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cathleen ClemenW, E$q.Ae:boeea Uebormlln, J.D. Legal Dit8OiorDirecror fif Pa1lt!y & Program 

AUll""t 20, 1999 

BrneeReed 

Assistant to the President & 

Director of Domestic Policy CoUncil 

The white HoUse . 

Washington. DC 20502 

Dear Mr. Reed: 

Thank you rortaking thetime to speak with me last week about The Cbildren's Aid Society', 
efforts to make the prmniSe o'fthe Stale Child Health In!luranoe Program (SCRIP) • reality for 
New York City children. The priorities outlined by Presideut Clinton in hi. address to the 
National Governol1l' Assoeiation match the strategy we have adopted: using the institution with 
whieh an young p.eople must affiliate - the ••hools - to identifY and _all uninsured children. 

Ofoourse. the Administratirin's'commitment to covering America~s children has been clear from 
tho start. I was rortunate to attend the Health Care Finance Administration's technical advisory 
panel on SCHlP oUtreach to immigrants, which illustrated the depth of this cOlllJ)litment. Over 
two days, advocates aM public health officials Jromaeross the country ,harad experiences and 
d(:veioped ~ategies abOut how to :reach one ofour neediest and most diverse populations 
immigrant childr~. . 

For the paf;tsixt~en ulol).thst Thl,( Childfim's Aid Society's Health Care Access Program has been 
providing bilingual ohild health ·insurance outreach. screening, and enrollment assistance in five 
public ilChools in. Upper Manhanan. The program enables panmts, the vast majority ofwhom are 

'immigrants, to complete ,the enrollment process in a setting that is familiar, trusted, and central to 
their dally routines. Between April 1998 aM July 1999, our sehool·based staff screened 970 
par~ts and children. connecting over 750 ofthem to govemment-sponsored health insurance. 

We have learned a great deal about effective way. to reach and enroll uninsurad children. aJJ,d 

both loeal and natjo"'!l advocacy groups have recognized our expertise, seeking infonnation. 
training, and guidatice on program desigu. We have participatad in initiatives that will ohape the 
widespread lmplemenmtion'of SCHIP, including the state', pilot and "",,<ion ofthe unified 
Medicaid/Child Health Plus 'application; the development ofa simplified recartificatioll process 
for children, imd the ciiy's pilot ofpr~ed"res for handling Medicaid applicatic>ns completed by 
community-basO<i organizations: 
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The Health Care Aecess Pr<>gram has demonsiiated the 'u'"''''''' of the school-based model of 

facilitated enrollment. Schools offer. a highly effective setting for enrollm<mt, particularly for 

children at the elementary and iltt:enn.cdiate schQollevcis, for several reasons: 


» 	Schools are ..nltal to tile lives of families with cbUdten .... d yOlUlg adolescents, 
providlni; many opportllilities for cd_lion and sereoning, 

» 	The convenient loeationmakes foUow-up '''''Y, After the initial screening, parents can 
quicklY Slop by with neededdocumont8 or sign furms as they pick up their Icld. from 
school. " 

"> 	 Word..of-moutb. promotes, the program, Parents whose children attend the same 
elementary and intemlcdiate schools live in the same community - they are neighbors, 
they lalJ<.with each other at the laundromat, at school functions, at dismissal time. Once. 
f""mtated enrollment program is up and running, the word spreads among parent. and 
they are eager to participat~. 

» 	Scbool function. Mild "'01110111 provide fI"Oat opportooitl.. for outrew:b. lntegI1lling 
the program into the Jill> ofthe school grants access to large n\llJlbers orparents. 
Administrators and PTA. work hard to engage parents, and insuxance enrollment 
prcgramo can benefit from those efforts. 

Needless to say, we would· welcome th:;: opportu.nity to be a part of the Adwinistration's effort to 
highlight child health UJ.UI'OI)ee as yoUO!! people head back to school. Following, for your 
information, is a more detailed description of the Health care A....s Pr<>gram. 

Thank you agein for taking the time to speok with me last week. I look forward to speaking with 
you !brtber about our work in the near future. Should you have any questions, I can be rea<:hed 
at Z12-358-89;lO. 

