alar episade 38 that it was entirely unnecessary. Proper premarket
testing would bave prevented 94 vears of children's exposure 1o this potent carcinogen and
would have prevemed the food seare that ecenrset in 1989,

either gender o be exposed to lead in the
workplace so iong as blood lead levels do
not exceed 50 nicrograms per deciliser
{pg/diy. The US. Supreme Cowrt has
affirmed the right of women, including
women of childbearing age, 10 wink In
such environments. Recent daw from the
pediatric erature indicate, however, that
Jead is toxic w the fetus at blood lead lew
¢ls as low as L0 (o 20 pg/dl Lead levels in
this range have been linked w develop-

ment of permunmt neurobehavioral

impatrment i young . children, and
because the placenta affords ne barrier to
the passage of kead from mother o child,
biowd lead Fevels in newborn babies and
theic mothers are virally identeal, In

addition, cismcai reports from the first half

of this century deseribed incrensed inch
dence of spontaneous abortion in female
Jead workees and in the wives of male lead
workers. ¥ Thus, 3 dilemma exists, Presemnt
iaw }meHw WO wo: k irs 3 environ-
ment where their unbuen’childven can suf-
fer tead potsoning, Mow do we balance the

£

desire t» work with the protection of

health?

_{One answer i 10 reduce the biologi-
cal exposure siandard for fead in the
warkplace to o valoe below 20 pg/dl for
workers of bosh genders, Then mothers
will ke prowacied, sanlom children will
he protecied, and male workers whe, in
fact, are a1 1isk of neurological, cardio-
vascular, and reproductive damage at
blood lead levels above 20 pg/dl will siso
be protecied against the toxic effects of
lead.®? However, this option, while
appezaling from a healih point of view,
fas econamic implicatons for the indus-
tries using desd and the workers exposed
to it The question is whether reducing
tead in the workers” environment wiil
prove too expensive to justify continued
employment i that industry, Although
adults who work in potemsially hazardous
occupations nay do so veluntarily, the
sams: catnot he said of the children whe
may be damaged by prenatal and ke-
home miposure to lead and other wxins,
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New York’s Policy on Environmendal Qugality in Schools

'3 ) e

A hoppy exception 10 the geners iack of an overoll poilicy for protecting Childen 5 ¢ polle

I! <y tht wis dovelopédd i New York by the Sipie Boond of Regants on Ervignmented Queity
I Schaoi. Thee guikdting peinciies of this enlighienad policy are thob

= Every ¢hig has o sght 10 on environmentally safe ono naciihy laming envionment

which s alecsn cnd 11 good rapalr,

e

u Every ohilcl, mwﬂ% ard scrool ermpioves hos o *dght 1o know* ebaut anv!mnmemai
Mooith lues :::nd heszcircls In ther sehool envionmant,

» Sehosolofficiols md approptinta public ogengles shouid be held asgountable for proe
viding on environmantally sofe ond hecitty sehool Raclity.

& Schoolt shoukl sermvcs wle medels for srwitoninmenriciy resporsitie balwrdor

W Fedonl, shode. oo, ond private sector entitles shouid work together to ansure that
rasources gra wak effectively and oficianily o address savironmental heoih ond

safety Condititns,

Saurce: Heagents

Thus, although effeciive environmental
policy may frequenty require a balane-

*ing of interests, it may be particelarly
. appropriate for policymakers to advance

the interpsts of children in such situa-
tions as occupational exposure (o lead
because children cannot mpresam {hclr
own interesis.

Environmental Equity

Another aren of toficern in pediatric envi-
ronmental health & the unequal disiribue
ton of exposurts to oxic hazards among
children of different racial, ethnic, or
socioeconomic groups. Published reports
as well as anecdatal evidence suggest that
poor children (and aiiults} and children
of color arc heavily, and often dispropot-
ticdately, exposed 10 2 multitude of tuxic
enviroomental” hazards # These inchide
lead,! industrial and automotive air poliu.
tion, and effluvia from toxic wasie disposal
sites.® Although the formal, quantitative
analysis supporting the existence of envis
ronmoental incquity i stilt in the eaily
stages of development, the ides that sone
groups i the LS. population are cuposed
1 more environmentat huzards than othe
crs has been recognized by tany groups
and individuals.® In Febroary 14994,
President Glison issued an executive
oreler requinng “cach federal agency {to]
make achioving envirensienal justce part
of its mizssien by identifying and address.

Crrrerittea on Ervfonmmenttd Shafily I 3CRD0l, Envinomantey Gy of schaoi,
Adbarnr ey Newes Yok Stere EGueilon Dasariment, 1994,

ing, as appropriste, disproportienaicly
high and adverse human health or envi-
ronmental effects on minority and low
income  pepulations in the United
States.™® In that same year, the New York
State Board of Regents on Environmental
Quahty in Schools affirmed the right of all
children to be ught in a safe learning

environment and of children, parents,

aixdd schoe! employees to know abont envi-
vronmental heaith hazards in the school
environment {see Box 4).

Lead s the classic example of dispro-
portionate expasure of poor children o a
highly prevalent and darigerous environ-
mental hazard., Data fram the Third
National Health and Nutrition Exami-
aation Survey (NHANES [II} found that
87% of African-American children, 17%
of Hispanic children, and 6% of white
children Hving in inneccity neighbor-
hoods had clevated biood lead levels
{above JO ug/dly. By conwast, the pro-
portion of while middie- and upper<lass
children in suburban and rural areas with
hlood lead levels above 10 pg/d! was less
than 83%. It has been hypothesized that
the level of fead in paint andd gasofine has
resulted in Hrigh concentrations of lead in
urban soils and, thus, in the high preva-
lenice of elevated blood lead levels in
innercity children, @

What arc tie best podicies for alimmmg
these problems? Recognition of the fact

THE FUTURE OF CHILDREN - SUMMER/FALL 1995



l

¥

Ervironmental Policy and Children‘s Heaith

that there are, severl causes Tor differ-
ences in exposire of ghildren from differ-
ant rachal, ethnie, and soCioeconomic
groups to enviconmentat hazards s a firgt
step to reasonable p&%icymaiing;&z sorne
instances, environmental safeguatds aphear
not (o be wall enforced in peor neighbor.
hoods. Far example, a recent study sug-
gested that EPA standards are less strin-
genlly enforced in pooter communities
than in mzaklnc:r ones so that the poorer
commumnitics ars: not receiving the same
regulatory gzmgécizom& in other instanges,
hazardous siiations may arise in poor
neighborboods because of illegal and
reckless dispatal of toxtc materials. In sl
other instances, differences in exposure
may arise heciuse of a sorting of families
from different economic or ethnie groups
into more. ar lesssafe environments, For
example, poor children in inner<ity
neighborboods wehd, for econamic rea-
sons, 1o oreupy older, frequently inade
quately mainuwised housing unis that
years ago were painted with lead-based
paint, Thecefore, they are more likely o
be exposed to environmental lead from
peeling leadbased paint than are children
in families that can afford to move out of
such conditons, Thus, the added risk of
lead exposure faced by children in the
inner city resulls in part from incomple:
remediation’of an environmental hazard
which ut one time affected children of all
SOCIeCORMMIC groups.

Regulntons requiring 2 more oqub
table distribution of hazardous waste facih
ities are one spproach to the problem of
enviranmental incquity, However, any pol
icy that increases the real and substantisl
risks horse by seme chiidren in the name
of equity cannot serdeusly be considered o
be satisfaciory. Hather, policies that reduce
the exposure for 2l children are much
maore desicable. Certain  policies can
address and redie oxisting exposures.
For exaruple, palicies can promote abates
ment of conmination resulting from haz-
ardous waste facilites, increase fanding
for innovative programs that reduce the
ricks posed by known sourcas of environ-
mantal roxins, and require strict enforeo
ment of envronmenial protecton statuies
and regnlations in all communities. Othar
polity apiions an proteat ail children

from furtieg exposures, by using technolo-
H

gy and chermical substitution 1o decrease
pottution and risks to nearby residents
{known as source reduction} and by elim.
inating the spurces of the hamrds come-
pletely, thus preventing exposure,

A New Approach to
Protecting Children from
Environmental Toxins.

The current paradigm for risk assessment
and nisk marnagement places the toxicani
or hazard 2t the center of the disciission;
examines known data on effects, routes of
exposiure, and mechamsms of acton; and
from this analyis, develops permissible
exposure levels, But what if children, not
the toxicant, were placed at the center of
the paradigm?® A haest of differend ques-
tions wonld be asked: What is the child

The current fragmented apfroach to control.
ling children’s toxic exposures mirrors the

complex and poorly coordinated federal

structure used to establish regudations and

protective standards,

l.:xpnserl w? How is the child exposed and
at what stage of development? What are
the effects of acute exposures or longerm
Ipwelevel expostres? What are the delayed
efecsr Whar are the effeats of muliiple
and cumulative exposures? What are the
transgenerational effeets? Using this para-
digm, data wonld need (o be coliected and
analyzed based on children's exposures,
not extrapolated from achilt dam as is
done now.

The current fragmented approach to

sontrotling children’s toxic exposures mir-

rors the complex and poorly coordinated
federal stracture vsed w establish reguly
tions and proteciive standards. The
Environmental Protecdon Agonay, because
its statutory responsibithies are esablished
in namerons policies developed by
Congress, has ne oversrching mission, [ois
difficult to set priorities withio the agency
when the vrious statutes require differesu
and sometimes conflicting standards to be
enacted 3 Farthermaone, there are numer

ous agendies sl rogudate (oxicants, such,
w5 the Food and Drug Administeation and

o

Y
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ithe U8, Department of Agriculture. Rarely
are policies coordinated on an intre o
linteragency fevel.

Initiud &ppmac*w‘i 10 achicving 4 new
-child-cemered pamdigm in envircrmen-
tal heatth include the following:

1. Develop siructares that foster feder
al interagency ¢oordinadon and ¢ollaborse
' tion, such as a federal interageney task
force o review and coordinate regulation

f 4 + + a
and policy on pediagic environmertal

| health.

2. Review and evaluate current envi-
rommcnial legistatdon and regulatons to
determine if children are included and are
adequately protected. Amend any environ-
mental laws undergoing reavtherization to
require specifically thal environmunial
stundards incorporate constderation of
childeen and other special sabgroups.

4. Ensure that henceforth children are
specificatly inchded in every new piece of
environmental regulation and legislation,

4. Develop new risk assessment mod-
els to incorporme the most sensitive
populations,

B, Increase research on pL{imlru envi-
renmental health to ac quire more data on
govironmental hazards zif‘{er:uug children
and to bester understand exposure paw

serrs, Foster move collaburation between

the Nationa!l Instiute of Environmental
Health Seiences and the Natioosl Instinne
of Child Health and Hunn Developrent,

8. Require toxicny wsting of chemicals
to assess long-term effects of exposare in
cariy childhood, and ransgencrimional
cifects.

These six stanting poinis can be accom-
plished through a varisty of means
inchuding an executive gréder, changes in
regudation, agency appropriations, and
iegislation

Conclusion

The protection of children against envi-
remnsnial oxing is 2 major challenge o
our seciet. Huandreds of new chomicals
are developed evary yoar and released into
the environment? and many of these
chemicals are untestcd for their toxic

effects,i? Thus, the extent of children’s
exposure to these chemicals will almost
certaingy continug 1o invrease. ‘the prob-
lem is not going sway The challenge,
therefore, is 10 design policies that specifi-
eally protect ehildren against environmen-
tal toxing and allow children 10 grow,
develop, and reach maturity without incur
ring neurologic impairmenty immime dys
functon, reproduactive damage, or
increased risk of eancer.

This challenge of addressing ehildren’s
unique environmental vidnerabiiides s
not met in current public policy in the
United Sutes. There is ne gernersl pohicy
at either the federal or the state level w
ensure that sur children will grow upina
safe environment. Enviconmental regula.
tion znd regulatory risk assessment typical
Iy fail o comsider the unique exposures
and special vuinerabilides of children
Indesd, most environmentad legishtion
fails to consider ¢children and their special
vultierabilities,

o suggest 3 new paradigm for devel-
oping environmental health padicy cen-
tered on the needs and exposures of chil-

drea. The esseace of this gueadigm 8w

place the child, not the chemical or haz-
ard, at the conter of the gnalysis, The
analysis would then begin with the child,
his or her biclogy, exposure paiterns, and
developmental stage. This paradigm calls
for a new way of thinking, and a retooling
of e risk assessiient process so that
takes into account not only the increased
vulnerability of children but also the
effects of multiple and cumulative expo-
sures over the course of 4 Butime,

Solutions need 1w he developed ai all
fevels—federal, state, and locat. In the
best of oll possible workds, there would be
erossfecitization of ideas and model poli-
cies, At the federal level, the shove reg-
ommendations can be enacted through
legishrion, an executive order, appropria-
tons, or reguiation. At the suke level,

policies can be reviewed & detenmine §f

children are mchuded and protecied.
Logaily, groups of parens, advoeates, and
ather interested citizens can work 1o
develop moded sirategies and policies (o
protect their ehildren from covironnen.
tal exposures,
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Hanger exises in the current em of gow
crament  downsizing  and  regulaory
reform that childres will become even
fess well proteciod againg environmenial
hazards than they are today, We urge pol-
icymakers to consider the implications for
human health and pational productivity
that may be mhs.ocmuzd with inereased and
unchecked exposure of America’s chil-
dren 1o lead, air pollution, pesticides, and
unigsied consumer chemicals of unknown
woRicity. While shortterm concerns aboot
regulation of the business community

cortinly need to be heard, the immedi-
ae zpd longerterm effecws of cnviran-
mental degradation on the health of
America’s children need to be weighed in
the halanice.

As we move 1oward the twentyfirst
century the issue of environmenial expo-

sure and degradation looms large not
only in this country but globally, It i~

imperative that we develop policies which
will protect the health of our children
now and in the future,

5

1. Pirkle, J.L., Brody, 1], Guiaer, EW,, et al. Tha dectine in blesd lead levels ity the United
States: The National Health and Nutrition Examination Surveys (NHANES], fourndf of the
American Medical Association {l%}?é} LT85,

2. Schafles, M, Children and toxic subsiances: Confronting  mujor public health challenge.
, Finvironmental Health Perspectives {fune 1994} 104, Suppl 21155-56
8. Huggeny K., Reghumann, 1 and Press, LR, Child bealth and the community. New York: Johin ‘
Wiley and Sens, 1675,

National Research Council. Pesticides in the d:m of infants and children. Washington, D
Ninionad Academy i"mss 1983,

P

Ecobichon, D[, and Slt:\mns‘ 25, Perinmal developraent of bunan blaod estecnses. Clintal
FPharmacology ard Therapeuties (1978) 1441472,

6. Grayp R, Petes, R., Barnion, P, and Grasso, T Chronie altrosamine ingestion o 1040
radents: The effoer of choice of nitvosamines, the gpacies qudied, and the age of saniog
exposure. Cancer Retearrh {1581) 1047081,

7. Belinges, D, Lovium, Al Watsrnaax, G, et al. Lopgimdingd mindyses of prenatal sud post

antal laad axposire and early cogoltive developonent, New England Joural of Medicine
{1E7Y 3; 6 108743 Needlomns, 3L, Schell, A, Bellinger, D, et sl The longerm eileets

af expusure 16 low doses of jead in chitdhood: | i«y T f(:ll(awq:p report. New England Journal
of Aledicing (1990) 322:83-88; McLaughlin, J.¥, Telzraw, RMW., and Scott, C.M. Neanata}
marcury Vapor exposye in an infant incubatwr, Pedinrics (F986] 66,6:988-08; Boker, B.1.,
Smith, T, andd Landrigan, BL. The nearctogicity of industrial solvens: A review of dthe He
ermure, American Journal of bndustrial Medieine {1983) 826717,

i

¥, Nutional Researcls Council. Envimammial newmiaxicalogy, Washingion, DG Nutional
Acideny Prass, HEI Wil M5, Blood level of arganochiorine residues and risk of Bireust
SHIHIGE jﬁ{xmw’ of the Nationai Canger Institule {1053) 85:548.