Sincerely, 

RtL.'--'- 
Rebe<:ca Liebennan 

Ce; 10e Lieberman 
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JULY 1999 

THE HEALTH CARE ACCESS PROGRAM 
Reaching Uninsured Chlld18n at School 

, ' 

INTRODUCTION: " " 
Few organizations hav~ undertaken the cl>allenging work of cl>ild health in$urance 
enrollment withootthe support of public funds, The Children's Aid Society has, In April 
of 1998, welauricl>ed the Health Care Access Program (HCAP), a scl>ool-based health 
insurance enrollment initiative, The agency'S mission -to provide cl>i1dren with the 
support and opportunHies neede!lto become healthy and successful edults - drove the 
undertaking. The hundreds ofuninsured young people passing through our school
based health clinics and programs highlighted the need, 

HCAP provides bilingual outreach, screening, and enrollment assistance for New York 
Slate's public health insurance programs for children, Medicaid and Child Health Plus. 
HeAP enables parents to complete the enrollment process In a selling Ihat is familiar, 
trusted, and central 10 their dailyrouUnes. Between April 1998 and July 1999, the 
program's school_sed staff screened 970 parents and children, connecting 
over 750 'of them to govammenl-sponsored health Insurance, 

The five public elemenlary and intermediate sct>ools whore HCAP operates are 
Chid.....n's Aid Society '"community schools; located in Upper Manhattan's Washington 
Heights neighborhood. Through a close partnership wHh the New York City Board of 
Education, the agency offers soelal services and recreational programs that 
complement the schools' academic programs. Agency slaff work full time in the 
schools, providing Ea'rty Head Start and Head Star! programs; medical, denial and 
mentall'lealth services: evening classes for parents, and after-school arid Ssfurday 
program•. 

HCAP's abl!lty to reach families depends largely Oil Ihe Integral role that The Children's 
Aid Society 'already plays in the lives of the scl>ools' students and Iheir families. 
Inatl,tulional trust developed over yeara of service to the community facilitates 
HCAP's ability to'ldentlfy and enroll uninsured children, 

Trust is a cntical commodity In the largely immigrant community in which we work, The 
vast majority of families who apply through HCAP are. Immigrants from the Dominl<;an 
Republic. A. Latino immigrants, they represent the population wHh the nation's highest 
rate of uninsured children, despite their eligibility fo, public programs. Through our work 
with this population, we g'rapple wHh the reality that underlies these statistics. The 
application process ,equires families to present information on informal living 
arrangements ana survival strategies that are often, difficult for immigrants to document 
In addition, many come to this country wHh a strong dlstn.ls! of govemment programs. 

, 
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Still otMrs fear that a child's rscalpt of public Insuranoe will j~opardi2;e undoou~ented 

family members or their own ability to sponsor relatives or adjust tlle,r immigration 

status. HCAP's bilingual staff works closely with famntes to overcome such barrters. 


STRATeGIEs FOR OUTREACH AND ENROlLMEtn' . 

HCAP works w~h administrators, teachers, heaHh olinic staff, and parents to identify 


uninsured children. , 
• 	 Social workers. educators. end health care providers who have ongoing 

relationshiP. .wIth families ,conduct one-on-one outreach, Confidential eligibility 
screanings are provided to all Interested families. HCAP staff members are 
available 10 meet with parents in the evenings and on weekends. 

• 	 Taachar orientation packets Include information on Medicaid and Child Heelth Plus 
and how 10 refer famllies for enrollment assistance. Program staff reinforce this 
printed message through presentations at fawlty meetlngs. 

• 	 Parents receive similar Information from HCAP workers who are positioned In front 
of the school for studeni arrival and dismissal during the first week of classes, Later 
in the year, HeAP workers staff parent.teacher conferences and report card 
signing nIQhts. Beca~se the Individuals who staff· these events are the same people 
who provide enrollment assistance, parent. have the opportunity to schedule an 
appointment for a comprehensive screening or to get quick advloe on their eligibility. 

• 	 Parent-to-parent referral. or word.m mouth, provides one of HCAP's most effective 
outreach mechanisms. Parents, whose chlld1'9n attend the same elementary and 
Intermediate schools live in the same community - they are neighbors, they talk with 
each other at the laundromat, at school functions. at dismissal time. Word of 
HCAP'. work has spreed among pa1'9nts and many are eager to access tha 
program's services, ' 

• 	 Throughout the year, HeAP staff hold weekly office hours at the schools during 
times that are convenient for working parents. Families may drop In for a screening, 
bring insurance questions, or complete the application process. In addijjon, staff 
conduct mora fonnellnformation sessIons for groups at the i"vUation of parent 
organizations, health educators, and Head Start administrators. 

RESULTS 
Between April 1998 and July 1999, HCAP's school-based staff screened 691 Children 
and 279 adults to determine their eligibility for public health Insurance. All of the 
children qualified for ai,ther Medicaid or Child Health Plus and 54 percent of the adults 
qualified for Medicaid. 

Eligible fanillies receive intensive application assistance which typically entails three 
visits with HeAP staff. Inoiudlng the inijjal screening. At these visits, parents are helped 
to complete the application, to collect needed documentation, and to select a managed 
care plan, if appropriate. As needed. families rscelv... basiC information on how 
managed care functions. HCAp staff then finalize and submit the clienfs application 
and ara available to troubleshoot should problems arise with either the Department of 
Social SerVices or a managed care plan, 
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Thase methods have yielded the follOWing results; 
I 	 , 

~ SCHOOL-BASED ENROLLMENT All OFJULY 31, 1999 

Of the 625 children enrolled, 372 are now insured through Medicaid and 253 through 
Child 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 have failed 
to complete the 'application process, As these figures show, Intensive application 
assistance provided in the schools works. 

leSSONS leARNED 
In the course of eonnecllng hundreds of individuals to public health insurance, we have 
leamed many lessons, some of which follOW. 

» Institutions that are central to young people's IIV$8 offer the best setting for 
enrollmant initiatives. However, leveraging the advantages that are Inheren! in 
such settings requires, more than simple co-location. Facilttated enrollment should 
be integrated into a program's fabric, and staff regarded as full members of its Client-
service team. . 

" 	 FaCilitated anrollment Is a complicated and tlmG<>conaumlng b"alness that 
demands specialized staffwhom parents can trust. Determining whether a 
family Is, eligible and which documents are required can be an axtremely 
complicated task, The application process can be very intrusive. often touching on 
sensHlve information about'a family's finances, household composition, and 
Immigration status. , 

» 	Schoot'l>ased health insurance enrollment works. Ninety-four percent of eligible 
children and 89 percent of eligible aduns screened by HCAP have completed the " 
application process., The majority of parents who have applied for Insurance through 
HCAP are employed. Many receive hourly wages. Providing application assistance 
in the schools removes some of the banien; parents encounter when trying to 
access health Insurance for their children, Working parents greatly appreciate 
the convenience of applying for child health Insurance in .. place that is,
already part of their dally routine. 

» The entire family should be enrolled whenever possible. In over half of the 
cases that resulted in a Medicaid application. at least one parent was eligible and 
appUeq. While the application form used when applying only for children is one 
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page and requires less documentation, HCAP Is committed to enrolling every family 
member who Is eligible, By providing parents whh the means to aCCeSS the health 
care system, we hope Ihal they will be more likely to seek health care for their 
children, 

J> 	 The enrollm~nt process Is not complete until the family Is accessing services; 
The application can become derailed at a number of paints after it has been 
submitted to Medicaid or a health plan, Forms may be lost or errors may occur In 
determining whetjler a famil)' Is eligible, Supervisors must be prepared to 
troubleshoot and advocate on behalf of applicants. Once families have thei, 
Insurance. they often need guidance on such matters as their rights under managed . 
care or how 10 navigate the health care ';<alem, , . 	 , 

For more inlormation please contact Rebecca Lieberman, Director of Polie;< and 
Program, Office of Public Polie;< and Client Advocae;<, (212) 358-8930, 

The Children's Aid sOCiety was founded in 1853 and $elVeS over 120.000 New Yorlc City children and 
their tamiliss o-soh year, withoUt regard to roes, roJlgIon. nationality Of soc~onom1c status. Our missiOfl 
is to 9flSUffl thft physicsJ aniJ emo~8/ W8f1~belng ofchlfdnm and iamifies and to proVl'dc 88ch cilfld with 
the SfJPport and opportllll/tios n88ded to become a happy, hlIalthy, and successful adult, Our serviC9$ 
·address 8Vef)' 8.Spect of8 chIld's life from Infancy thl'OUfih adolescence andparenthood, inclUdmg 
adOrJtfM and faster csre, medk:aJ end dental C&rs, counseling, preventive services, winter and $ummsr. 
camps. rer:roatlon. the ari$, educaliorr and job training. 

4 




l'RESIDE:iT CLINTON AND VICE PRESIDENT GORE Al'<NOUNCE NEW INITIATIVES 

TO IMPROV,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. 
Gore. the President and Vice President announced a series of new initiatives to improve health for 
children. fami1ies,~and older Americans indl.lding improve health for children, families, and older 
Americans. 