% Nadoesul Resewrch Covncll. Solence and fudgement in vidk assessment, Washington, DG
Nutionnl Academy Press, 19394,

16, Millw, J.B. Quitissitative risk assessiment A ool (o be used responsibly. Jowrnal of Public
Health Policy (1992} 13,1518,

. Dope, AR, Cohen, 8.N., and Stebel, 1. Padiateiz cliniend pharinacology and the “thmpen.
tic orphan.” Annual Review of Pharmuncology and Toxicolagy {1977} 1VRRGI-72,

12, LS. Qoagress, Office of Technology Assessment, Mentifving and wyuiating caminogens,
linckgrowsd puper, Waishington, DL U, Goversman Pristing Ofice, 1987,

18, Casctis, J and Prefowa, 'L Afler Silews Spring: The wusolved frodlems of pesiicide we in the nited
States. New York: Nawrsd Resoneces Befense Counedf, jwm ial p 3

B Mo, Lawie, Natargd Resouree Defense Coundil, Telephone conversatzon with gditor
Linda Baken, Jaswary 34, 195,

ih, LLR Congress, Office of Technology Assessient, Neweowaxivity, leatifsing and romruﬁa'ng‘éai
sons of the nevoos st OTABARG Wishingion, 10 LS, Government Primaing Ofiiee
! April }‘}‘){} . 156G -

#y
ot


http:3l53;1{)37---4.I1
http:lIbO\.lt

52

THE FUTURE OF CHILDREN ~ SUMMER/FALL 1955

4.
25,

1 €6,

i 27,
|98

foan,

Posom Proventian Packaging Act, Public Law 81001, seedon 94}, [as cited in note 15,118,
{onguess), p. 190,

. Mushak, B Lead: A citical issue in ohild healtds, Envirnmenial Research {19527 89:981-3064,

Mare recently there have heen effors to wse smarketbased mechanisens for conreliing lead.
in Californin, fofexample, o tax was pddad (o the manofuciure of laad-based producs,
which wus cannarked for abawment programs,

Bursiein, LM, and Lew, B. The teaching of occupational health in LLS. medical schnals:
Litde improvemend in 9 years, Awerican Journal of Fublic Health {Apnit 1994) 84,4:840-48,

. Inssitute of Medicing. Bale of the primayy cove plepsician in occupational and mwmrmfmﬁ weeedi-

cine. Washington, DO Nadonal Academy Press, 1988,

. Landrigas, 8., and Baker, 13.8. The recognition and sonol of occui;zatiimal disease,

Joumal of the American Mediond Ausecioiion (10811 Z65:676-80,

. Children's Envirasimental Health Nevwork, Kids and the snvinmment: toxie hayards. A covrse

an pediatric eovirormenial health, Borkeley, G&: Galifornia Pablic Flealth Foundation,
1982,

. One recert publication that expiaing pediatric eovirorunental issues & parents in an acces

sible mannerisNeediemas, L., and Lasdrigan, B]. Raidng childen fonic free: How o kecp
your Hild safe from lead, asbestos, pesticides, and siher envinenmental hezands, New York: Farear,
Strwuss K Girous, 1894,

Mait, L., Vance, E, und Curtis, §. Hondle with cans Children and environmentsl carcinogens, Now
York: Natural Resouree Defesnse Cowncil, 1994,

Frrventing child exposure to envimnmental hawewis: Beseareh and policy issurs, Symposiss sunma-
ey {hifldron's Bovivonmeninl Hendth Network, 1994

CHiver, 5.T. Lead pobioning: From the industrial, medical and secial points of view Leceares deliv-
ered o the Royal Instie of Pubdic Health. New York: Hoeber, 1914; Humilton, A., and
Hardy, 1L fedustiief tedesiagy, Acton, Ma: Publishing Sciences Group, 1974; ns cited in
Lazzdugan 1. Toxicity of Ivad at 2 Jow dose. British Journal of fndustrial Medicine {1088)
#56:595-90,

Landngus, BL, Sibergeld, ¥, Frolnes, LR., and Pleffer, R.M. Lead in the modem work-
place, American fournal of Publiz Heolth (10900 Bi:307-508,

Sofiraan, MR, Magdi, R1, Derosa, 070, et ot Plazardous wastes, hazardous misterisls and
epvirspanenial health nenuity. Toxlestagy and fedustrdel fizafth £1993) 0.5: 081192

Commission For Racial Justice, Untied Charch of Clirist, Toxte waster and race in the United
States: A national veport on Hie ractal and socipeconomiv chovacleritlies of cowmmunitios with hezarious
wiasfe stes, Mow York: Uit Chsarely of Ulirdss, Y9R7.

30, Wihike soveral reprores showed thae hassrdons waste disposst facilities are more Hkely 10 he

tnenied in Africas-Amencan and Hispanic communities thap in white comnmunities, otler
investgutions have fountl Jess support Tor the Rea, Anderion, DL, Andersen, A, Oukes,
J-M., sead Frusen MR, Environmenial ¢quisy: The demographics of dumping, Demagraghy
{May (804} 31, 2:200-45, Howoves, even though the oxlent of e nequities is not agreed
wpny by roserchers, that some commuasiiies hoar greater burdens of environmesal expo-
sure should be a concern o policymakers.

. Exeowdve Order Ko, 12898, Fabruary 19, Federal roticas to ddress ssvironmenial jus

tice in minedly populivions and lowdncome populations. Fedesa! Ragisier {(Febnmary 18,
19943 54, 327629,

. Examples of differesces with regard s dhe way in which EPA suindnrds gre enforeed b
P 4 ¥

poerer comnnuniies include opiing for conminment nszend of perpmaent tresument o
remaval of the hazard, grewer defay in placoroent on the Soperfund priority list, ad g
redueed penalty imposiden b corenunities of color than in white cormmities.
Hotlenbeck, KJ. Endronmental justice. The Hrcorder (Auturnn 19943, pp. 814,

Walker, B, Jr. linpediments 10 the inplemenmtion of environmenial policy jsuraal of Pubiic
fIealth Podivy {Ssvamey BIM) )5 208868802,


http:prior.ty
http:46:593-'.lG
http:200;67(}...80

oy

Tt

o e

e P

Case Stud ies of
Environmental Rlsks e

to Children

Lynn i, IGoldmcn

.

) Abstract

Duoing a better job of protecting children from environmental hazards requires having
more md bever information abont both children's suscepdhility und their exposure
16 toxic substatces. There are many coitical gaps in knowladge of this issue, This arti-
cle presents several exrnples specifically related to children's exposure 1 pesticides
which Htustrate environmental risks for children, The cases exardned inclade the risk
posed 1o children by the use of the nscedcide aldicarh on bananws, aod repored G
nesies in children caused by the use of the isecticide diminon in the home sad by
the tse of interior house paint containing mercury. The casos presented Hustare how
regulaiory agencies, paremﬁ, health care pmwﬁers, and others whe come int contadt
with children on a vegutar basis all iave roles 1o play in filling in die idormadon gaps
regarding children's exposure 1o t’nwmnmcnml hazards and the delnierious affedts of
these exposurcs. -

s discussed by Bearer in this journal issue, children are more sus-

ceptible o the delewerious effects of many environmental exposures

thun adults. Much current knowledge about the effects of environ-
mental hazards on children comes from experience. We have leamed from
major énvironmental disasters, such as the Love Canal experience, which
showed what can ge wrong when an elementary school is uile direclly over
a hazardous waste disposal site, and from ather cases of exposures to cheur
icals whose effects are not obvious for decades, such as vaginal cancer fol-
lowing exposure i ulgre (0 dicthylstilbestrol (DES).! Each discovery of a new
deletertous effect adds o the urgency of understanding and responding to
the consequences for children of environmental hazards. Environmenal
legistation of the 19705 and 19805, which responded 1o public concern
about evidence of a pattern of environimential destruction in America, cre-
ated a network of laws and regudations o prowct the envivonment. These
sttes—-including the Clean Alrand Water acss, Toxic Substances Contyol
Act, Resource Conservation and Recovery Act, Safe Drinking Water Act, and
Comprehensive Environmental Response, C{xmpmisazi{mi and Liability At
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{(Superfund law}, slong with swute laws and programs—have helped to ben-
efit public health and protect the environment. But more can be done, par-
tealarly to safeguard children from environmental risks. Recognizing that

leidlcn are not sigply “livle adults” is key to making environmental policy
rnore responsive t-children's needs.

Doing a better job of assessing risks for children requires more infor-
mation abowt both their susceptibility and their exposure to toxic sub-
stances. Too many critical gaps in existing dat persist, Although developing
the nceded information is a complex matter, scientsts In government, aca-
demin, and elsewhere have succeeded in filling some of the gaps, and
research currently under way necds continued support. At the same time,
however, incorporating existing informaton into the assessment of chil-
drén s risks must become a priorisy.

A.hhough children typically face environmental risks from a varicty of
sources, this article” presents a series of examples specifically related o pes-
ticides to illustrate environmental risk issues involving children, These cases,
dewwn from governmen reporting systems and clinical observation of chil-
dren, highlight the Empoz‘iznce of taking the special status of children into

consideration when developing envirotimental policy.

Government Reporting
Systems

One mechanism thot can idently the
potential effects of environmental chemb
cab on children s the reporting required |
of chemical manufaciaress by the federal
gowernment. One part of tha reporting
takes place when the manufacturer is seeke
ing government approval for a prodhrct.
Fov a pesticide o gait approval foe use,
manuﬁigmrus are required o follow for-
sl lesting procedures to show that the
prothict works as mntended and does not
presen an wreasonable risk o humans
ar the epvirenment, Tolerances, or Jegal
Tniis, for te amount of 4 pesticide which
s permitied to be present in focd are
determined [rom the informadon gained
during this process.2 This federal report-
ing system kleotified elecumstances under
whichi aldizurty, n widely vsed posticide,
posed o special hazard for children,

Aldicarb

Aldicarh 13 an insecticide that bas been
uscd stuce the 19708 on fruits, nuis, pota-
thes, and various other vegetables and
recently ciune under increased scrutiny for
potentat risk to children® Aldicard is sys-

tensie; that is, i1 Is tsken up by the roog g

A gt und ends up i die plant iself, and

therefore, cannot be removed by simply
wishing or peeling fruits and vegetables.
Aldicarhb acts by inhibiting acewyh
cholinesterase, the enzyme pocessary for
thie proper ansmission of nerve impulses,
Choemicals that inkibit cholinesterase can
be very toxie 10 humans, Aldicarb belongs
w the class of cholinesierase inhibitors
catled carbamates, They can cause @ -
ber of effects, ingcluding diarrhea, Llurred
vision, vomitog, aud changes in the fune-
tion of the cenoral nervous sysiem,

in 1981, the mamdactarer of aldicarh
aotified the Environmenial Protection
Agency {(EPAY of some unespected
afthicarh residues in bananas. Generally,
the residucs were below the established
iolerance when ihe bananas were hlended
togethens Mowever, when the bananas
were analyzed one at a time, sene of these

" hananas were found o have “hot” lovels of

aldiearh thit were up i 10 dmos more
dran the koged it Therefore, more than
the safety threshold for a whele day’s expo-
sure codd ocoar in o single serving i cer
in individuals happened to zat one of
the “hen” hasanas,

After these duta were reporsed, the
UL, Food and Deug Adminisiention
(FD3A Y chrcked sldicnh lovels o banangs
as they were used for different purposes.
Processed bannnas used for baby fooed
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were founrd to have very low aldicarly ley-
els, prohubly becanse the baby foods are
made by bleuding large numbers of
bananas. Therefore, children who ate
their banunas in that form wore relatively
safe frem high levels of exposure (o
aldicart. MHowever, children who aie
pieces of bunnas or entire individual
hananas were more at risk. The levels of
aldicarh in some individual bananas were
not only well above the legal limit but
potenially high enough to make a child
acuiely il EPA's dietary risk assessment
found that, for the “hottest” bananas, the
allowable daily limit of aldicarb would be
exceeded by an adult's eating more than
oncwighth of & banana and by & ¢hiid’s
eating more than onc bite, of 4 banana.
Eves for bananas at the !t,gal limit, Jjust
onethird of a banana would be an excess
for a toddler and encseventh of a banana
would be above the allowable daily intake
for an infant

This increased risk of exposure for
children to high levels of pesticide residue
on food is compounded by the typical
child’s diet. Iy geners), ehildren's diets
are less varied than those of adulis, As a
consequence, they eat larger volumes of
certain foods per pound of body weight
than adults do. A tweddler’s esting one
banunz {» fabrly commmon oreurrenee) is
ronghly” squivalent to an adult’s eating
five hauanas, on & bodyweight basis. For
s yeason, children wers at greater visk
of high levels of exposnre to aldicerh than
aduhs. !

Based on this infornuation, the manu-
fiscturer voluntarily agreed to stop the sale
of aldicard for use on bananas, The regis
tration of aldicarb for banunas has since
been canceled, The company alse sgreed
to reduce the wnonnt of aldicarh recom-
taended for use on citrus frid, but it is
still used an some crops.® The pesticide i
currently undergoing speciid review for
groundwitey Corlcera.

This case study is partoularly disturb-
ing in light of the fac) that FDA tests about
40 food samples each dayfor o limited
number of pesticides.” Beasnuse of this lim-
od sampling and the kirge number of
pesticides usad, there are nany pesticides
for which dx_ EPA never tests, und there-
fore, their prevalencs in the food supply is

z

ankrown.® Aldicariy is one pesticide for
which a spectfic risk has been identified,
but the potential for many more such risks
1o go undetecied s real,

Clinician Diagnosis
and Reporting

Environmental risks to children are some-
times discovered by clinicians when treat—
ing children with unusual heaith prob-
lems, The bllowing section discusses two
examples of eavironmental effects upon
children which were diagnosed by physie
cians alert to the effects of changes in the
environment upon thair patients,

Dicazinon

The first example involves an infant w
Oregon diagnosed with chronic diazinon
poisening” 1n Deceraber 1989, a routine
physical examination at age 12 weeks
foumd thar the ¢hild had excessive muscle
wone in her kegs-her Jeg muscles had
increased resismnce o stretching {hyper
(aniciiyr, & month lnter, when symptoms

‘diet ot tmprove, the pediatician consule

child acutely il

ed 2 specialist, who examined the infant,
At ihis examination, the hypettonicity was
also seaurring in hey arms and baods, and
the corsuliant suspecied tha thee child had
a mild ¢nse of cerchral pulsy Treasment
and physical therapy for cerebral palsy
wore bonn,

Several months later, the child's par
ents informed the physician that the house
had beon sguyed with an insecticide a
month prior 1o the fiss exanimation. Aa
unlicensed applionor bad sprayed the
homie, including the endre anres wog hirnd
e of some rooms, with the inssaticide
dinzinesi. Fhis type of applicuticn was a
misnse of the pesticide; the diazginon prode
uct should be applied only 1o cencks,
crevices, pndhesmall swreas. The cinician
reported the exposure (o the state Pesticide

The levels of aldicarh in some individial
bananas were not ondy well above the legal
timit but potentially high enough to make a
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Analytical and Response Centey, which
Began an investigadon. Diazoen resichees
i the hame were evalmated, and oo
samples wore wken from the culd and
adudty 315 die howmwe for tesing for the
metabolites of dinzinon. Usexpeciedly
high levels of residaes wers found in the
home, and the chilidd's wrine sample
showed levels of membolites of dizzinon
(alkyiphosphate} comparable (o levels
fooursd 3 farmworkers whio work with thus
pesticide. The aduhs’ alkylpbosphate Jow
gls were teo haw 1o be detecied by the ot
ing. For the child’s sake, the family was
advised to leave 1he home. Six weeks after
being removed Trom the home enviroos
ment, the child no fonger exdibited hypor
waiciy symptonw, and alf cerchial palsy
Heatment was discnptinued.

The indunt i this cise wis mose vtk
narebie wdiazinon thas ihe adnlts for sew
el pemsens. Beciase the pesticide  wax

LR

sprayed over entirg flooy surfaces, i is like-
iy that the chikd was exposed partly by con-
meLwith the flnon Children's contact with
the flnor (s typically more extensive than
that of adults because of their heighe snd
mesns of getting around, In addition,
infants @ke in maore air for their size than
adults and bresthe more rapidly, so the
airhorne particies of diazinon which came
from the initial appiication and from dis

turbances of the Boor surfaces (such as by

vacuuming) would be more concentraind
in the child’s body. Moreoves, studies have
found thal yousg animals are more sus-
ceptible to organophosphate chemicals
fike diazinon than are older anlmals, and
the existence of a paralie! phenomenon in
huurans is quite possible, B0

The unusual feature in this case is that
the clinician made the connection
between the spraving of the insecdeide
and the child’s problems, sven in the
absence of effects on e adults in the
home and when a different diagnosis had
already been proposed and accepted. The
clinician also prompily reporied the expo-
sure aned set in smodon laboraiory proce-
dures to identify dizzinon in the home
wid 1 test for mewbolites in the chiid,
Even though the childs symptoms were
not recessasily the same as thase of an
adlult with smilar exposurs,™® the cause of
the symptons was identificd and the ¢hild
was removed from the harmiul home env-
rasment. Under other vircumstances, this
child might have gone on o have chironic
neuarcdogical dimmage from the exposure,
and no one would have knows why,

This exanple also shows that, through
e use of home and garden pesticides,
parents an insdvartently expose thelr
children 1o mueh heasier levels of pest-
cites  than ey would  aarmally be
exposed (0 i food, water, or ain Despite
good intentions, withent knowledge of the
potential effects of pesticides va thelr chil
dran, parenis thessselves may be the
turgest fuctor contributing o the exposire
of their children, Educating parenis about
th eflects of pasticides on chilldren s ane
important method of decronsing ohil
dran’s exposure.

Mercury

The second exumple voncerns chronic
niercury roxichy in u child ™ i this 1989
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case, a fouryearold child from Michigan
presented in a clinician’s office with sweat-
ing, itching, headaches, difficulty in walk-
ing, gingivitis, hypertension, and red dis-
coloration of the palms and the soles of
the feet—all symptoms of mercury,poison-
ing. The physician had knowledge of mer-
cury poisoning cases from the earlier part
of this century. At that time, medicines
and teething powders containing mercury
were commonly prescribed for young chil-
dren. Children who were exposed to large
amounts of mercury developed a condi-
tion called acrodynia (which means
“painful extremities”) weeks or months
after exposure, The symptoms of acrody-
nia include irritability, red discoloration of
the hands and {eet, pain in joints, heavy
sweating, muscle weakness, and difﬁculty
standing or walking. Despite the severity of
the effects, it was not unti] the 1940s that
the cause was determined to be mercury
poisoning and the use of mercury in med-
icines for young children was banned.