Children: issued an Executive Memorandum directing an unprecedented eight agencies to use 
resources: to implement over 100 new initiatives to help enrol! the millions of uninsured children 
ehgible but not enrolled in hcal1h ;nsurance programs; Families: announced a new initiative that the 
omcc of Personnel Management will meet with families and revise tbeir health plans to be more 
family~ccntered, The President and Vice President also renewed the call on Congress to pass a 
patients' bilt of rights; Qlder Americans: developed a. muJti~r.lcercd naHOIml health initiative for older 
Americans. which includes: new preventive benefits for Medicare bencficiaries, more usable 
information for b~nenciarics to make informed decisions about hCHlth care; ami a new nationwide 
publiC/private .f\·1ddicarc council with over 80 organi7Jllions to encourage prevention and wcHnc.ss and 
ensure beneficiaries understand new plan options so they can selcet the health plan that best meets their 
needs 

CHILDREN: SIGNED EXECUTIVE MEMORANDUM TO IMPLEMENT OVER 100 NEW 
FEDt:RAL COMMITMENTS TO ENROLL ~:UGIBU: BUT UNINSURED CHILDREN. Over 
4 minion uninsured children arc eligible for Medicaid but arc not enrolled, and as the new Children's 
Health Insllmnce.Progmm is implemented. even more families w1ll have children who are eligihle for 
State/Federal health insurance programs. As part of his historic privatc/pu5lic initiative to reach out to 
families with lininsured children,lnst February the President asked eight Federal agencies with 
programs that serve families and children 10 find ways 10 reach these families, Today, the President 
signed an Executive Memorandum directing these agencies 10 implement uver 100 new commitments 
to help reach uninsured children. These commitments Lnclude: 

• 	 Sending letters to 350,000 Federal workers, including Head Start teacbers, school nurses,, 	 . 
child support workers, and community heal.h center direcjors asking them to ensure that 
all of the families they work whose children arc eligible for lv1ctlicaid or CHIP are enrolled in 
these pr~grams. 

• 	 \Vorking with national organizations and programs that reach millions of families to belp 
enrQII children in health inslInlDcc programs, including educating grandparents through the 
Mcdicarb program, holding a conference with Historically Black COlleges to idcntiry new 
strategies, and ensurlng that sites, including 15,000 public housing projects, 400 lRS walk-in 
centers, and 113 job centers, and have infonnation for families about how to enroll children in 
health insurance. 

http:wcHnc.ss


,
• 	 Releasing a new guide to help child care workers enroll uninsured children. Child cure , 

centers arc One family friendly setting where parents can learn about how insurance programs 
they may be eligible for. There arc already many efforts underway to link child care centers 
with the hcplth needs for the millions ofchildren in child care. Today, the Department of 
Health andlHuman Services is releasing a new child care handbook "Child Care and Medicaid: 
Partners for Healthy Children" to ensure that child care workers understand how to identify and 
enroll families with uninsured children. 

fAMII,I!jJi: IMPROVING IIEALTH CARE FOR FAMILIES. 

• 	 Announci~g that Office of Personnci Management Win Meet with Families Over the Next 
Year and .Modify Health Plans to be More Family Centered. FEHBP has 9 Inillion 
enroJlees and 350 participating carriers. Ii is already a leader in family friendly care; jor 
example~ FEHPB uses a broad definition of farl1ily that allows foster children and gra.ndchildren 
10 he covered under its plans and has just issued II new customer satisfaction survey. To build ' 
on these initiatives, the Office ofPersmmel Management (OPM) has agreed to hold a series of 
meetings with families o\'er the next year to identify concrete ways in which their health plans 
can be more responsive to the needs of families, including reviewing the benefits package, 
payment structures. and overall family satisfaction, aPM will modify their March 1999 call 
letter 10 carriers to reflect the issues that families raise and 10 hecome 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 ofprotections. including guaranteed access to needed 
health care specialists, access to emergency room services when and where the need arises, an 
assurance that medical records are confidential, and access to a meaningful internal and cxtemal 
appeals process for consumers to resolve their differences with their health plans and health 
care providers. 

OLDER AMERICANS: ANNOUNCED':'<EW NATlO:'<AL CA,vIPAIG:"I TO IMPROVE 
HEALTH OF OLDER AMERICA:'<S. One of the greatest concerns for families is rhe health of 
older family members. Today, the President and Vice President ullvciicd new preventive benefits for 
Medicare, and an unprecedented national outreach carllpaign to ensure that families have the 
information they need to make good decisions for family members" 

• 	 Implementing Historic New Preventive Benefits for Medicare Beneficiaries. The President 
and Vice President announced that starting July I st, for the first time, Medicare cover two 
critical preventive benefits~· bone mass measurement tests to detect osteoporosis and diabetes 
educ:1ti~n. Diabetes and osteoporosis arc two of the leading discases for older Americans, as 16 
million l Amcricans suffer from diabetes and The President enacted these new benefits. as welI 
as a series preventive screening benefits to detect cancer implemented earlier this year, as part 
of the nistoric Balanced Budget Act of 1997. These henefits underscore how Medicare is trying 
to enc~urage better health outcomes for families. 
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• 	 Unveiling New Nationwide Public Serviee Announcement on Osteoporosis Featuring the 
First Lady and Mrs. Gore. One in two women will have osteoporosis fracture during her 
lifetime. H,?wevcr, millions of these women are not aware they arc at risk until they have a 
fractufe Of broken bone. The Vice President unveiled a new public service announcement 
featuring tlje First Lady and Nlrs. Gore to inform women about the new osteoporosis Medicare 
benefit and to ensure that all women, particularly older women; gel bone mass measurement 
tests to det9ct osteoporosis. , 

I 
• 	 Launching a New Internet Site for Medicare lJeneficillries. 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 (Medicarc,gov) so that families can 
understand the options and services Medicare provides. This information \\fill be even more 
critical as the historic changes the President enacted as part of tbe Balanced Budget Act of 1997 
are implemented this fall. These refonns give beneficiaries new plan choices that could 
imprO\'(: dIre for older Americans but also have tbe potential to cause confusion, 

i 	 . 
• 	 Creating a NaUonwide PubliC/Private Medicare Education Council, Including over 80 

National Organizations to ensure families receive good cate. The President and Vice 
President announced that over 80 organizations, including the AFL~CI0, American Association 
of Retired Persons. the Older Women's League, National Rural Health Association. and the 
Amencan Association of Family Physicians, arc joining with the Health Care financing 
Administration, the Administ~tion on Aging, and the National lnstitutes of Health to launch a 
now National Medicare Education Program that will focus ensuring that families have 
infonnution they need to make health decisions including: assuring that MedIcare beneficiaries: 
are aware of the new preventive benefits and other prevention and welllless stratcgies~ 
understand new plan options so tbey can select the health plan that best meets their needs; know 
the consJmer protections available under Medicare. The President also asked the Council to 
focus on arcas of family caregiving, 



THE WHITE HOUSE 
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WASHINGTON ."- "'" ':-.;:s. 

February 18, 1998 

MEMORANDUM TO THE FIRST LADY, 
I 

FROM: '. Chris Jennings, Jennifer Klein and Jeanne Lambrew 
,J 

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 Insunmce 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 ~ix 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 I to 
access their ~ 998 funding allotment. 

I 

Tomorrow, 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 issuing Federal guidance 
on the new program. To date, there have been over 10 White House~approved, written 

I.. 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 al~o been conducting regional conferences to assist States in the development of their 
plans. i 

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 



and the President ~.ill announce two more expansions tomorrow (Colorado and South Carotl~9' 
Interestingly) 18 Stales plan to expand coverage for children through Medicaid, 4 through n9~ 
Medicaid Stat!! programs, and 5 through a combination of the two. We approved the first pian 
for Alabama on January 30; the Sta.te simply expanded Medicaid to cover all poor children (the 
14 to 18 year 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 a request for additional 
information, ~e had little choice in the timing of the Alabama approval. 

, 

Beyond the Stares that have already submitted their State plans, another 18 have SOme 

type of task force or work group assigned to identify childrenjs health needs in the State and ... 
design the appropriate program. Preliminary reports suggest that another 6 States want to expand 
through Mcdi,caid, 7 through a non-Medicaid program, and 5 through a combination of the two. 

, 
TIlt: White House has played a significant role in implementation. We run a weekly 

children's health implementation meeting, with HHS. OMS and Treasury. These meetings focus 
mostly on pressing policy issues and HHSois progress in meeting our aggressive implementation 
schedule. In addition, we run a weekly meeting with HHS staff that focuses on children's health 
outreach, This meeting serves to generate ideas and promote administrative actions to impro~'e 
the enrollment ofchildren,, 

ISSUES AND fUTURE ACTIVITIES 
, , 

We cfm fairly say that implementation of the Children's Health Insurance Program, and 
the parallel focus on children's health outreach, has gone well to date, HHS has mobilized a 
large group ofpeople to work on the State plan review, and we have had fewer thun expected 
complaint3 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 to 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 appcal'to the White House, We already have several of these instances (Missouri, 
Maryland, Wisconsin), This has the effect of making children', health a major part of our daily 
work. 