There are several reasons the child was
more vulnerable. to mercury inhalation
than the adults in this case. As in the diazi-
non case, children’s higher rate of respira-
tion causes them to take in a greater
amount of both air and its contaminants
relative to their stze than adults (see the
article by Bearer in this journal issue).
Mercury vapor is also heavier than air, so
the area in a room that has the greatest
concentration of mercury will be near the
floor, where small children play.14

Since 1990, the mercury compound
involved has been banned for use in house
paints, but this case raises the question of
whether there have been a number of
instances of similar exposure of children
in the recent past that went unrecognized.
It also raises a more global question.
Chemicals such as mercury were used for
many years before their eflfects became

31

Today it is possible to treat acrodynia, but Chemicals such as mm”y were medﬁ?r
many physicians are unaware of its exis- QMY years before their effects became knoun
tence because it is so rare. This physician, gnd thetr use was banned. How many

1 is expori - . . .
recause of his experience, suspected mer: chemicals cu d}’ in use hamngorf ;

cury poisoning as the cause of the child’s
symptoms and began to search for a
source of exposure.

The physician reported the symptoms
and” his suspicion of ucrodynia to the
Department of Public Health, which found
that the mercury exposure came from the
painting of the interior of the child’s home
with latex paint just ten days before the
child became ill. At one ume, biocides con-
txining mercury were added to about one-
fourth of interior latex pains in low con-
centrations to, extend the shelf life of the
paint and in higher concentrations to make
paints mildew resistant. The paint the fami-
Iy used contained 4 mercury biocide, After
the house was painted, the family slept with
the air conditioning system on and the win-
dows closed. The mercury in the paint
vaporized, and the child and his family
breathed it in! When tested, all members of
the family had elevated mercury urine lew-
els; however, only the child was sympto-
matic. He was hospitalized {or four months
and received treaiments to increase the
amount of mércury excreted from the body.
After treaument, almost all of the symptoms
disappeared, and he‘conld walk again.

unknown effects on children?

known and their use was banned. How
many chemicals currently in use are hav-
ing other, unknown effects on children?
According to the EPA, an estimaied three
million children each year may have been

rexposed to mercury through latex paint

manufactured before the ban took effect. 15
if three million children were exposed to
mercury through paint alone, the number
exposed to other harmful chernieals in 2
variety of forms is likely to be much
grcalcr.

Mulliple Exposures

In addition 10 exposures {rom single
sources, such as the cases presemed here,
many children may experience muliiple
chemical exposures, which are even more
difficult to identify and evaluate. Pesti-
cides alone could account for several
exposures to an individual ehild. Suppose,
for example, that a child’s home is treated
with a pesticide, and others are used to
treat the child's school for pests. Sull other
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pesticides are in the food the child eats,
Over a single day, a child may be exposed
1o pesticides from many sources, 45 well as
numerous other environmental contami-
nants.

Wt e+

g O

flinesses resulting from these multiple
exposures are diffiondt to diagnose and
weat for two major reasons. First, several
clases of pesticides, such as the organo-
phosphiates wid carbamages, contaln specit
i¢ chemicals that act in the same way in the
budy. If 2 ¢hild has an illoess caused by a
cexpbination of dmilarly acting chemicals,

(%Mméwkm@ﬁwm&wq%%wmm&ﬂmqy
children are exposed to daily; the task of sort:
ing out the effects of multiple exposures is
daunting and has not yet been accomplished,

the source of the contamination causing a
particular Hiness may not be clear In addic
ton, the effects of exposure o mniap&e 0K~
s are not well undersiond, particrdarly
when the chemicals have different modes
of action, It i szmpi} nat known whether
the:se cize:mxca}s inhibit each otheror if gy
aré additive or synergistic, muliiplying one”
snother’s pozcnual effects on children,
" Given the large oumber of chemicals many
children are exposed 0 dadly, the ask of
sorting out the effects of muliple expe-
sures is daunting and has not vel been
accomplished. Because of this Jack of

kiowledge, reguiations on maxismum expo-

sure levels generally have noy taken the’

effects of muhiple exposures into accouat
but, mstead, treat each exposure as i 3t
occurred in isolation.'®

Conclusion

Much is still unknown about the effects of
environmental c¢hemical exposures on
people, and on infants and children in
particular, Filling the information gaps on
effects and exposures is essential, but
achleving st goal will take time, focused
eifort, and support for research dedicated
1o this end, The cases presented here illus
uate that, in addidon’ to regulatory agen-
cigs, parenis, plwmcmns, and others who
come in contact with children on a regular
basis all have roles 1o play. Among clini-,
cians, increased aleriness to environnmens
tal toxicity when making a diagnosis can
be 2 direat route 1o idenufying environ-
mental causes of disease. Parents can help
by wdentifying, and protecting children
from, enviconmenta] exposwres and by
advistng physicians involved In treating o
child’s health problem about possible
exposures. Regulators and others who are
rgsponsible for environmental safu} will
have to be partcularly sensitive (o the
icreased vadnerability of children, in ser
tirig research agendas and regulatory polis
oy and in sharing eritical information on
visks tx children with those who are divently
responsible for protecting children,
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MEMORANDUM

August 6, 1997

TO: Bruce Reed
Gene S[pcrling

FR:  Chris Jcnnings :
RE: POTUS memo responding to request for rcsponsc to op—cd critiques of Children's

Hcalth Initiative

Yesterday the President sent over a request for information responding to the Wall Street Journal
and New York Times op—ed critiques of the children's health plan. He mentioned his concerns

about these articles to me again in today's pre-briefing for the press conference.

Attached is my response. I inadvertently forgot to cc it to you. 1apologize for this oversight
and wanted to make sure you had it on hand this evening. If you have any questions, call me
tomorrow. '

r



THE WHITE HOUSE
WASHINGTON

- .

August 6, 1997

MEMORAND le TO THE PRESIDENT

i .
FROM: Chris Jenmings and Jeanne Lambrew

SUBJECT:  Response to Private Coverage Substitution in the Children’s Health Initiative
{

Yesterday, two op-ed pieces {attached) critiqued the children’s health imittative. Both claimed
that it is inefficient because it will replace private coverage, and one stated that children who
have only been uninsured for one month will be eligible. These articles are factually incorrect in
numerous instances and totally ignore the provisions in the law aimed to prevent substitution.

Firsy, it is zmﬁ}caémg to assert based on one, controversial study that the new state programs will
fill up with prrkateiy insured children. Other studies document much fower coverage of privately
insured children by Medicaid, and even one of its authors thinks that the new program will be
much more efficient. More importantly, states running these programs wil have both the
flexibility and mccntwc to target funds to uninsured children since they have a reduced but still
significant matchmg contribution. In fact, state-designed programs lke Minnesota and Florida
have proven that over 93 percent of their enrolled children were not previously privately insured.

Second, there is no requirement that states provide coverage for children uninsured for only one
month. While not explicitly prohibited, it is highly unlikely since siates have often restricted
gligibility to children uninsured for at least six months. States grg prohibited from using Federal
funds to pay for children who would otherwise have private coverage. States also are required w
prove that they are not substituting for private coverage. This means, for example, that they
verify that the child’s parent does not have access to employer-based insurance or target children
like those of workers between jobs who often lack access to affordable private insurance.

Third, the authors suggest that the benefits offered to children through the state initiatives wili be
so much better than private coverage that families will prefer it. This is an exaggeration.
Although the benefits offered to children by states will be meaningful, they will not be more

- generous than those received by most privately coveted children. In fact, the benchmark plans -

for the new coverage were purposefully chosen because they already cover many children in the :
state. -States also will be allowed 1o charge premiums and'cost shanng, within lmnts*“sc that the "%~ -~

i

financial dxf‘fmm between state and private coverage w:ll be small (ifr not 2ero). o S

We are worklng on a fact sheet about the law’s accoumabrhty pmvxswrzs since there is a-general -
misunderstanding about them,. In addition, there will be a letter to the editor of the New York

Times by lonathan Gruber, now a deputy assistant Secretary at Treasury, who co-authored the
crowd-out study cited in the op-ed. He will object 1o its misuse and suppuort the new law,

W
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~ The Birth of Clintoncare Jr. ... _'

By Rﬁ!lERT M. GoLEBERD

_ Csimoncareisalive end well fvinginthe
maksget agreement’s $24 billion chilt health
caie program. The key 10 its resurrection
hras been the siience supperters thaintalned
regarsing the details of what will be the
ppest new secial programsince Medicare,
iihth & few trinorable exceptions, Republi-
cans, for fear of beinp tageed as crael,
didn't want toknow what was in the plan, 14
they had looked, stiey would have found a
program cleveriy designed 1o consotidate
governmenl control aver niedth care hy
moving as many middle<class children into
federaily funded and reguiated hvaith peo
grams as quickly as possible.

The new law provides the states $24 bl
lion to set up health insurance Peogrsms
tor five million chitdren. But aecarding to

a surviy conducted by the Deparemess of
Health and Human Zervice, aniy 1.1 mll-
lion chifdren under 16 lack fsurance be
cause of {15 cost, The average cest of a
iealth msarance pian for o child 5 8%, 8¢
Jover 2 five-ycas peried, the prograyl
,shomd cost only 35 billion.
Luring Chifdren
-} Why then Is (he program 54 expensing?
"Becsuse. in ordet to hit the v mlllicn g

-

| Ute, 1 vast BMOUNL of mOonsy HUIST be Spent

!, luring as many <idfiren &S passibie from
prvate healis msmanee inld the Bew sodi-
Ajement

i lnfaet, the Copgrescional Budges Offlee
esnmatcs:haz Al of Al new HNPDiHES 3

| be from families wha drop peivate cové

. &ge 7 favor A [edereliy subsidized 2ntiGy
ment, That's whai happened whes Madif-

mmmeﬁmzmmm o

fand their chidren with incomes 250% #f

. fhe peverty level, Beiween 388 and 1545

« ihe percenizge of chiidren eqvered by pit-
vxie dmenrance o0l 10-84% from 72%, At 1

. siras (ime, the perventage of childres o

| ered hy Mediczid cimbet to 22.1% Ingm
13.57%. Studies have shown {hEl a! ejss

i three-fourihs of the shilL was the resulf of
parenis dropping private coverzge flor

. | themseives and their children,

i This pew programn wilt have the s§me
efiect. it prohibits an employer from don
MLQMMMWMWM
aividual's eligibifity for sssistamoe
der e pew DROZTI, m&zngszag
shou! doapping ooversge for depe
¢ gitogether, oF £bout simply not of

famity coverage (¢ now empioyees,
The bey to making an eatifiemeng per-
arenent 8 1o COVET {he middie cless, fTax
t thenew "kid care” plan wiii be svaiisbie To

weory Sl in funilicy with income ofup o

e

comsitanty s0d B mare poweridineahh

! ditioning or warying oomtridutionst o

work with, In qpvier to Srtoma
17y move to sl naged “dpter.

What bappened o New Yark state as
part of plan Lo e more Mediakd chit-
dren inte manzged case (Dusirates the
valye of this gividway. To get the politieat
SppOt of the nonprefs nospitaks and the
state's health worker pntons, the “sgv-
tngs™ fearm the reforn - neady $1.25 Lillion
over {ive years-dre going i pay for
worker retraining and lor the sost of hes:
pitals that sef up their own rearagsd-eace
plans. Hut (b5 new alan hag fewvet dostor
teqding to more childres thas ever before,
The phalans of Ronprof¥ (end often e
vatly funded) cotnraasty cHics G pre
vide most of e primary cave for shitdeen
in New York Chy weee tompletely ot aut

Children  must  be
unsneured 10 particspate in
he-program, but thileg

that

k

writien i tuch o
even children who
coverage for a manth or
because of a parest’s §
| change con sign up.

amem

it pfher staley A% ¢ special interests Sght
fur faeding Snscs B (s new trough of oo
potats *heaithisre”

Bn pashing for the zatitiement, advo

gt !WW&&MMM

dren’s healh plam {0 Piovids, New Yok

and Pennsyivanie were axespitd from
tederal mamdates ) insiosd, stuted Tave 2o
enreil children (0 either Madizetl, e

Dealthi plan offerns w0 SAle etabvees or -

the: Jarges? basiih tnaimtenang arganise-

Lon in the $1gie, Sises can duxign Sl -
ewn glan, bet Gy Bave To provide & reh -

benelsts package i get fadacsl money.

States will mobsbiy taky the refatively

easy sppmaeh of exvending Medionid or
Maodicaid managec-oare, Hinos, the resalt
of the new sutittoment will bo s yeloeating

of aittlions of chikdrn e expradod Mot -

i progess € W expome of parentad,

£halor i GTASYTOOS oifoess W provids
primery cave for chiidren o,
m@mmigmiiamﬁima
prove chitdrey’s beaits, Bt chose ook at
ciinizal suaties uppents dot hoslth claine
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Honorable Bruce N, Reed

Assistant to the Presiden A
on Domestic Policy Lo

The White House

2ng Floor, ‘ﬁjest Wing

18600 Penngyivania Avenueg, NW.

Washington; D.C. 20500

Dear Mr. Roed:

Attached is a summary of the firgt meeting of the Tagk Force on Protecting
Children from Environmenisa! Health Risks and Safety Rigks which was held on
October 9, 1997, This summary includes g roster of the Task Force Work Group
Co-chairs and draft charges to each Work Group.

If you have :.:my questions, please contact Paula Goode at (202} 260-33586.

: Sincerely, %
t BanornseFean

% E. Ramona Trovata, Director
Gtfice of Children’s Health Protection
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‘ MEETING SUMMARY
Task Fan:a on Protacting Children from Environmental Haalth Risks
E and Safety Risks

. The first meeting of the Task Force on Protecting Children from
Environmental Mealth Risks and Safety Risks was heid on October 8, 1987, at zm
Department of Health and Human Services &DHHSE

» The meeting was opened with introductory remarks by Co-chairs
Administrator Carol Browner, Environmental Protection Agency (EPA), and
-Secretary Donna Shalala, Department of Health and Human Services (DHHS).
_They both emphasized the need for serious sfforts to be made o protect our
nation’s children from environmental health and safety risks.

e . All Task Force membars were reprasented; principals in attendance were
John Gibbons, Qffice of Science and Technology Policy (OS8TP); Kathleen MoGinly,
Council on Environmental Guality (CEQ); and Ann Brown, Consumer Product
Safety Cﬁmmissian {CPRC).

. Dr. ﬁ&mdy Fullilove, Columbia University, spoke about some of the health
and safety risks that a child faces in today’s environment,

. Dre. Phil Landrigan, EPA, and Dr. Richard Jackson, DHHS, gave 8 national
overview of environmental risks to children., Two main points were;
» ' many cases, children are more vulnerable because:
"¢ they play close to the ground,
» their organ systems are still developing,
, » pound-for-pound they eat more food, drink more water, breathe
P more air,
. ~ The landscape of childhood illness has changed:
» traditiona! childhood ilinesses are no longer a threat
&« complex, chronic conditions exist .
» asthms,
elevated blood levels;
lgarning disabilities;
birth defects: and
inoreased childhood cangcers.

> & 5 =

* Dr. Lynn Goldman, EPA, talked about the document, Meeting the Challenge,
A Research Agenda for America’s Health, Safety, and Food, which provided the
background for the development of the Executive Order. She stressed that
research should address the well-being of children and that there should be better
coordination of investment in research efforis. Linkages inside and outside the
government should be strengthened to achieve a better coordination.



» Dr. Kenneth Olden, DHHS, presented the requirements of the Executive
Order and outlined the Task Force Work Groups, including the co-chairs and the
proposed charges. . , e

» Task Force members agreed that work should be focused in the areas of:
» developing a research strategy;
» devsloping partnerships;
+ aducating families about prevention of exposure 10 environmental and
safety risks; and
« assuring that Federsl regulations are protective of children.
H

. Action items include: )
¢ names of senior 51aff for Wark Groups to Ramona Trovate, EPA, by
Qctober 31, 1997,
’ memo from Senigr Staff Planning Commitiee Co-chairs to .

,‘Administrgjtor Browner and Secretary Shalala with outputs and
timelines for the Work Groups by December 1, 1997, and,
* 'next Task Force mesting April, 1298.
Attachments:

Work Grmg‘(‘:o-cbaim Roster
Work Group, Charges

+ “w«“g-



CHARGES TO WORK GRQUPS
OCTOBER 9, 1997

Sentor Staff Planning Committee — Principal Responsibilities and Milestones
Prepare a szf}temem of principles, general policy, and targetted annual priorities
to guide the Federal approach to achieving the goals of this order (3-304(a))

. Principles and general policy submitted to Task Force for approval
;i}eczmber 9, 1897,

. ‘Report including targeited annual priorities submitted to Task Force for
‘approval December 9, 1958,

Drafi a statement for Task Force review and approval regarding the desirability
af new legislation to fulfill or promote the purposes of the Executive Qrder (3-

w40

. | This statement shall be prepared following the Task Force approval of data
needs due on June 3, 1998, Final approval by the Task Force due on
‘September 9, 1598,

Ongoing Functions:
’ Ensure adherence to deadlines explicitly specified in the Executive Order.
. Coordinate with Work Groups to develop schedules for deliverables, appropriate

contractor support, and contacts within Federal Agencies and White House Offices
necessary 1o develop data and information to fulfill Executive QOrder directives,

. Intervene as necessary to break logjams and advance the progress of the Work Groups.
'
s Act as liaison between respective Department or Agency Heads and the Task Force for
required approvals. *
. Provide consistency check among Task Force Deparntments and Agencies.