In addition to this oversightfpolicy making role, the most critically important activity that 
we can undertake is to engage in aggressive public-private outreach efforts to enrotJ eligibte) 
uninsured children. To accomplish this) we need a short and long-tenn strategy. Tomorrow, you 
and the President will launch a national outreach campaign. The event will highlight 
Administration 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 ~o hetp enroll uninsured children, and all members of the community to continue to 
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build on thi~~ import,ant work. '-4 

1 /~
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 chil,dren. There are a number of opportunities for you and the President to contribute 
in this effort, including: 

• 	 focus on the link between child care nnd health: HHS will release in the next month a 
Medicaid manual for child. workers. In addition, the Association for Child Care Resource 
and Referral Ctmters is planning a strategy to assist in outreach. We could highlight these 
activities in a State that works with such sites already (e.g" Philadelphia. rural Colorado). 

• 	 EngaJing schools: NEA has already announced its intent to 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, Pennsytvaniar 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 
(e.g" in Utiea, NY) already do so, 

• 	 PUbJie Service Announcements: Once the Bell Atlantic toll free phone number (that wiH 
be announced tomorrow) is established, we wil} work with the private sector on a public 
service , annOtU1cement campaign. 

, 
• 	 Announcement of additional foundation or corporate contributions: We expect that 

there will be great response to the Presidenf s challenge to foundations and the corporate 
community. We could organize events around such announcements. 

• 	 Late May/early June announcement of Federal outreach plans: The President will 
issue a directive tomorrow to Federa1 agencies to do outreach to the children who they 
serve in other programs. HHS will release a report in late May/early June'describing all , , 

agen~y actIons, 

3 




THE WHITE HOUSE 

WASHINGTON 

February 17, 1998 


CHILDREN'S HEALTH INSURANCE OUTREACH EVENT 


DAn:: February 18, 1998 
LOCATION: Children's Hospital 
EVENT TIME: 1:10 pm ,2:00 pm 
FROM: Bruce Reed/Chris Jennings 

, 

I, 	 PURPOSE 
; 

To arulounce the first states to join the Children's Health Insurance Program and new elTorts 
by thc'federal government and private sector to enroll millions of uninsured children into 
Medicaid or other state-based children's health programs. 

I 
II, 	 HACIfGROUND 

, 

Ov'~r 10 million children in America arc uninsured. with 3 miHion of them eligible for but 
not enrolled in Medicaid, To address this problem, you fought for and signed into law the 
Children', Health Insurance Program (CHIP) last year, which provides funding for states to 
expa~d 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 
delaii your 1999 budget proposal to improve children's health outreach; to announce 
execu'tive actions complementing this legislative proposal; and call attention to significant 
private sector commitments to children's outreach. , 

I 
At this event, you will make the following specific announcements: , 	 ., 
• 	 COLORADO AND SOUTH CAROLINA HAVE JOINED ALAHAMA AS TfIE 

FIRST COVERAGE EXPANSIONS UNDER TIlE NEW CIIIP PRI:lGRAM, 
I You will announce that Colorado and South Carolina join Alabama as the first states 

to come into the children's health program. In late January, Alabama received 
approval to expand its Medicaid program to children ages J4 to 1 S up to 100 percent 
ofpovcrty_ South Carolina will expand its Medicaid program to provide covcrogc 
to all children up to 150 percent ofpoverty. And. Color'udo builds upon its current 
non~Mcdicaid program to coverchiJdren up to 185 percent ofpoverty. You win also 
annowlce that many more States are well on their way to expanding coverage to more 
uninsured children. Currently, 14 states have submitt(.'"<i plans to HHS for approval, 



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

• 	 A NEW I'RESII)ENTIAL llIRECTlVE TO LAUNCH A GOVERNMENT
WillE EFFORT TO ENROLL UNINSURED CHILDREN. At this event you 
will sign an executive mcmorandum to scven Federal agencies with jurisdiction over 
~hildrcn's programs - the Departments of Agriculture, Interior, Education, HHS, 
HUD, Labor, and Treasury and the Social Security Administration -- that will direct , 
the establishment of a multi-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 initiative, 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 MEllICAli) 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 
~ all of the complicated eligibility and enrollment forms (a provision known as 
[ "presumptive eligibility"). It also expands the use of a Fedl!rally-financed 
, administrative fund so that it can underwrite the costs for iill 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 annOlUlce 
, unprecedented new contributions from the private sector to help ensure that all 

children who are eligible for health insurance receive it, including: 

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 nwnber 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 help millions offamilies 
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 lhe next 5 years on studies to help understand why eligible 



m. 

IV. 

V. 