. ?mvi"de necessary logistical support for Task Force meetings.



; o DRAFT

; _
Program Implementation Work Group -- Principal Responsibilities and
Milestones -

Hdentify for the Task Force high-priority initiatives that the Federal Government
has undertaken, or witl undertake, in advancing protection of children’s
environmental health and safety (3-304(e)).

. Departments/Agencies prepare inventories of ongoing and planned projects that promote
‘ the goal of protecting the environmental heaith and safety of children. {(Completion date
Febmary 9, 1998)

e  The quk Group shall prepare a bienaial report to the Task Force that identifies
programmatic activitics (such as pilot projects, evaluations) that enhance our ability to
understand, analyze, and respond to emaronmental health risks and safety risks 1o children.
{Completion date for submitting a draft report to the Task Force April 9, 1998)

]

Recommend for Task Force review and approval appropriate parinerships
among federal, State, local, and Iribal governments, and the private, academic,

and non-profit sectors (3-304(c}).

. ?ossihl_e approaches include;
. Industry contributions to EPA/HHS Centers of Excellence or a non-profit
.organization receiving federal monies under a cooperative agreement
* Cooperative Research and Development Agreements {CRADAS) that enable
Federsl, Swate and Industry mingling of expertise, laboratory space, equipment, ete.
" - Federal grants (EPA, Tadian Health Service, etc) to promote identification of

environmental exposures and cpportunities for immediate pollution prevention
. interventions in tribal communities
» ' Federal and State seed grants to implement and evaluate “hands on” interventions
such as the “16th Street Clinic” project on leaded paint and contaminated fish in
Milwaukee, WL

g Speci?‘ic recommendations due June 9, 1998,
#
* Following approval by Task Force, project plans with milestones due on September
9, 1998, )



. DRAFT

Recommend for Task Force review and approval proposals to enlrance public
putreach and communications to assist families in evaluating risks to children,
and in making informed consumer choices (3-304(d)).

’x

L

f .
Look to model projects such as the HUD “Healthy Homes Injtiative,” EPA

“Family Right-To-Know Initiative,” and others implemented by HHS and CPSC 1o
determine the most effective means to convey information on immediate poliution
prevention interventions, :

Identify those leaders in the community -- public health practitioners, educators,
PTA leaders -- who are able to most effectively convey pollution prevention
information, and target training matenals and practizal access to information to
them,

IAssess the most near term and significant rigks to children in their homes, schools
and playgrounds, with special emphasis on children at greatest risk because of
geogranhic location or income level, to identify where Task Force privnities should
he.

Specific proposals due June 9, 1998,

H
I'Faiimving approval by the Task Force, project plans with milestones and
rcompletion dates due October 8, 1898,
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DRAFT

Data Needs and Research Work Group — Principal Responsibilities and

Milestones

IDENTIFY ;E'XIS?ING DATA AND DATA ACCESS METHODS (4-401),

(4-402)

October 21, 1997
{date specified in
the E.O) ‘

b ey

Recommendation due 0 the Task Force that includes the following
Executive Order provisions and suggests project design approaches
and completion dates to implement the review of research databases:

Develop or direct a smaller subgroup to develop a review of existing and
planned data resources (date submitted to the Task Force for review

and approval January %, 1998.)

. The work group may look to the similar and successful
Endocrine Disrupter offort to review existing data resources
government-wide,

Develop or direct a smaller subgroup to develop a proposed plan for
ensuring that rescarchers and Federal research agencies have access 1o
information on all research conducted or funded by the Federal
Government that is related to adverse health risks in children resulting from
exposure to environmental health risks or safety risks (date submitted to
the Task Force for review and approval March 9, 1938}

’ The work group must ensure that the plan promotes the
sharing of information on academic and private research;
and

. The plan shall include recomnendations to encourage that

such data, to the extent permiited by law, is available to the
pubdic, the scientific and academic communities, and all
Federal agencies. {Tnternet access through existing home
pages at EPA and HHS, or other databases commonly
accessed by researchers myust be designed and available

by July 9, 1998.)



DRAFT

IDENTIFY NEW DATA NEEDS (3-305)

June 9, 1998

Lo e,

Obtain Task Ferce review and approval of the first biennial report on
research, data, or other information that would enhance our ability to
understand, analyze, and respond to environmental health risks and
safety risks to children, For the purposes of this report, the “Data
Needs and Resenrch Work Group™ shalk: )

Ask cabinet agencies and other agencies identified by the Task Force to 4
identify and specifically describe key data needs related to environmental
health risks and safety risks to children that have arisen in the course of the
agency's programs and activitics (date submitted to the Task Force for

review and approval March 9, 1998.)

¥

This task shall be informed by the review of existing and
plarned data resources

Completion date for incorporating agency submissions
into the draft report April 9, 1998,

"By June 9, 1998 the work group shall recommend a

process (o the Task Force whereby the final report is
conveyed to the Office of Science Policy and Technology
Policy and the National Science and Technology
Council 30 that those srganizations may ensure that the
report is fully considered in establishing research
priorities.

Completion date for ensuring that the repert is publicly
available and widely disseminated through Internet
access o existing EPA and HHS home pages, or
databases commonly accessed by researchers is August
3, 1598,

DEVELOP A COORDINATED RESEARCH AGENDA FOR THE FEDERAL
GOVERNMENT ON CHILDREN’S HEALTH AND SAFETY (3-304(h))

i

October 9, 1998

i

b

PO ————

Develop and recommend to the Task Force a coordinated
research agenda for the Federal Government,

First draft due to Task Force August 9, 1998

5



DRAFT

A comparison of existing data resources and new data needs
will be the primary source of information to develop the

research agenda

The member agencies shall assess the need {or continuation of the

- April 9, 2001
Task Force or its functions, and make recommendations to the President,



Task Force Work Group Co-Chairs
-
Senior Staff PI‘anﬁi:}g Committee:

Ramona ’I‘rc}va{a, Dicector
Office of Children’s Health Protection
Environmental Protection Agency

Richard Jackson, Director

National Center for Environmental Health
Centers for Disease Control and Prevention
Department of i:Health and Human Services

Program Implementation Work Group

Barry Johnson, Director
Agency for Toxic Substances and Disease Registry
Department ofﬁe&iz?z and Human Services

Jerry Clifford, Acting Regional Administrator
Region 6
Environmental Protection Agency

i
Data Needs and Research Work Group

Bill Farland, Director

. Naticual Center for Epvironmental Assessment
Oflice of Research and Development
Environmental Protection Agency

Ken Olden, Dirgctor ,
National Institute of Environmental Health Science
Department of Health and Human Services



THE WHITE HOUSE

WASHINGTON

duly 28,1997

MEM{}R&NI)!%? TOTHE PRESIDENT
|
FROM: Chris L
SUBJECT:  Children’s FHeahh and Mcdicaid Budget Revelopments

ces J oh;n Podesta, Bruce Reed, Gene Sperling, john Hilley, Fred DuVsl

This responds (o your request last night for a quick update of developmonts in the budget
negotiations rcla{ing to children’s beaith and Medicaid. Unfortunatcly, both subjects have
individual prcvzgmm that -- as of early this morning -- continue to hold np i final vesolution on the
budget: children’ 5, health benefits and the [Msproportionate Share Hospital (DSH) cut formula. It
is worth noting, f“ié}%nﬁ&,? that most other major {ssues -- {ike financial accountability in the
childrers’s benefii, cost-sharing protections, and the rest of the Medicaid ssues - are either

resolved are slmost resolved,

Children’s Health Benefits

Both sides percetve that they have moved a fong way on the benefit question, Both are right, but
the current conference package is still a long way away from the benefit that overwhelmingly
passed the Senate, which required that - to be eligible for the $24 billion grant funding -~ states
offer the FEHBP Blue Cross/Blue Shicld PPO benefit with assurances that vision and hearing
would be covered and a requirement for mental health parity. 1t is also a long way from the
Medrcaid appmach we supporied earlier this year with our endorsement of the
Chafee-Rockefetler bill.

The Republicans "‘: current package requires that a state-eligible plan be the FEHBP plan outlined
abave, a state-cmployee plan, or the most popular HMO plan in the state. In addition, it gives
states the flexibility to become eligible for grant money if they develop a separate plan that is
substantially actuarially equivalent plan to the dollar value of one of these three, and it provides:
{1} inpatient/outpatient hospital care; (2} physician services; (3) X-Ray and lab; and

{4) well-baby and well child care. Although the first three options would assure that the benefit
plans would cover prescription drugs and mental health (and the vast majority already cover
vision and hearing services), the fourth plan option would not guarantee this coverage. [NOTE:
The health care packages for Florida, Pennsylvania, and New York are watved in; they do not
have to design a new benefit plsn.]



i
In our discussions with the Republicans, we have stressed our desire to ensure maximum staie
flexibility balanced with accoumtability on the benefits. We have accepted their automatic
approval of any State package that meets their three benefit designs (assuming it also includes
vision and hearing services.) We have agreed to their provision to waive in certain states.
We have rejected, lmwcvcr their actuarial value option becausc a benefit could be easily
destgned to cxcludc for example, mentat health benefits. This is not just a hypothetical concern:
it happens frt.qucnlly For instance, for financial and political reasons, only 13 of the over 30
states who have children’s health benefit cover such basics as prescription drugs, mential health,
dental, and vision and hearing services. (See attached one-pager on why these benefits are so:

important (o kids.)
Rccent Benefits Negotiations

Over the last 48 hours, we have suggested ways to add flexibility. For example, we offered that
any state could design a different package than one of the conference options as long as it could
gain HHS Sccretarial approvai -- similar to countless welfare and Medicaid waivers. They
rejected this optiofl because they (and the Governors) don’t want an HHS review process.

|
We then suggested (but did not offer) the possibility of adding categories of benefits to their
basic categories, ensuring that they are meaningiul, and setting up an automatic approval if the
packages arc actuarially equivalent to the other three options. We decided not to take this route
because Republicans were (at least then) vehemently rejecting the concept of adding new benefit

N

Yesterday, we tried addressing their Secretartal review concern and their benefit catcgory
concern by offering to automatically approve any benefits package that was actuarially equivalent
to the base three packages as long as the value of the individual benefits in the package was not
designed to be less than 75 percent of the value of the benefit. We took this approach to ensure
that the benefits we are concerned about could not be designed to be basically worthless -- again,
mental health comes to mind. We thought the Leadership agreed to this proposal, but the staff
(notably from the Commerce Committee) strongly objected and apparently was successful in
urging the S peaker to reject it. Although many unfounded arguments were raised, one that is

legitimate is that there are benefits in the three basic packages that children may not need.
! .

categorics.

Current Status |

{
There are very few options left. The first, of course, is for either side to recede to the other.
Since that appears unlikely, the only other option may be for us to add our four priority benefits
(prescription drugs, vision/hearing, mental and dental) to their actuarial value base package and
require only those benefits we are most worried about to have the 75 percent bottom-line
actuarial value protection. (Perhaps vision/hearing and mental heaith should be targeted, since
these are the most vulnerable.) This would enable the states to design virtually any benefits
package that was actuarially equivalent to one of the three base options as long as it included
both sides’ benefit categories. This would represent a significant move from us, but could risk
attracting serious criticism from some of the children’s groups. We have made no final intemal
decision on whctihcr we would recommend this course of action to you.

|
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Status of the DSH ¥< ormula Fight

i
All along, we bave been wiging some moderation in the cuts kigh-DSH states would be forced to
showlder under the Medicaid agreement. Recently, we have been working with Congressman
Spratt fo develop aliernative DSH allocation formulas. In the absence of reaching sae sort of
agreement, we will have major problems with our Seunth Caroling, Texas, New Jersey,
New Hampshire, Lonisiana, and Missouri delegations ot final passage.

Woe helicve Mr. Spratt (working with us) has developed a formula that is acceptable 10 the high-
DSH states. I, ineffect, simply reduces the high-DSH states” euts by capping their overali
Medicaid reductions to 3.5 percent. In se df}mg, however, it holds all the other states harmless to
the reductions in th{, House and Senate verstons of the budget reconciliation bill. I accomplishes
this by simply spcnémg mote money {or cutting less) and requires about 3670 million more in

DSH spending, .

Yesterday, we thought we hiad an agreement with the Leadership o ntegrate Congressnian
Spratt’s formaula into the final package. However, the same Commerce staffer who objected to
our children’s health compromise obiecied to this oplion. As of this writing, the DSH formula
remains a very open issue; it still does appear likely, however, that the Leadership wili allocate
additional dollars to address our individual state concerns, (as well as some of theirsh
Unfortunately, with each pagsing day we do net reach agreement, the DSH fight will become
harder to resolve as more and more states will want special deals. Moreover, the resentment of
the low-DSH stales will increase to greater levels as time goes by.

i

NGA Meeting |

Although the Governors are guite satisfted with most of the agreement, they may well raise
concerns about the benefits debate. As you know more than anyone, this issuc is coming down
to the longstanding trust/accountability debate between the Federal and state governments. As
the aftached one-pager describes, the budget agreement will go much further than everin
providing great flexibility to states in the administration of Medicaid and the new
children®s health program. However the benefits issue is resolved, it will not impose new costs
on the states: it comes down to 2 Federal assurance that the new investment will deliver a set of
meaningful befzeﬁw to children that some states may not otherwise pravide. Because discussions
are ongoing, Gem Fred and I recommend not engaging on this issue to the exient possible.

If you decide to address this issue directly, you certainly could say that we remain open to - and
are looking at - alternatives that assure some basic benefits of great importance to children.
Gene and T will be sending Q& As on these subjects under separate cover. (Remember, the
Republicans went on record of endorsing required benefits when they listed four benefits that
must be covered in any actusrially-equivalent package; the debate will be around the additional
benefits and whether to inchude some protection that the benefits are real.) However, you should
carefully weigh any comments that you may make to be responsive to the Governors with the
knowledge that your words will be carefidly scrutinized by the children’s advocacy community
and many Democrats (and some Republicans) on the Hill.

i
§



IMPORTANT BENEFITS FOR CHILDREN

VISION .
.« Why important to children: Children are 3 times more likely than adulis to have acute
ave problems‘ However, children are fess kaly to recognize that their vision is poor.

. Problem: Aimcst 3 times as many uninsured versus privately insured children did not
get nee{ied glasses,

Nearly one in five uninsured children needed it did not have glasses before enrolling in
Pennsylvania’s state program.

HEARING
. Why important to children: Chikren are 20 times mare likely than adults to have acute

ear irfections.

After colds and the flu, ear infections and ear conditions are the most common reason
why chiidran miss schogd,

Untreated hearing impairments ¢an delay fanguage development and cause learning
prohlems, |

. Prablem: Low-income children are more than twice as likely to miss school because of
an ear infection or ear condition as high income children.

H

DENTAL f
» Why important to children: Tooth decay is the most conunon childhood disease.
! :
* Probleny: Dental problems disproportionately affect childran from low-income families.

Almost 4.2 midlion uninsured children were unable to get needed dental care — almusz 3
times the number of privately insured children,

MENTAL HEALTH
. Why important to children: Children are 70 percent mors likely to suffer from activity
fimitations dua te mental disorders relative to working age adults.

Abaout & to 11 million children have a mental disorder.

. Problem: fﬁgbout one in four children who need mental health care did not receive il

H

Uninsured children are particularly at risk. Over 270,000 uninsured children needed
mental heatih services but were unable 1o get them.

i
i
|
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HEALTHECARE WINS FOR THE GOVERNORS IN THE BUDGET

HEALTH CARE IN GENERAL

»

Increase in Federal funds for states. Slates come out winners — & net gain of
at least $10 billion over five years (Medicaid & children’s health combined}. This
does not even include the gyer $5 billion in State savings from new flexibility,

Liberated from excessive Federal oversight. State have unprecedented
flexikility in running both the children’s health initiative and Medicaid.

MEDICAID

!
No per g;s.;tpita cap, the NGA's number one concern at its January meeting.

Savings to states: State savings over 5 years include:

. Repeal of the Boren amendment. {Up {o 81 billion),

- Wodicaid rates for Medicare cost sharing, (Up to $4 billion),
i

- Rédacaci rates for health clinics (FQHC/RHCs), {Up to $200 million).

Repeals managed care waivers that required a paperwork-laden, time-
corzsvmir;g review process.

| i’!exibiiit} in cost sharing for Medicaid beneficiaries.

CHILDREN'S HEALTH

Major inéestment for states. $24 billion over the next five years,

?ieduceci matching rate, from 43% undéf Medicaid, on average, to 30%.

No r'equi:rement to accelerate phase in of poor children 14 to 18 years old.
Flexibi%i't} in:

- Ei}gibiiity o target children t;y area, age, or other circumstances.

- Benefits so that, above g minimum, States determine the mix and amount
of services. No early, period%c screening, diagnosis & treatment (EPSDT).

i

- Provider or plan payment rates which States will ne;gotlat& without
burdeﬁscme Fedemi oversight.

. {}se of managed care so that States rﬁéy, for example, contract with one
plan to deliver care to children.

H
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MEMOWDUMI TO THE PRESIDENT

FROM: Chris Jennings (29

SUBJECT: Recent Children’s Health Coverage Estimates and Brief Review of Health
Investment Aliernatives, Including 21st Century Biomedical Research Trust Fund

L

Following up on om* conversation 2332 night, thzs memo responds to your questions about

" children’s health mvmgc estimates, policies and health mvestment issues in geneml

CB{}’S children coverage cstimates. First, it is important to explain in more detail the CBO
analysis and policies discussed in yesterday’s New York Times article, . The low estimate of
around one million children covered by the House and Senate bilis reflects both flaws in the
policies and particularly conservative assumptions used by CBO, CBO assumes that states will
use some of the new funds to lower their current state spending - contrary to many analysts’
belief that states will leverage, not reduce, existing state investments. They also think that
having a higher matching rate for the niew program will create an incentive to classify children
aircady covered in Medicatd as higher income children to receive the extra Federal funding. In
addition, CBQ asszmas that a number of children will switch from private insurance coverage
to the new pmgzm

Updated estimateg. Since yesterday’s Fimes article, two estimates have been released that
increase the figures cited by Robert Pear. Just today, I received a copy of CBO's final analysis of
the Senate bill, It reports that 1.7 million uninsured children would be covered by the $24 billion
proposal — 2.0 militon urunsured children without the mental health parity provision. This
estimate is higher because of the tobacco tax revenue and the effect of new accountability rules,
Combined with HHS’s estimate that 2 mitlion cligible uninsured children could be entofled in
Medicaid without Federal funds (through outreach, etc.),.we could casily claim up to 4 million
uninsured children even using some of CRO's new yet'still conservative estimates. At least as
nateworthy, the Children’s Defense Fund released a report today that estimates that 6.1 million
uninsured children could be helped by the $24 billion Senate bill (and over 4 million for $16
billton). We are :x;zaiyzing both reports, but they are clearly hoaded in the right direstion.
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Validity of some CBO concerns. While we believe that CBO estimates are excessively
conservative, we do share their legitimate concern about how to best to target the funds.
In fact, as | mentioned last night, the article will likely be helpful in that it will provide the
needed push to get more effective targeting provisions into conference. As we do this, however,
we must balance the need to ensure sccountability with the need to avoid onerous provisions that
do little more than provide disingentives for states to participate in this voluntary program in the
first place. We also must guard against the inclination of helping make CBO the final arbitrator
of insurance take-up rates. We cmmpower them at our peril, since few believe they will
significantly move off of their current assumptions.

Patential solutions.; We are working on perfecting and are promoting two general approaches to
better assure that the Federal investment goes to the greatest number of children. The first deals
with providing better financial incentives to states to do the “right thing.” The second focuses on
additional acmumabilit}' rules that give the new Federa] dollary i{ states meet ecé'zain conditions.

The ftnancial mc:enmfes we are working on would provide greater Federal matching rates for all
newly enrolied chiid, not just children above current mandatory levels. We would give astate a
higher matching rate for any additional child enrolled in Medicaid or the grant program above the
number of children currently enrolled i Medicaid. This takes away the inefficient incentive in
the Senate and House bills for states to get higher matching for a child above poverty. Another
approach is to reward states that use proven methods for covering children, such as targeting

" children whose parents have changed jobs or using schoal-based enmiimmt approaches, such as
‘{ézc Florida “Healthy Kids™ program.

The accountability rules we are promoting would build on and reform the different maintenance
of effort (MOE) provisions that are included in both the Senate and House bills. They are
designad to protect the now Federal dollars from being used 1o substitute for current expenditufes
by either the States or employers/employess wanting o reduce their health care premium costs, -
The approaches we think most worth considering are asking states to maintain their current
programs’ ehgibility — to prevent states from moving optional Medicaid kids into the new
program - and maintin current spendmg on existing programs. We also support the Senate bill
that does not allow states to cover the employee share of the premium or family coverage.

CRO and our stail agree that this would allow finds to be used by families who would have been
insured anyway. And, consistent with the Senate bill and Medicaid rules, we strongly oppose the
use of provider taxes and donations for.the state share of the new program.

There is no question that it will be a great challenge in the coming weeks te balance provisions
that promote efficiency with state flexibility. States will assert that policies like those outlined
above interfere with their own ability o target funds efficiently. Furtheomore, states like Rhode
Island and Vf:mzom,, which have a[ready expanded children’s coverage through Medicaid, will
arpue that the mam{czmzcc of effort is unfair, They contend that they should not be g}cnah?cd
permaneatly for dcc:dzzzg i have voluni&z‘ziy chosen to expand coverage.
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L.essons of targeted reforms. The difficulty — politically and policy-wise —— in targeting
uninsured children has two important imiplications. First, additional money alone will not result
in all children receiving health insurance. One-third of uninsured children are already eligible for -
Medicaid - a free program with generous benefits. Another third have incomes above 200
percent of poverty; policies that (ry to {ind those children will surely end up envolling two 1o

three times as many already-insured children, For these reasons, allocating more than $24 billion
for children’s coverage may not be very cost-effective. Keeping this in mind, it is prudent that
you and the economic team are now recommending dedicating the additional $7 billion (on top’

of the 38 billien cum:ntiy allocated for children’s coverage) to other children’s issues -- such as

adoption and chold care.

Second, these same problems hold true for insuring Americans in general. Stated bluntly, no
voluntary health insurance program will ever cover all uninsured Americans, even with an
unlimited budget. If there is some financial contribution required, many families will voluntarily
opt to not purchase insurance. On ihe other hand, there will always be people who join these
programs who already have insurance. There is no failsafe mechanism that completely prevents
“crowd out.” Moreover, the larger the initiative, the higher the income eligibility, the greater the
risk. Thus, the assertion in yesterday’s (US4 Today may be right: without a government policy
that requires ave:yé?{: to be covered, 1t is virtually impossible to cover all 40 million uninsured.

Consequently, we are approaching possible uses of additional revenue from an increased tobacco
tax and/or from the tobacce settlernent with caution. As with children, focusing on low-income
adults or groups who are unlikely to have scoess o private insurance may be the most fruitful.
For example, job 1&§$ and jeb change are the single largest reason why families lose health
insurance. Creating a Medicaid option for these families would increase their access to
insurance. Similarly, people between 55 and 65, who have either retired early or whose firms
have downsized often find themselves with few affordable insurance options. A Medicare buy-in
or premium assistance for COBRA may help these people, as we discussed. We are also
exploring other options such as strengthening the public health infrastructure and augmenting cwr
research budget. .

Z1ist Century Research Trust Fund Update

To explore biomedical research investment opporiunities within the context of the Tobacco
Settiement, I met with Dr. Varmus and rescarchers throughout the Federal government today.
As you requested, [ pulled Dr. Vanmus aside and asked him what he thought of a 21st Century
Research Trust Fund concept. He was very interested and wanted to have additional
conversations about it. His only immediate concemn was that we make sure any new dollars’
supplement — and not supplant -- those the NIH are already getting from the Hill. We will keep
you apprised of his recommendations and our ongoing discussions with him,
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The Honorable John R. Kasich
Chairman
Commities on the Budget

1.8, House of Representatives
Washiogton, D.C. 20513

Dear Mr. Chairman:
e

' As the Conferees begin to consider this year’s budget reconciliation bill, T am writing to
transmit the Administration’s views on the House and Senate versions of the spending bill on
reconiciliation, HLR. 2015, The Administration will scparately transmit its views on the tax
provisions, ‘

P Weare pleased that the House and Senate adopted many provisions that are consistent
with the Bipartisan Budget Agresment, reflecting the continuing bipartisan cooperation that we
wiil need to fully implement the agreement and balance the budget. In several areas, however, the
House and Senate bills violate the agreement. In other areas outside the scope of the agreement,
we have very strong concerns about the reported provisions. ‘We have raised a number of these
issues in letters to you and to the suthorizing committec chalrmen and ranking members
throughout House and Senate consideration of the separate reconciliation spending bilis,

#

> On the pages that follow, we have outlined noteworthy provisions of the House and
~Senate bills with which we agree, others that we believe violate the budget agreement, and sill
"others about which we have concerns.
We expect and will insist that the final budget legislation conform to the budget
_ agreement, In addition, we look forward to working with you to craft a final conference report
that is free of objectionable provisions, resolves the other major policy differences between us,
and balances the budget by 2002 in a way that we can all be proud of. We hope to meet that g
« before the August recess,
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standards and would permit the collection and analysis of person-based data. The Senate did
not include this provision. We urge the Conferees to adopt the House provision.

Alaska FMAP Change. The Senate bill would increase Alagka’s Federal Medical

" Assistance Percentage (FMAP) above the level of the curtent law formula, While we have

consistently supported efforts to examine alternatives to the current Medicaid matching
structure, we believe that changing the FMAP for Alaska alone is unwarranted and does not
address the underlying inequities in the current system.

H
§
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Chitdren’s ﬁieaitiz

We ate pleased that the children’s bealth initiative is in both the House and Senate
bills. In fact, the Senate bill goes beyond the $16 billion that the budget agreement provides,
adding another $8 billion, which is a portion of the revenue from a 20-cent increase in the
tobacco tax. i :

We sa;&pat‘t 3 20-cent increase in the tobacco tax - we agree that it complements the
budget agre&mezzz -~ and we endorse the idea of using all of the revenues raised by such an
increase {or initiatives that focus on the needs of children and health, We urge the Conferees
to invest all of these funds wisely in order to ensure meaningful coverage for millions of
uninsured children, In addition, we especially support the Senate provisions for benefits and
cost sharing.

Nmtu;ithémnding these achicvements, we have serious concerns about the following
House and Senate provisions, which we urge the Conferees to address.

; . Tax Revenue for Children’s Health.  Although we commend the
Senate f{}r sﬁpparimg the use of the tobacco tax for children's i;aaiih, we urge the Conferees
to continue this funding afler 2002. A sudden drop in funding in 2003 would cause many of
the newiy«*in;wred children to lose their coverage.

Meaningful Benefits. Cosi Sharing/Direct Services, The budget agreement calls for

the children’s health investment to go for health insurance coverage. Thus, we support the
Senate’s definition of benefits and its limits on cost sharing, the latter of which will ensure that
low-income children do not shoulder unrealistically high costs that could {ead to reduced
access to needed health care,. We do not support the direct services option of the House bill
because we are concerned that a State could spend all of its money on one benefit or to offset
the effects of the DSH cuts on certain Ezc}spxta}s and that childrea would not be assured
appropriate coverage. In our view, this provision does not fulfili the commitment of the
budget agreement to provide “up to five million additional childven with health insurance by
2002

I
;.
;
|




Funding Steucture. We support the straightforward funding structure of the House
bilf, But its proposal for different matching rates for Medicaid and the grant option could
discourage States from choosing Medicaid. We believe Medicaid is a cost-effective approach -
1o covering low-income children, and we support using the same matching rates for both
options. In addition, we support the House provision that gives States the flexibility to spend
their grant money on Medicaid, a grant program, or a combination of the two, The Senate bilf
requires States to choose between Medicaid and a grant option.

Eligibility. The Senate bill includes s c&iiing of 200 percent of poverty. We sgres that .
the funds should first go for insurance coverage for low-income uninsured children, but we
believe income ceilings would Hmit States” flexdbility to design programs that best fit their
needs, !

Use of Funds. We want to ensurs that the investment in children’s health goes to
cover children who currently lack insurance, rather than replace existing public or private
funds for children’s health insurance, Thus, we support 2 strong maintenance of effort
provisian and the prohibition on using provider taxes and donations to fund the State share of
the program, In addition, we want 1o ensure that the finds are used in the most cost-effective
manner to provide coverage 1o as many children as possible. Therefore, we do not support
provisions f.hat allow States to pay for fmiy coverage or pay the employee’s share of
employer spansawd ingurance,

Expansion of the ‘;Hydc Amendment”

Both the House and Senate bills would expand the Hyde Amendment prohibitions on
Medicaid payment for abortion services to include spending on the children’s health initiative,
and to codify these prohibitions in permanent faw, This provision could deny access to
abortion services to poar women to the extent that States choose to use the children’s health
funding to offer family coverage, as the House bill would permit. As we have repeatedly said,
we do not support limiting access to medically necessary benefits, including abortion services,

In addition, the Senate bill contains a provision that redefines the term “medically
necessary services” in the context of managed care sanctions to exclude sbortion services -
except under certain circumstances. We oppose this attempt to further constrain the
availability of abortion services through this provision, and we strongly urge the Conferees not
to begin writing into the Medicaid law permanent, restrictive definitions of what are
“medically necessary” services — an issue that is more appropriately decided by health
professionals,

10
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THE WHITE HOUSE

WASHINGTON
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f June 17, 1887

Dear My. Chailrman:

I urga;nha Senate Finance Committee o adopt the bipartisan
children's health amendment proposed by Senators Chafee,
Rockefeller: Jeffords, and Hatch. BAs you koow, I am extremely
committed to using the $16 billion for childrents health to
provide meaningful coverage for as many uninsured ¢hildren as
possible. The bipartisan amendment offers an opportunity to do

just that.

It is oritical that we continue o work togetheyr in this
Congress Lol £ind ways to provide health care coverage for
millions af uninsured children. As you know, over ten wmillion
children 1ack health care coverage -- and the impact on their
families is profound. A recent study showed that nearly 40
peréent of uninsured children go without the annual check-ups
that all children need. One in four uninsured children do not
have a regular doctor. And throughout the country, o0 many
parents are living in fear that they may be Forced teo make the
impossible choice between buying medicine for a sick child or
food for an entire family. .

. Because of the importance of this problem, we need to work
together to design the most effective way to invest the 816
biliion. The bipartisan amendment takes a major step toward this
goal. This plan rationalizes Medicaid so that children in the
same fanily are eligible for the same coverage. Children under €
years old and under 133% of poverty -- about $21,000 for a family
of four ~- are already eligible for Medicaid. The bipartisan
plan provides incentives for states to cover older children up to
this same income level. The plan also gives states the option of
choosing Medicaid or a more flexible grant approach for:
uninsured, middle-class children. Resources and flexibility are
needed because, unlike low-income children, middle class
uninsured children are difficult to target with a single program.
In addztzcn, this bipartisan plan offers meaningful coverage that
protects vuln&r&bl& children from excessive cosbs.

2

The bipartigsan initiative -- which balances protections for
vulnerable , ¢children with flexibility to target wmiddle-class
children -~ gstands in sharp contrast to the Commerce Committes!s

proposal. The plan to simply put out a block grant, with few rules
and no benefits regquirements, will not result in wmeaningful
coverage f@r many uninsured children. While vour proposal improves
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The Honorable ¥William V. Roth, Jr,
Page Two

on the Commerce Committee‘'s plan, the <¢laim that it provides a
choice between Medicaid and a grant approach is exaggerated,
Given the .incentives in the proposal, no rational state would

choosze Medicaid.

The bipartisan amendment merits strong and favorable support
from the full Finance Commiltiee. We should take advantage of this
opportunity to significantly vreduce the number of wuninsured
children. "I lock forward to working with you and others on the
Finance Committee and in the Congress to achieve thig end.

Sincerely,
i MMM

The Honorable William V. Roth, Jr.
Chairman \
Committee on Finance
United States Senate
Washington, D.C, 20510

F
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The Honorable bdward M. Kennedy
United States . .Senate
Waghington, B.C. 20810

Dear $¢na£§rixeﬁﬁady:

I undgrﬁtaé& that later today you will be offering an amendment
to increase the tobdcco tax by an additional 23 cents over the
amount: passed by the Senate Finance Committee. Given the
bipartisan.agreement in fhe Committee that a tobacco taxX is an
acceptable complement to the balanced budget agreewent, and
because the Pregident has long supported using tobacco revenue to
fund ilmporrant programs tor children, I am writing to advise you
that the Administravion eupperts your amendment.

Bach and every day, about 3,000 American chiidren become regular
smokers. One-third of these children will disz early Irom
tobacco-related illnesses. In the past six years, the smoking
rate among eighth graders has risen 50 percent.. An increase in
the tobacce -tax will reduce the use of cigarettes by making them
more unaffordable. It will also provide new revenue to invest in
our nation’s priorities. It is the President’s strong belijef
that all revenue dedicated from the bLobacco tax should be
invegted in improving the lives of our children. Clearly, your
camendment | 18 consistent with that vision.

i
We look forward to working with you and Mambers of Congrzss of
both parties to produce a balanced budget agreemsnt that reflects
the prigrities of all Americans. We greatly appreciate your
leadership on this important issue.

Sinceraly, '

; ( bonna BE. Shalala
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MEMORANDUM

Junie 23, 1997

TO: Bruce R, John H, Gene, Nancy-Ann, Jen K.
' !
FR:  Chris J. and Sarah B.

RE:  Children’s Health Ope-Pager and Q&As ]

Attached is a one-pager on children’s health that will be used as background for the
President’s speech tomorrow on children’s health with Kaiser Permanente. (Kaiser is announcing
that they are donating $100 million o cover up to 50,000 uninsured children in California). We

“have also included our most up-to-date Q& As on children’s health, Medicare, and AIDS,

We hope you find this information helpful. -Please call with any questions.