VI. 


children do not enroll in existing prograrfIs and how best to provide insurance 
COVi!rage for these children. America's Promise. with support from the 
Robert Wood Johnson Foundation and the American Academy of Pediatrics, 
\NiH mobilize (;orpofations such as Smith Kline Beecham and Sheering 
Plough and local communities nationwide in childrc-n's health outreach 
dTorts. 

Ncw' initiatives from corporate and advocacy organizations (0 reach out 
to uninsured- children. Pampers has volunteered to include a lettcr in its 
t:hifd birth education packages, given to 90 percent of first-time mothers, 
giving families infonnation about avaiJablc health insurance options. Chain 
drug stores across tht.: country will provide information ,about the new Belt 
Allantic toll~frcc number to their customers, The National Education 
Association is launching all unprecedented effort to educate teachers on how 
they can infonn children and their families about health insurance, through 
nationaf newsletters, conferences, and special training sessIons, The 
American Hospital Association's Campaign for Coverage will increase Hs 
nationwide injtiative to engage hospitals in helping uninsured Americans, 
including children. 

PARTICIPANTS 

- The First Lody 
- Secretary Shalala 
- Ned Zechman. President and CEO ofChildren's Hospital 
.- Linda Haverson. parent whoso son was recently ~nroHed in Medicaid because of a local 
outreach effort. Her son v,-as able to have necessary ear surgery because of his coverage. , 

PRESS PLAN 

Open Press. 

SEQUENCE OF EVENTS 

- You will be announced onto {he stage accompanied by the First Lady, Secretary Shala!a. , 
Ned Zechman. and Linda Baverson. 

~ Ned Zechman, President and CEO of Children's Hospital. will make welcoming remarks, 
- Secretary Shalala will make remarks and introduce the First Lady, 
~ The First Ludy will make remarks and introduce Linda Havcrson, 
~ Linda Haverson will make remarks and introduce you. 
- You lwHl make remarks. 
- You will sign tbe executive memorandum . 
• You wilt work a Tapeline and then depart to the holding room, 
~ 	 You and the First Lady will briel1y meet with private sector representatives who have 

made commitments to do children's health outreach. (Please sec atlachcd list), 
I 

REMARKS 

Rema~ks provided by June Shih in Spcechwriting, 



PRESIDENT CLINTON ANNOUNCES A SERIES OF NEW EFFORTS TO ENROLL 

UNINSURED CHILDREN IN HEALTH INSURANCE PROGRAMS 


February 18, 1998 

I 

Today, the President announced the first major state coverage expansions under the recently enacted 
Children's Health Insurance Program (CHIP) and released information showing that many States 
wilt soon follow. He "also unveiled an unprecedented set ofpublic/private initiatives designed to 
enroU the millions ofuninsured children who /lrc eligible but not enrolled in Medicaid and other 
state~based children's health programs. These initiatives have been designed in partnership with 
Governors. health care providers, chHdrcn's health advocates, foundations, businesses and many

•others who are committed to providing health care coverage for the nation's uninsured children. . 	 . 

Over 10 million children in America are uniusured. Nearly 90 percent of these children have 
parents who work, 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 undcnninc the new Children's Health lnsurance Program's goal to enroll 
millions of uninsured children. With these challenges in mind, the President: 

V' 	 ANNOU:"ICED THAT COLORAI)O AND SOUTH CAROLINA HA VE .JOINED 
ALABAMA AS THE FIRST COV~:RAG~: EXPANSIONS UNDER THE NEW CHIP 
PROC;RAM. Today, the President announced that Colorado and South Carolina join Alabama 
as the first states to come into the children's health program. In late .January, Alabama received 
approval to expand its ~edicald program to children ages J4 to 18 up to 100 percent of pov<:rty. 
South Carolina will expand its Medicaid program to provide coverage to all children up to 150 
percent of poverty, And, Colorado builds upon its current non~Medicaid program to cover 
children up ~o 185 percent of poverty, The President also announced that many more States are 
well on their way to expanding coverage to more uninsured children. Currently, 14 states have 
submitted plans to HHS for app.roval. and another (8 States have active working groups or task 
forces to design plans to address the needs: of uninsured children. 

" 	 RELEASED A NEW PRESIDENTIAL DIRECTIVE TO LAUNCH A GOVERNMENT
WlDt; En'ORT TO ENROLL UNINSURED CHILDREN. In an executive memorandum 
to seven Federal agencies with jurisdiction over children's programs - the Departments or 
Agriculture~ Interior, Education, HHS. HUD. Labor, and Treasury and the Social Se<;urity 
Administration -- the President directed the establishment ofa multi-agency effort to enroll 
uninsured children. These agencies run programs such as WIC. Food Stamps~ Head Start, and 
public h(lusing 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 identity 
all their cm'p1oyees and grantees who might come into contact with these children and ensure 
that these individuals are aware of the health insurance programs available lO children; (2) to 
develop an:intensivc children's outreach initiative, such as distributing information; 
coordinating toH-free numbers, and simplifying and coordinating app~jcation forms; and (3) to 
report bac~ in 90 days on their plan to help enroll uninsured children. 