!

s

Jpa————
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President Continues fo Fight to Expand Health Care Coverage for Gur Nation's Children

- .
sday the President joined Kaiser Permanente in announcing that the heaith plan will give $10¢ million to

‘provide health care coverage to up to 50,000 uninsured children in California. Kaiser is responding to the
President’s challenge at the Summit on Service, and their initiative complements the President’s commitmen 1o
a national effort to extend health insurance. o ’
This President will continue to fight-hard to make sare that extending health care coverage to millions of
uninsured children is'a top priority in any balanced budget deal. The President fought hard to ensure that
the balenced budget agreement includsd $16 billion to provide meaningful health care coverage to uninsured
children. The President also supports the action by the Senate Finance Comimnitice t0 raise a 20 cent tobacco tax
to allocate additional F‘ ederal support for childrern’s health. .

t ‘ _ } . :
The President outlined the principles he will use in evaluating children’s bealth initiatives emerging from
the Budget Agreement, The President is committed to making sure that any investment in children’s health
care meets three principles: (1) that coverage is meaningful: from checkups to surgery -- children should get
the eare they need to grow up strong and healthy; {2) that-coverage is-targeted: through grant programs and -
Medicaid, this investment should cover as many uninsured children as possible; and (3) that this investimont
supplements not supplanis coverage: this investment should cover children who do not currently have
insurance -- rather than replace public or private money that already covers children,

The Balanced Budéet and the Kaiser announcement build on the President’s previous successes in
strengthening hexith care coverage for children.

K Children and the Kassebaum-Kennedy Law. By signing this bill into law, the President helped
millions of Americans - and their children -- keep their health care coverage when they change jobs.
i k3
]
’ Children and Medicaid. Throughout his Administration, the President has fought to preserve and
strengthen the Medicaid program; its coverage of about 20 million children, makes it the largest single
insurer of children. The Administration has partnered with states through Medicaid waivers 10 expand

coverage 1o hundreds of thousands of children,
i

H

. Children and the Environment. The President signed an Executive Order to teduce environmental
health and safety risks to chifdren by requiring agencies to strengthen policies and improve research to
protect children and ensure that new regulations consider special risks to children.

. Children and Tobacco. The President has slso taken action to limit children’s access o tobaceo. Each
day about three million children become regular smokers and 1,000 of them will die {rom a tobacco-
related illness. To reduce this trend, the President issued guidelines to eliminate easy access 10 tobacco
products and to prohibit companies from advertising tobaceo to kids. According to former FDA
Commissioner David Kessler, the possibility of 2 comprehensive, public health oriented settlement with
the tobacco industry could not have come about without the President’s leadership in this area.

* Childrea and Immunization, During the Clinton Administration, childhood immunizations have
reached a historic high. The President’s childhood immunization kiitiative expands community-based
educationa! efforts and makes vaccines more affordable. In 1995, fully 75 percent of twe-year olds wore
immunized -- an historic high

{



P CHILDREN'S HEALTH

DO YOU BELIEVE THAT A CHILDREN’S HEALTH INITIATIVE CAN
EMERGE FROM CONGRESS THAT YOU SUPPORT? DO YOU HAVE A
PREFERENCE FOR HOUSE- OR SENATE-PASSED LEGISLATION?

Yes. We are working with the Congress o ensure that they produce a children’s health
initiative that provides meaningful health care coverage to millions of uninsured children.
1t is imperative that the single largest investment for children’s health care since
Medicaid was enacted in 1965 is efficiently spczz{ to cover the most pumber of uninsured
chi idﬁm

I am comumiited to making sure that any investment in children’s health care meets three
principles: (1) that coverage is meaningful: from checkups to surgery ~ children should
get the care they need to grow up strong and healthy; (2) that coverage is targeted:
through grant programs and Medicaid, this investment should cover as many uninsured
children as possibie; and (3) that this investment supplements ot sup;ziants coverage: this
investment should cover children who do not currently have insurance -- rather than new
money to replace public or private money that already covers children.

1 arn optimistic that the House and certainly the Senate will improve their fegislation. It
is cnmumgmg that Republicans and Democrats are working 1o ensure that the children’s
health package that is produced will ensure that benefits are meaningful and that low-
income'children are protected from excessive out-of-pocket costs. We will do everything
that we can to work with these Members as the bill is debated on the House and Senate
floor this wwlc

H
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WITH THE TOBACCO SETTLEMENT IN MIND, SENATOR LOTT
RECENTLY IMPLIED THAT THE SETTLEMENT MIGHT UNDERMINE
SUPPORT FOR THE TOBACCO TAX. PO YOU BELIEVE THAT THE
CONGRESS SHOULD RESIST PASSING A TOBACCO TAX BEFORE Ti'{i"fi
FINAL TOBACCO AGREEMENT IS WORKED OUT?

No. ‘The: Finance Commiltee, on a bipartisan basis, passed out an increase in the tobaceo
tax to provide additional funding for children’s health care coverage. The Congress
should not alter its decisions based on an assumption that an acceptable tobaceo
seftlement might be reached.



DO YOU BELIEVE THAT RESOURCES FROM THE TOBACCO
SETTLEMENT COULD COVER THE REST OF THE UNINSURED
CHILDREN? HOW WOULD YOU RECOMMEND INVESTING THESE NEW

DOLLARS?

We just i’neard the details of the tobacco settlement on Friday., Any final decisions about
how any money from the potential settfement might be spent are ebvicugly premature.
The tobaceo settlement could provide significant new funding for children’s health and
other public health initiatives. While we should be and are looking into possible options,
we cannot count on any of these dollars. We should not let the possibility of additional
revenue from a tobacco settlement underming the investment for children that has already
been agreed to in the balanced budget agreement.

P

DO YOU SUPI’ORT THE TOBACCO TAX THAT WAS INCLUDED IN THE
FiNANCE COMMITTEL MARK-UP? ' ‘

Yt:s | do hopc however, that we can dedicate more of the savings from the revenue «
beyond ¢ the: $8 billion -~ to other children’s priorities. -

i

WHY DID YOU OPPOSE THE HATCH-KENNEDY LEGISLATION? AND WHY
DID YOU NOGT OPPOSE THE ADDITIONAL 38 BILLION FOR CHILDREN'S
HEALTH FROM TOBACCO REVENUE IN THE SENATE FINANCE MARK-
uUpP. KQW DO YOU RECONCILE THIS INCONSISTENCY?

! have been supportive of using revenue raised from tobacco for health care since the
b&gznmng of his A{ﬁmmsmimrx It was expllcltly used as a revenue source for the Health
Security Act,

I did not support adding the Hatch-Kennedy amendment in the context of the budget
agreement because the Republican Leadership strongly asserted it would have
undcrmmed the budget deal and the $16 billion already aliocated for children’s health
care, | havc repeatedly said how difficult it was for me o oppose that legislation, wizzch
encom passcs godls I clearly support.

In the recent Finance Committee mark-up, the Republican Leadesship accepted a down-
sized tobaceo tax (20 cents) and allocated some of the savings (38 billion) for children’s
health. /Their support for this revenue source remaoves any barrier for me 1o support it.

i
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DO YOU BELIEVE THAT THE VOTE AGAINST THE CHAFEE-
ROCKEFELLER CHILDREN'S AMENDMENT WAS A REIECTION OF THE
YOUR HI:ALT!'{ CARE PRIORITIES?

No. While we were disappointed that Chafee-Rockefeller amendment did not pa:ss, the
Senators made improvements that responded 1o a number of the concerns that I had raised
. about the Chaieman’s mark and the Commerce Commitiee bill,

Before the final compromise was reached, the original Finance legislation fell well short
of assuring that the $16 billion for children’s health care was being effectively targeted 1o
ensure that the greatest number of children would be given a meaningful benefits
package. For example, it would have permitted states 10 use the $16 billion for purposes
other than expanding health insurance coverage to children, and it would have allowed
states to offer health plans that would not have included many important benefits that
chiidren need.

I do, however, believe that we need to continue to work to ensure that the final bill
inciudes provisions that guaraniee that low-income children are not exposed to excessive
o8t sha}riiig and to ensure that the benefit that is provided to children is meaningful.

.1 fought extremely hard to ensure that the $16 billion for chifdren’s health was in the
Budget Agreement. [ will continue to work to ensure that the final children’s health
legislation provides children with 2 meaningful benefits package and covers the most
chiidrcz; possible. '

;
{ -



MEDICARE

DO YOU SUPPORT THE INCOME-RELATED PREMIUM PROPOSAL THAT
WAS IN THE SENATE FINANCE COMMITTEE MARK?

First, what passed the Senate F iﬁancc Committee was not an income-related premium but
rather an income-related deductible that would allow high-income benef iciaries to pay
deductlblcs beyond the current limit.

The proposal is also outside of what was decided in the Budget Agreement. We decided
on what beneficiary savings were in the agreement and alI assumed there would be no
other beneficiary cost-sharmg burdens.

[ agree “'Jith the former Congressional Budget Office Director, Robert Reischauer that it
would be administratively complex and potentially unworkable in a practical context.
Regardless, it needs much consideration before we could support it as an addition to the
Medlcarc program.

For this reason, we do not support this proposal in the context of the budget negotiations.
However, we would be happy to have discussions with Senator Kerrey and others about
this'provision in another context. :

DO YOU SUPPORT EXTEND THE AGE OF MEDICARE AGE OF MEDICARE
ELIGIBILITY OLDER AMERICANS FROM 65 TO 67 YEAR OLD? :

Raising the eligibility age for Medicare from 65 to 67 is not consistent with the spirit
of the b:alanccd budget agreement. We do not support this provision in the context of
the balanced budget negotiations. It was not thoroughly discussed in the budget
agreement, and we believe that it raises a number of issues that have not been thoroughly
considered.

Many ehrly retirees would lose their private health insurance if Medicare was not
available to them. There 4.1 million retirees between the ages of 55 and 64 -- 24 percent
of all re:tirecs. Having no alternative available, many would become uninsured while they
were waiting for Medicare.

)
Health care coverage for early retirees is already dropping. The proportion of all
retirees covered by health insurance from a former employer dropped from 37 percent in
1998 to 27 percent in 1994.

'
The dcclmc n coveragc among active workers, which decreases the likelihood of retiree
health benefi ts, is a significant factor in this decline of coverage. The proportion of
workcrs who with coverage from their employer upon reaching retirement declined from
65 p(.rccnl o 1988 to 60 percent in 1994.



Only 30 percent of carly retirees {age 5564 years i.¢. non-Medicare eligible) have health
insurance from a former cmployer,

The cost of health care is also a significant factor for retirees. One-fourth of all retirees
wha elected not 1o catry their insurance into retirement reporied they made their decision
o drop insurance because it was tog expensive.

Unlike Soc;al Sccurity, if we raised the age limit for Medicare, beneficiaries who
retire enriy would not be eligible for a portion of benefits.

With Social Security, Americans who retire early are ¢ligible for a-portion of their
benefits until they reach the age of eligibility. There are no options for partial benefits for
Medicare beneficiaries who need access to health care coverage before they reach the age
of eligibility.

Yy

| : .
DO YOU SUPPORT THE HOME CARE COPAYMENT INCLUDED IN THE
BILL FROM THE SENATE FINANCE COMMITTEE?

No. itis :;wiszde the context of the Budget ;&gm:mcm anci it needs further raview before
preceding further in the legisiative process.

We zmzst remember that Medicare beneficiaries who use the home health services tend to
be in pmrer health. Two-thirds are women, and one-third live alone. Forty-thres porcent
have incomes less than $10,000. We would want to therefore make certain that a
copayment would not place excessive burdens on beneficiaries who truly needed the

benefit.

While we do not support this propasal in the context of the Budget Agreement, we do
believe iha{ proposals like it merit consideration in any serious review of options to
addressizzze fong-term financing challenges confronting the Medicare program.

THE HOUSE COMMERCE COMMITTEE, THE WAYS AND MEANS
COMMITTEE AND THE SENATE FINANCE COMMITTEE ALL VOTED TO
FORM A MEDICARE COMMISSION. DO YOU SUPPORT THIS AS WELL?

We have always indicated our support for a bipartisan process to address the long-term
needs of the Medicare program. However, our first goal is to pass the Medicare reforms
in the Budget Agreement that will extend the life of the trust fund for at least a decade,
We still have lots of work to do on this deal (¢ ensure that we get the provisions agreed to
in the Budget Agreement. :

A Cormmission similar to the different approaches outlined in Congress may or may not
be the best bipartisan process. We will continue our conversations with the Demotrat
and Republican Leadership to determine the most advisable course of action, -

H



AlIDS

WHAT IS YOUR POSITION ON THE MAYORS’ RESOLUTION IN SUPPORT
_FOR FEDERAL FUNDING OF NEEBLE EXCHANGE PROGRAMS?

Current law prohibits the Administration from authorizing the use Federal funds for
needle exchange programs uniess there is conclusive evidence that they do not encourage
drug use, Although there is strong evidence that indicates that needle exchangs programs
help reducc the spread of AIDS, we have not congluded our review on whether these

programs increase the use of drugs,
i

We are consulting with HHS and the Office of National Drug Control Policy in this,
regard. But once again, we are explicitly prohibited from releasing Federal public health
dollars until and unless a formal determination is made that-the use of these programs
does not increase drug use. It is important to point out that local communities remain can
and do use non-Federal funds o support such programs,

l .
HOW DO YOU RESPOND TO AIDS ACTIVISTS CALL FOR MORK FUNDING

OF PROTEASE INHIBITORS FOLLOWING UP THE HHS-ISSUED
GUII)E%INES LAST WEEK ON AIDS TREATMENT?

The Departinent 13 reviewing the budget implications of the new treatment guidelines for
the AIDS Drug Assistance Programs (ADAP). We are working with states to delermine
whether our current budget does enough to help states treat those in need. I it becomes
clear that there 15 o severe shortage in this area than we will - as we always have -« make
every effort to address these problems.

l
Last yeax%; when we determined we needed more funding for this program to cover the
then new protease inhibitor drugs, we sent two budget supplementals to the Hitll. My
Administration has nearly tripled funding for ADAP since I took office, and my current
budget represents an 168 percent increase for Ryan White,

WHY NOT EXPEND THIS KIND OF ENERGY AND'RESQURCES ON A CURE
FOR BREAST CANCER OR HEART DISEASE OR DIABETES AS IT SEEMS

TO FOR AIDS?

H .
This Administration has made a strong improving biamedical research an extremely
smportant priority. We have increased investments in biomedical research at the National
Institutes of Health by an impressive 16 percent since the | took office,

3 .

H
These additional investments has been used to increase investinents in biomedical
research in & number of imporiant areas. For example, funding {or breast cancer research

has inercased by 76 percent since 1993



PLA3-1997  14iue - UL QB L, Bl Sidig ™ T T e S G e
i .

| GIVING[‘ AMERICA’S CHILDREN A HEALTHY START:

‘ 'HOW THE $24 BILLION IN THE SENATE
RECONCILIATION BILL HELPS UNINSURED CHILDREN

1 IN WORKING FAMILIES

i
Stan Dorn

Health Division Director

Dr. Martha Teitelbaum
Senior Health Researcher

Children’s Defense Fund -

July 3, 1997

3% ¥ Sireet, NW
| . ( Washingwn, OC 20061
' Tefephowe 202 628 8787
Far 2026623510



P

o ey e,

JUL-BE-31997 140 % m CBP‘ 4TH Fz. 6652»3548 TG BA3ELLE2 P.BIY7

The $24 billion over five years approved by the Senate for children’s health insurance
reprasents the most important opportunity to expand child health coverage in many years. A critical
question is whether these funds will be well spent 10 provide good insurance coverage for the largest
possible number of uninsured children. Public opinion polls show strong support for raising fobacco
taxés to provide health coverage for unipsured children in working families. Strong safeguards,
like those in the Senate bill. must be in place to ensure that funds are spent for that pumpose.

Some have questioned the need for the additional $8 billion for children’s health insurance
that received swong, bipartisan support on the Finance Committee and the Senate floor. It is clear,
however, that 516 billion over five years will take care of only & fraction of uninsured children.
More is needed. ‘szh the full $2¢ billion in the Senate bill, or a greater amount if more tobacco
revenves e made available, this country will ke a very substantial stcp towards covering all 10
million of the nation’s-uninswred children.

FINDINGS

One key question before Congress is bow much money to invest in covering the nation’s 10
million uninsured children, 90% of whom have working parents. The Reconciliation bill ‘adopted
by the House would allocate $16 billion in grants to states over five years. By an 18.2 vote in the
Senate Finance Committee and an 80-19 vote ou the floor, the Senate last week added $8 billion
over that same period, raised by increasing tobacco taxes 20 cents a pack, for a total of $24 billion
over five years. This report looks at what will happen in the year 2002, when the Senste program is
fully phased in. .

ﬁ!.lh'_pmf:d_m T"hc $16 bzll:ou ang:ma!iy :ncludcd in the Scnatc Bill a&ocawd $3 9 i:ziimn
in grants for 2002, Even if the rules in the Senate bill apply and states use these funds
efficiently and r:miy 10 pmwda umsumd chﬂdmn wx:h health coverage, this $14 billion
aY : ; hildren, Keeping child health funds
approvcci by the Scnatc wmzié prmrldc 32 i}ziizan more in grants to states in 2002, so the
gL _ sillion otherwise uninsured children,

. While the $24 billion in the Senate bxi} would not cover all uninsured ch:idmn. it
would make # huge down payment o solving the problem of 10 million currently uninsused
American children. Congress and the President must ensure that at feast $24 billion remain
in the Budget Reconciliation legislation when the bill is signed into law.

. The House bill has no safeguards to assure the $16 billion will be used for new child
health coverage. Therefore it is difficult, if not impossible, to estirate how many children,
if any, would be covered by the House bill.

This Special Report assesses how far these different sums could go tawards meking health
coverage available and affordable for every uninsured child. As with any new initiative, it is
mzpassxblc 1o foresee its implememation and results with certainty and precision. Bur we can make
estimates based on reasonable assumptions. This Special Report assumss that states do a good job
with the basic block grant structure as proposed in the Senate and that the nules work that the Senate
put in the bil! ® kcep states from diventing child health dollars away from covering uninsured
children. Thiss omate strueryre rather than that in the House bill because, under
the House biii itis muciz easier for states 1o use federal funds for purposes other than providing
health § insurance 10 currently uninsured children,
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AERPENDING TECHNICAL ANALYS(S

1. HOW MANY CHILDREN CAN BE HELPET

vl

*,

! -t 18

' . . :

. Aspartof Budget Reconciliation, both the House and Senate approved two bills: 2 spending
bill and a tax bill. Both the Senate and House spending bills provide $16 billion in child health
block grans to states over five years. The Senate tax bill furnishes an additional $8 billion for’
children's health coverage, for a total of $24 billion. When the $16 billion in the Senate spending
bill is fully implememed in the year 2002, states would receive $3.9 billion in annual grants. How
many children would this cover. if states do an efficient job and do not siphon off finds © other

purposes?
The Senate child health bill is complex. Administrative costs, some special program costs,
and some parvicutar groups of uninsured children have first claim on the funds;

» 12 months continuing Medicaid eligibility. Child health coverage appropriations are reduced
to compensate for funds spent under the new Medicaid option to provide 12 months continuing
eligibility 1o children who now qualify for Medicaid for only part of the year. CBO projects that
this new option would cover 130,000 c¢hildzen. In the year 2002, CBO slso projects that federal
Medicaid costs per child will average $900 a year.” This analysis accordingly subtracts $117
miltion from the funding available for uninguced children.

Unigsured children eligible for Medicaid. Under the bill, funding for uninsured children not
currently eligible for Medicaid is likewise reduced o the extent outreach activities under the bill
increase Medicaid spending by raising enroliment of Mcdicaid-eligible bur uninsured children.
Because these children are covered at a lower federal matching rate than the uninsured children
for whom remaining appropriations will be spent, a [arger estimate of states™ success in enrofling
Medicaid-¢ligible uninsured children will increase the total number of uninsured children
projected to'be covered under a $16 bitlion bill. We assume the states will achieve substantial
but not implausible suceess in reaching children eligible for but not enrolled in Medicaid. We
assurne that the national average percentage of children eligible for Medicaid but not enrolled
will move two-thirds of the way towards Vermont, the state with the lowest such percentage.’
We also assume that, without the Reconcilistion bill, the number of eligible but not enrolled
children would rise from 3.0 million children in 1995 t 3.2 million children in 2002 Under
these assumptions, 1 million eligible but not enrolled children would reveive Medicaid

i

¥

' Conpressional Bydga Qe Janvary 1997 Baseling: Medicwid revised Februgry 7, 1997, This docament is the
sautce of all our cited CBO projections for furire Modicaid coxts and enroliruent under current jaw,
? aillions of Uninsured ond Underincured Children ore Eligible for Medicaid (Center on Budget and Policy Priorities
Y 1997). Averaging the high and low ranges reported by the Center, the percentage of cligibic buc unenrolied children
would drop o 15% to 24%, two-thirds of the way rowards Vermont's 19%. [t will be difficult for many other staes
1o dupiicate Vermont's record, given the sbseace of large urban centers in Yermont. a fow immigrant population, and
fow mobility among Vermont residems. These estimates of unenrolled children may be high, because they arc based
purely on children’s goarantesd incoms eligibility for Madicaid, as reported by the Census™ March Current Popatation
Survey (*CPS™), which many observers bolicve under-reports Medicaid enrolimeny; 2nd many of these childeen in fact
ruay be imeiig,ibic; for Madicaid because of assets, such as ownership of a car for wark, o cther factors unrebited o
Hcome, :
¥ f'the 3 millioa fzmmber is projected to rise in proportion wx CHO projections of the wtal number of Medicaid eligihizs,
it would reach 3.3 miflion in the year 2002. 1f it Is projected to rise in propordon 1o Cansus projections of children’s
population gmw‘t;h. it would teach 3.1 millioa, Qur 3.2 million estimme averages these two projoctions.
; :

H
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coverage. 3t a 160¢rai ¢ost of 900 a child. curting another 3800 millivn from the funds available
for new coverage of children ineligible for Medicaid under currens law *

» Qutreach sllet-asiﬁ& 1% of the basic allotment fund, which begins at 85% of totai
appropriations, is set aside o ﬁm‘d increased outreach, We accordingly subtract 85% of the
$1.9 billon, or $24.5 millien, for the outreach set-aside.

~» Funding for the Territories. The Termitories receive .25% of the 85% basic allotment fund.
We agcordingly subtract 25% of 85% of the total $3.9 billion allocation, or $6.1 million, for the
Termtories. . ‘

¢ Administratlve costs. We assume that gtates take advantage of the right the bill grants to take
for aémiz}istmtivc expenses five percent of the basic allotment fund, less the outreach set aside
and funding for the Territories. Assuming that the basic allotment fund continues to comprise

85% of to1al appropriations, this leaves room for $121.2 million in administrative costs.

» 5% bonus payments. The bill provides 3% bonus payments from the basic allotment for each
child with family income under 200% of the federal poverty level who was covered in Fiscal
Year 1996 as an optional Medicaid beneficiary or under a state child health program. A state
receives payments equal to 5% of the cost of covering ¢ach such child in future years. Such
boruscs do not apply to poor children ages 4-18 afier their Medicaid covernge would have
been phased in under curreat law. To derive the number of optional Medicaid ligibles
receiving 5% bonus payments, we analyzed data from the March 1996 Current Population
Survey (“CPS™) and found that 1.8 miltion children in 1995 were covered by Medicaid and had
family incomes below 200% of poverty but above required Medicaid ¢ligibility levels after the
above-described phase-in is complete. These levels are: {(g) 133% of the federal poverty level
for children ages O through S, inclusive; and (b} 100% of poverty for children ages 6 thraugh 18.
We estimate thar 277,600 children were covered by state programs, based on a recent report by
the Alpha Center.” To determine 2002 costs per child for optional Medicaid cligibles, we used
CRO projections of $900 in federal costs, Assuming continuation of the current overall federal -
57% share of Medicaid costs, that translates into $1579 in state plus federal costs per child. For
non-Medicaid program costs, we assumed they would cqual 80% of Medicaid costs {see nate 6,
below), Based on these assumptions, we concluded dhat such $% bonus payments would total
$144.5 million in 2002 for optional Medicaid coverage and $17.5 million for current state
programs. :

e 10% bonus payments for cascload growth, The bill provides 10% boaus payments, sbove

’ normal federal matching rates, for Medicaid caseload growth among optional cligibles with
family. incomes below 200% of poverty. We assurue that the caseload growth among these
children will parallel the growth that CBO projects for Medicaid-covered children as a whole. If
50, these 1% bonus payments for caseload growth among optional cligibles wiil consume an
additional §2$.9 million. :

After these funds are subtracted, $2.5 billion remains for grants to cover other uninsured
children, In addition to relying on CBO projections of Medicaid costs per child, wa make the
following assumptions sbout how many children these funds will reach:

*“I'he bill provides that &inds are also subtracted besed on the rumber of poor childrea ages 14-18 who receive
caverzge carlier than mandated under current law, which phases in their coverage through the year 2002, This factor is
not relevant t¢ this analysis. which spplies to the yoar 2002, when thelr coverage is required under current iaw.
* Gauthier and Schrodel. Expanding Children's Coverage: Lessons from Scase Initiatives ins Health Care Reform {Aipha
Center May 1997) Table 9, p. 27, Mast of the children covered by the programs fisted in the Alphas Center’s analysis
ars sovered through Medicaid. including through the Hawait QUEST waiver, MisoasotaCare, RiteCare, TennCare,
Yermont's {x. E)jgnosauf propram, and Washington's Basic Healih Plos program,

2
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‘e Most states will choose the block grant. Tae bill gives states a choice between taking hei
increased funding in the form of a block grant or expanding their Medicaid programs. Few r
states will bcl likely to take the Medicaid option, since the block grant offers them more
flexibility anfi less accountability. Accordingly, we assume that 85% of the uninsured children
benefiting from this program (not counting the Medicaid children described above) will live in
block grant states and that block grant costs per child will avecrage 80% of Medicaid costs. The
latter estimate is consistent with much information emerging from surveys of private insurance
and state-level child health programs that offer benefits less comprehensive than those covered
by Medicaid and more like those now in the Senate bill.* We note, however, that further
improving the benefits package in the Senate bill could make an enormous difference for a small

- number of children with special health needs, increasing average costs per child only slightly,
and therefore having only a slim impact on the total number of covered children. -

* Many families will make small premium payments. Studies report that when low and
moderate income families are asked to make more than nominal premium payments, few scck
coverage.” There simply is very little room for health insurance payments in the budgets of
low-wage, working families. Affordability protections in the Senate bill thus limit the amounts
that must be paid to cover uninsured children in low-wage, working families with incomes
below $19,950 a year for a family of three (150% of the federal poverty level). Accordingly, we
assume that, on average, families will pay 10% of premium costs, with the federal and state
governments paying the remainder. This acknowledges that, while some families will pay
nothing, others with coverage will pay modest amounts.

Under th:esc assumptions, 4.35 million children would be covered under the $16 billion bill,
including 1 million Medicaid-eligible children not previously enroiled in the program and 130,000
children receiving 12 months of continuous Medicaid coverage. However, some of these children

" may simply shift over from private insurance. The so~called “crowd-out™ problem - the risk that

public subsidies may cause cuts in employer-based insurance and pull previously insured children
into the public program —.is much debated. The General Accounting Office (“GAO”) found the
academic literature inconclusive, with three of five studies finding no crowd-out effect.’ Minnesota
has had a strong child health program in effect since the 1980s, yet the state now has the third
broadest private hezlth coverage of children in the country.” The study CBO cites for its analysis of
crowd-out concerned pregnant women, not children, and noted that, in fact, much of the effect
attributed to crowd-out could result from ongoing declines in dependent coverage offered and
funded by employers that are related to general employer costcutting and unrelated to state
Medicaid expansions.m : :

* According 1o data from the Urban Institute 2nd the Council for Affordable Health [nsurance, the typicat cost of
childrens private health insurance averages 83% of Medicaid acute care costs for children. Gauthier and Schrodel,
supra. p. 23. In part this is because Medicaid children on average have greater health problems than do children with
private insurance. State programs offering broad benefits less than the fully compreheusive Mcdicaid package have
costs per child that range up to 89% of Medicaid costs. [d, Many staic programs, such as those not covering inpatient
hospital care or other services, cost much less. '

* Marquis and Long, “Worker Demand for Health Insurance in the Non-Group Market,” Jownal of Health Economics,
vol. 14, na. 1 {May 1995). pp. 47-63. cited by CBO, Statement of Linda T. Bilheimer on'Proposals to Expand Health
Coverage for Children before the Subcommittea on Health, Committee on Ways and Means (April 8, 1997) p. 9.

* General Accounting Office, EMPLOYMENT-BASED HEALTH INS URANCE: Costs Increase and Family Coverage
Decreases (GAO/HEHS-97-35 February 1997) pp. 21-22. ' _
® Data from 1994-1996 March CPS, averaging the percentage of children under age 18 with privatc heaith insurance

each state over the three-year period from 1993-1995. :
 Dubay end Kenney, “Did Medicaid Expansions for Pregnant Women Crowd Out Private Coverage.” Health Afaire.
vol. 1&. no, 1 {January/February 1997}, ac p. 186. cited in CBO. Statemeant of Linda T, Bitheimer, supra, p. 11. This

' ' 3
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Among the five Key crowd-our studies cited by GAO. we base our ;mai*, sis an neither the

 three studics f’mdznﬁ no crowd our nor on the study finding the largest degree of erowd-out,!’ bur
rather on an Urban Institute study focused oo children that found some modest crowd-our. This
Urban Institute situd\ found thar, dunng the period of Medicaid expansion wi ‘
prevent crowd-out. 22% of newly covered cmidrcn in low-wage, working, near-poor families may
have shifted from private to public coverage.'? Both the House and Senate bills require states to
take some measures to prevent losses in employer coverage. This analysis assumes that states could
cut crowd-out rates to 1 1%, half of what they may have been without any anti-crowd out measures.
This means that 350.000 of the 4.35 million children covcred undcr the blil would have been
coven:d prckusiy by pnvam insurance, {ez

The additional $8 billion in tobacco tax funds the Senate reserved for children's health
covezage azicis SZ bz%§z:z © {ﬁe 2002 aﬁecazzetz Usmg the abovc-éescnbeé mez%zcsdaﬁ?gy Sh:x

study, unlike the mdy by the same wnhors on Which Gis analysis bages its crowd.outl esTimates, dnnlyszs pregnant
womern, Thers are mwy reasons why pregnant women might be more likely dian children 10 tose privag insarance
coverage. For axmnplc some womnen fose their jobs when they become pregaant,

1 Cutler and Gruber, “Medicaid and Privare Tnsutance: Evidence and tmplications,” Health Affairs, vol. 16, no. |
{January/Febouary 19973, pp. 185-183, which has received some crivicism. See, e.g., Swarty, “Mudicatd Crowd Out and

the Inverse Truman Bind.” faguiry {Spring 1996) pp. 5-8.
 Dubsy and Keoney, “The Effecrs of Medicaid Expansions on Insurance Caverage of Children,” The Future af'

Children, vol. 6, no, 1 (Spring 1996), pp. 152-161.
Y with the higher grant amoun, the Following numbers change: outreach funds reach $41.5 million: funding for the
Territories rises (0 $10.4 miltion: and adminiswarive costs reach $205.3 million, leaving $4.4 biltion to cover 6.7
milton children, 600,000 of these children would hiave shifted over from private covmgc, leaving 6.1 million
previously uninsured children obtining coverage. =
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( EMORANDUM ‘

To:  Gene Sperling

From: Marfan Wright Edelman . .
Date: July 2, 1997 : Chifdrens ﬁefez:nr ?zm:%
Re:  Assuring a Real Cinld Health Coverage chzory in Ccnfemzzcc .

I'm pleased the President has said that the revenues from the 20 cent tobaceo tax should go to real child
health coverage and children, and that the Administration worked in the Senate (o improve the benefits and cost-
sharing provisions for children. While there are many important points to work on in the House-Senate
Conference to assure that the maximum number of uninsured children is covered, [ hope that the Administeation
will ggree and insist on the four steps below as absolutely essential to create a program that takes a giant step
toward making real inswence affordeble for all 10 million uninsured children:

iti 16 bill ) g he origine ALIGem: t,AsyoukaawPaymg
for children’s cavcmgc ﬂmugh a taba::w ta'x prozccts chﬁdrm § hcaith twice. Since the variation from the
budget agreement requires bipartisan approval, we hope the White House will exert very strong leverage to
make sure at least $8 billion of the proceeds go 1o ¢hild heaith, and that the rest goes to the other needs of
non-affluént children. In addition, the Senate provision that continues the tobacce tax beyond five years but
. ends the child health funding from that tax must be fixed: the added children’s health coverage funding
( must continue in the out-years along with the funding source.

mstzred i}y cspncmai gtate Medicid or oz‘hcr pmgmms and shczzld rot be available for purposes other than
pmwdmg insurance ta new children. The Bipar eement provides for covering “eninsured”
children in the most “cost-effective” manner possli:%e. Avmdmg the diversion of funds to purposes other
than insurance or 0 chiidren other than the uninsured would be {nconsistent with that agreament. In order 1o
allow states that have - already expanded coverage to make the best use of the funds for their own still-
uninsured children, the Senate’s 200 percent of poverty cap on who is eligible shcmlé be lifted, but states
should be required to use funds for the jowest-income children first.

; ; [ epefits ¢hi read. Coverage for both prcvcnuvc care and
ap;arcgnatc spe::cmhy care is cssmual ’I‘hc addmcm of vision and hearing care inthe Scnazc was an
important step. . We need to hold onto the Senate package and improve special needs coverage.

. The Senate bill protects

ch;lcircn v.mder 1 S{) pcrcent of p@a eriy

With these steps, wc can achizvea rcmarkabic children’s health victory in 1997 and avoid the diversion
of taxpayer dollars from urgent and solvable national needs. All of us peed  see that government can in ﬁlct

[ efficiently and that crucial social problems like lack of child health insurance can be solved.
..

Piease call me at 562-35{30 or Jira Weill at 662-3561 i you have any questions.
; 25 € Suual, MW
. Waghingion, 00 20001
| Telephose 202 628 8787
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MEMORANDUM !
TO: . Gene Sperding | Children's Defense Fund
FROM: | MM: Edelman |
DATE: : June23, 1987
RE: . Bringing Our Children’s Health Boat to Safe Harbor: Achievinga

Real Chitd Health Coverage Victory and Legacy

That the child health coverage debate has gamered bipartisan end nutional
atrention offers both great hope and danger to children, Any $16 or $24 billion investment
could make a great leap forward for children’s health, but only if the funds are not
hifacked into 2 governors® stush fund so flexible that they can be diverted away from child
health insurance for other state needs, or can be used to supplant funds currently being
spent to mxure 4 1/2 million optional Medicaid children, or erode the benefit packagc
children getor the cosi«sémnng their families can afford.

I . .

At 2 minimuat, I hope the Administration will do wihatever is necessary to ensure
that new monies go to cover children not currently covered or who are eligible but not
receiving the help they need. No child should lose the coverage they currently have.
What a tragedy if $16 - $24 billion resulted in billions going for purposes other than child
health insurance, millions of children getting i¢ss benefits and protection, and millions
fower uninsured children getting coverage than the money shauid reach, yei the public
wrongly believing a solvable problem has been solved.

e

Children -- not govemors - should be the prime beneficiaries of a new child health
initiative. '
I

MWEfemb
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Chaldray's Defonse Fund

July 2, 1997

The Honorable William Jetferson Clinton
President of the Ugited Statcs

The White House

1600 Pmsylvama Avenue

Washingion, B C 20500

Deay Prezsiéexzt Ciinton:

] twn to dnscuss gzwntms for ¢zzsunng ﬁ:a:t thc c}uki he.althpa:t ' F
%6 on Reconeiliation reaches the greatest number of children in the most
Smcc the confcrees will bcgm mcctmg as early as aext week, we hope to'schedule

Regmcﬁtaﬁves from child advocaey, tobaccs control, health, wiigious. scnia:s’;vand A
women's organizations will be preseat at this meeting, along with the coalition’s co-convenors,
the gmer’icazz Cancer Socicty, and the American Nurses Association,

{ iook. fotmt:zi to discussing with you this opportunity we have to make a giant step

toward insuring all ei‘ Amcrica's uninsarced children. T will ask my stff 1o call your siaffto
follow up.

WEIR:
caed T Dok,

Mas

Sincerely yours,

+
F

B s mm—

Marian Wright Edelman
President -
; . Children’s Defense Pund ’

i 25 [ Sircet, NW

Washinglom, DX 26001
Yelophone 2432 628 8787
Far 02662 3TN0



Leriaer s mais
i .

mimbree w o emeny

57 1S'S6 FROM CDF 4TH FL:662-3540  © 70 S202IISHE P03

13
|

campatgn for GHILD Health Now

Supporters

FAction on Smoking and Health _ Business and Professional Wornen/USA
F Advocacy Foundation for Women & Children : Capitol Hill Group Ministey
Advoeates for Chlldren and “Youth, Inc, LCatheliz Community Services
Advoester far Youth : ‘ - €hild Devolopment Unis — Tho Children®s Hospital
Aftican American Woman's Clergy Association ’ Child Watch of Jacksonvitle, Florida
Alliance for South Cargline Children Child Welfare Leagus of America
Alliance w End Childhood Lead Polsoning . Children First Fow Oregon
Alpha Phi . Childres Now
American Academy of Child & Adolescent nychmtry -Children at Risk
American Academy of Family Physicius : Children’s Actlon Allisnce
American Academy of Neurology Children's Allisnce
American Association for Health Education Children’s Defenge Fond
Amarican Assoclation for Respirntory Care - Children®s Health Fund
American Association of Educational Service Agencies Chlildren*s Heslth Progran:
American Association of Family & Congumer Sclences Children’s Home Seclety of Virginta
American Assoctation of Pyychiatric Services for Children Chitdren's Hospital of Pittsburgh
American Assoctation of Fatived Persons (AARP} Chikdrea’s Trust Fund
Amoricun Associstion of Schoof Administrators Ctizems” Comanitise for Childesn of New Vo, [ue,
American Asgociation of University Women " Citrnas for Missmzri 3 Children
American Cancer Society . Chtizenship Education Fund
Amerloan College of Chest Physicians Coalition os Human Noods
Awmerican Fodoration of Toachers, AFL-{IO - Comminee for Chitdren
Ameriean Eoderstion of Stats, County,, and Municlpal Communications Workers of Arerien, AFL-OIO
{ Bmpioym Conmeeticut Association for Human Services
- sican Hewrt Association | Connolly Consaliing
- American Lung Association/American Tuoracic Soclety Consortium for Citizzns With Disabilities - Health Task Forcs
- Amorican Medical Associstion _ Council of Chlefl Siue Schoot Officery
American Madleal Women's Aczociation ) Council of the {}reat City gcizeeix
< American Mushm Comeit | i DX Action for Chiidren
American Network of Coramunity Options & Resources Dade County Children’s Sarvicas Council ‘
American Nurses Assoatarfon Pisabitity Riphts Bdneation & Defenss Fund
Amerioan Payshiatrio Amsnaiation , Division for Basty Childhood of the Councl for Bxcspticnal
- American Public Health Association . Children
Ameriean Soclaty of Addiction Mediciue - Ebenerer Baptist Church
Ametican Society of Clinical Oncology End Hunger Mebwork
American Speechrlanguage-Tiearing Assoclation Eolscopal Clanels
Americans for Democratic Action Byangelical Lutheran ©huroh in Americs - Lutheran Office for
Appaiachian Office of Justice & Peace ) Goverameantp! Affalrs
Arkansas Dyisabiisy Coalition Families USA
Asltan & Pacific istander American Health Forum Foamily Yolees
Azsocintion for Supervision & Curriculum Development . Federntion for Children Wit Speain! Nosds
Association for the Care of Children's Health Federation fiw Citizens with Spacial Needs
Association of Asian Pacific Commanity Henlth Oeganizations Federation of Families for Children"s Mental Health
Associstion of Community Organizations for Reforn Now Friends Association for Children
Association of Schools of Publle Health Gagren County Commission for Women
Association of Women's Health, Obstetric, and Meonotnl Murags Genernl Faderstion of Worran'¢ Clubs
Atania Women's Fand ‘ Generations United
Avance Pamily Support and Education Program Georpla Council oa Child Abuse
Bazeion Centar for Mental Health Law Girl Scouts USA '
Ben & Jooy’'s Humemaody, nc, Gray Panthaors
T 1 & Girls Clubs of Greater Washingion Health Access California

ad for the City and Zacchacus Free Clinig, Tuc. Hermnnnos y Hermanes Mayores
: !


http:Childho<.X3
http:A�ociatl.OU

I
l

,_ f}-;m() Croup

Human Rights Campaigs

EICAN! America

Indiana Health Centers, Ine.
institute for Child Health Policy -

" institute for Vamaiy»%ictcd Core
Intertiealth

-
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HATCH-KENNEDY CHILD LEGISLATION, §.525 AND 8.526

Supporters

Internaticnal Federation of Professional & Technlen! Bogineers

Islam: Community Ralations

Jack and 33t of America, e,

Jesso ©. Bland Quitroach Ministry
Jewish Counell for Public Affairs
Jewish Women International’

Ztie Community Center, e

Jusdder for All t

Kids Project '

Latine Counsil on Alenko! & Tobacco
League of Women Vatess of the U 5.4,

Leagee of Women Voters (Jows)

Laague of Women Vorers (Virginis)

Legnl Services of Northom vk‘giaia and the Law Canter for
Children .

Lineoln Congregational Templc [EX o4 4
Mazine Children’s Afilance |
Maine Women's Lobby '
{ » sachnsens Advocacy Center
ssachusetts Campaiga for Children
Massarhusetts Medical Society
- Maternal and Chlid Health Conunines
. Memorinl Chitd Ouidinge Clinle
Michigan Hesd Star¢/Barly Childond Program
2 Mississippi Forum on Children and Familics
- MadtiCainiral Family and Youoth Foundation
Mukiple Exceptivuatities sod Needs Suppont Group
* National Alliance to Bad Homelesmees
. National Assaciation for HomeCare
" National Associntion of Child Care Resource & Referral
Agencics ;
National Associstion of Childion's Hospitals
National Assoclation of Cammissian for Women
Narlonal Association of Commugity Health Centers
National Association of County and City Health Officials
Pazlonal Association of Dovelopmental Gisabilities Coumsils
T Natiennl Associntion of Hispanie Nurnes
National Association of Mmsmty Political Families, USA, ne.
Nafionad Assouistion of Megro Rusiness & Professional
- Women's Clubs, Inc.
Neticnal Association of Peopic with AIDS
“Mational Associatian of Puklic Haspitals & Health Systems
National Association of School Nurses
Natioual Association of School Psyshologiats
National Assowdation of Sacial Warkees
donal Black Caucus of Btate Legiclstors
stional Black Child Development Institute

f

National Black Police Associstion

Nationa! Conter for the Early Childhood Work Fores

Natignu! Center for Tobaosatres Kids

Narional Coslitios of Hispanic Health and Human Services
Organizations, COSSMHO

Hatlonal Comsrufitee 10 Proserve Socia! Sseurity and Medicars

Mational Community Action Foundation

HNational Community Education Association

Natioral Councli for Cotmumity Behavioral Healthonee

National Council of Jewith Women

Nationsl Council of Wegre: Wamen

National Counctl of the Churches of Chrlst in ths USA

Natignal Council o Family Refations

National Couneil on the Aging

Pational 2own Syndrome Society

Hationa| Bastor Seal Socioty

National BEducation Assogintion

National Family Planniog and Reproductive Health Association

1199, Nativnal Heslth & Human Service Bimployees Unfon,
AFLACIO

National Lasting/a Lesbian & Gay Organization

Natignal Mental Health Association

Mational Offics of Jesait Social Minisizies

Mational Parent Network on Disabiiities

Mational Parcot Teucher Associztion

Natiounn) Puerto Rican Coalition

National Smeking Cassation Campaign for
African-American Women

Nationad Tubcrous Sclerosts Association

Mationn] Drbea Lengue, Tig.

Mationsl Wornes's Law Center

NETWORK: A Natonal Catholla Seeial Justice Lobby

New Mexico Advocatas for Childeen £ Fanllies

Creology Nursiog Soclsty

Parent Notwork For Children with Disabilitiey

Penasylvamia Partnarships for Children

People Ine, of Southswent Virginia

Philadelpkia Citizens for Children & Youth

Preveot Ohild Abusc, Virginia

Ready mt Five Parmership

Regional Addicticn Prevention, Inc.

Religious Action Conter of Reform Judaism

Robert F. Kennasdy Memoria)

Rocheror Arsa Childoey’s Collaborative

Razermount Parent Policy Commlitiee

Salt Lake Community Action Program

Sehool Soctal Work Association

HSeeds Magazine

Kerviee Employess Tntvmmmmﬂ Ilnion, AFLALIG )

Social Responsibility Commistes, Towson Unitarian Universalist
Church

Spias Billda Association of Amorion

Stand For Children in Tulaa Commities

Sunrise Center, Ing.
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HA’E‘CH»»KENNEDY CHILD LEEGISLATION, 8.525 AND 8.52¢6

1 Supporters
1 County Youth Colfaboration ) Voices for illinols Children
) : Washingion Ethical Action Offics, Amerlcan Ethical Union
son Association For Child Caore, Tne, Washington Legal Clinie for the Homusless
Tolsa Area Child Abuse Coalition {{)E{} Wormoe Work? The National Network for
Union of American Hebrew Congregationy Womeg's Employmenz
Unives} Aato Workers, AFL-CIO ) Women's Child Sopport Assistance
Unilted Cerchieal Palzy ' . _ ‘Women's Legal Defense Pund
United Food and Cammesical Workers Unfon, AFL-CIO VWomen's Misslonary Saciety of the AME. Chewch
United States Assgcintion for Child Care Yeliow Springs Cormraynity Children’s Centar
Usiversity of Iilinoks a1 Chicago, Schou! of Public Health young Mother’s Educational Development
Yermont Campaizn o Bnd Child Hunger
Vermont Children’s Forum .
Virginia Interfaith Center for Pzz?:d ic Policy . July 7 1997
Virpinia Poverty Law Center
Yoioes for Chlldres I Nebraska
H
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A Brief Bisgraphy of Marian ’s?righc Edelman hipfwww. childrensdetense.org/bic.bunl
|
| A Brief Biography of Marian Wright

Edelman

B Moasan Wright Edelman, founder and

® president of the Children's Defense Fund

Ml (CIDF), has been an advacate for disadvantaged

| Americans for her entire professional career.

Under her {eadership, the Washington-based

CDF has become a strong national voice for

children and families. COF's mission is 1o

8% cducate the nation about the nieeds of children
1 and encourage preventive investment in

- o children before they get sick, drop out of

RZERM LI - school, suffer too-early pregrancy or family breakdown, or get into

by Marfae . . trouble. On the eve of 4 new century and milleanium, CDF seeks to

' ensure that no child is left behind and that every child has a Healthy

Start, a Head Start, a Fair Start, a Safe Start, and a Moral Start in life

with the support of caring parents and communities.

Mrs, Edelman, a graduate of Spelman College and Yale Law School,
began her career in the mid-60s when, as the first black woman
admitted to the Mississipp Bar, she directed the NAACP Legal

* Befense and Educational Fund office in Jackson, Mississippd. In {968,
she moved to Washington, D.C., as counsel for the Poor People's
March that Dr. Martin Luther King, Jr, began organizing before his

¢ death. She founded the Washington Research Project, a public interest
law firm and the parent body of the Children’s Defense Fund. For two
years she served as the Director of the Center for Law and Education at
Harvard University, and in 1973 began CDF.

Mrs. Edelman has received marny honorary degrees and awards
including the Albert Schweitzer Humanitarian Prize, the Heinz Award,
and was & MacArthur Foundution Prize Fellow, She served on the
Board of Trustees of Spelman College, which she chaired from 1976 10
1987. She is the author of several books, including Families in Peril:

+ An Agende for Social Change, The Measure of Our Success: A Letter
to My Children and Yours, and a new 1993 book, Guide My Feet:

v Meditations amd Prayers on Loving and Working for Children.

Marian Wright Edelman is mamried 10 Peter Edelman, a Professor at
Geargetown Law School. They have three sons: Joshua, Jonah, and
Ezra,

[P
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Children's
- advocate
| Marian Wright
- Edelman

Profession: Founder & prez of the
Children’s Defense Fund, a privately
funded children's advocacy group.

Annnal budget: $14 million.

u/ "y

The basic story: Feisty,
fast-1alking, tireless crusader for kids.
Through the Children's Defense Fund,
organized the Stand for Children
murch on Washington, D.C., which
drew 200,000+ people to Washington
fast June, Recently, she publicly
criticized long-time friend President

v Clinton for signing a bill cutting

I welfare benedits, saying that it makes a
"mockery” of his professed advocacy
for kids,

Born: June 6, 1939, in Bennetisville, S.C., the
youngest of five children of a Baptist miraster,

Education: B.A,, Spelman College, 1960;
1D, Yale Law School, 1963,

The way up: Just out of law school in 1964, '
*I love goti she opencd and ran the Mississippi office of the
: ove gé}};z}g to NAACP Legal Defense and Education Fund.
- Harvard Law She brought then-New York Senator Robert F,

School and Kennedy to the homes of poor Mississippians
: in a successful quest to draw attention to the

L
¥

HEVHR
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seeing kidsiwho
started out In
Headstart."”

in a successful quest to draw attention to the
problem of hunger and make federal food
stamps free,

What next: Helped Martin Luther King Jr.
plan the Poor People’s March on Washington,
which took place after his death, and in the
process formed the Washington Rescarch
Project, a public mterest law flrm, It in turn
started the Children’s Defense Fund in 1973,

On how things have changed: "We now take
it for granted that children who are mentally,
physically and emotionally challenged go o
school,” Edelman says. "l love going 1o
Harvard Law School and seeing kids who
started out in Headstart."

The march: While critics called the Stand for
Children march a defense of big government,
Edelman says, "It wasn't about big government,
it was about a just government. We ought to
hold the Defense Department to the same
standards of effectiveness and need as we do
Headstart. We have to stop the slogans.”

On family values: "We talk about family
values, but then we make it very hard for
parenis to care for their children. And then we
say, ‘Don't go on welfare! All you middle class
women, don't work and neglect your children!"”

Weh site: The Children's Defense Fund
organized the Stand for Children in part on the
Net. The march gained the support of 3,700
Organizations.

hitprwomen.com/ 1996/ ug/ 560807 profile himi

GHIBGT 151784


http://women.com/t

Profile - Marian Wright Eéeim;z ' . htipeffwomen com/ 1380/ug/860807 profile himd

¥
i

' Houschold: Husband Peter Edelman is the

: assistant secretary for planning and evaluation
in the department of Health and Human
Services and a former Robert F, Kennedy
staffer, whom she met when RFK came to
Mississippt, They have three sons, Joshua, 26,
Jonah, 24, and Hura, 21, Her best-selling book,
“The Measure of Our Success,” wasbom of a
letier she wrote 0 Joshua on his 218t birthday.

~

: Balavncing work & family: "Parenting is such
: a hard job. I know how hard it was for me to
hang on with a husband, a good job and
healtheare, 1 don't know what 1 would have

| done had | been a single parent.”

On her reputation: "l know people tatk about
my not being willing to compromise. On the
other hand { don't know what middie ground
there is between immunizing a ¢hild and not
immunizing a child. Between children dying
from guns and not. If that's self-righteous or
holier than thou, then sorry.” |

--Jonathan Sapers

(. ’ Posted: 8/7/96
mor .
Biofiles
{

Any comments? Tell us. Who else would you like to see profiled here?
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