! 



/.,. 	HIGHLIGHTED BUDGET PROPOSALS THAT PROVlm; MEDICAID 
ENROLLMENT INCENTIVES TO STATES. The President's FY 1999 budget invests $900 
million over 5 years in children IS health outreach policies, including the use of schools and child 
care centers to enroU children in Medicaid. The budget provldes states \\'ith the option of 
automatically enrolling children in Medicaid even before having received all of the complicated 
eligibility and enrollment forms (a provision known as "presumptive eligibility"). It also 
expands the use ofa Federally-financed administrative fund so that it can underwrite the costs 
for ru.I uninsu'red children - not just the limited population allowed under current law., 

.,. 	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 h~alth lOSUroIl\:C receive it. including: 

I 
A new toll-free number that direds families around the nation to their state enrollment 
centers. The President announced that Bell Atlantic will establish and operate a toU-free 
number to help states enroll uninsured children. The nurnber~ which will be put in place 
during the upcoming months. win be used by the nation):.; Governors to help millions of 
families around the nation by directing them automatically to their local state t\'1edicaid, 
enrollment agency_ 

Over $23 mHlion in commitments from private foundations across tbe 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 5 years on studies to help understand 
why eligible children do not enroll in existjng programs and how best to provide insurance 
coverage for these children. America's Promise, with support from the Robert Wood 
lohnson' Foundation and the American Academ» of Pediatrics:, will mobilize corpomtions 
such as ,smithKHnc Beecham and Sheering Plough and local communities nationwide in 
childrenl:.; health outreach efforts. 

New initiatives from corporate and advocacy organizations to reach out to uninsured 
children. Pampers has volunteered to include a letter in its child birth education packages, 
given to 90 percent of first-time mothers. giving families information about avai'able health 
jnsuran~e options. Chain drug stores across the country will provide information about the 
new Bell Atlantic toll-free number to their customers, The National Education Association 
is launching an unprecedented effort to educate teachers on how they can infonn children 
~lnd the'ir, families about health insurance, through national newsletters, conferences, and 
special1training sessions. The American Hospital Association's Campaign for Coverage will 
increase its nationwide initiative to engage hospitals in helping uninsured Americans, 
inciudi,ng children . 

.,. 	 ISSUEn A CHALLENGE ACROSS AMERICA TO FINn :-lEW WAYS TO REACH 
OUT TO ,'UNINSURED CHILDREN. ne President challenged every physician, nurse, health 
care provi~cr, 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 



." , 

Medicaid or CHIP, This national commitment should not stop until every eligible child across 
the country is'cnrolled in one of the existing health care programs, 
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MEMORANDUM 

lanuary 15, 1997 

TO: 	 Rahm 

FR: 	 Chris 

RE: 	 Fraud and Children's Health 

, 
cc: 	 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 api,nion) should make. 

Anti-Fraud ahd Abuse Announcement. We could do this either as an event that Donna and 
.lanet Reno do sometime earlier in the week (remember Melissa wants it as soon as possible) or 
we can wait for the Saturday radio address with the President. Regardless, any such 
announcement would release: , 


I 

• 	 The fi~st lustice/HHSIIG report following the enactment of the Kennedy/Kassebaum law, 

which ,empowered and provided full funding for our ongoing anti-fraud and abuse 
enforcement activities. The report louts we have captured and returned to the Medicare 
Trust Fund $1 billion. 

I 

• 	 A new regulation that requires medical equipment suppliers to purchase surety bonds to, 
ensure the Trust Fund is protected when fraudulent suppliers go hankrupt andlor are 
caught cheating Medicare. 

• 	 A neJr requirement directing HHS to conduct on-site inspections for medical equipment 
suppljers to ensure that they are, and continue to be, legitimate providers of goods and 
services. 

• 	 (We could also release some or the rest of our anti-fraud and abuse initiatives that arc 
curre~tly in the budget to pay for the Medicare buy-in; most fall in the abuse, rather than 
the fraud categories, but it could be helpful in illustrating our ongoing commitment If 
we can come up with any others, we can throw those in as well). 

, ,, 



..- . 

CHILDREN'S HEALTH IDEAS: 

I 
Leak Out Goo:d News About Children's Outreach Initi:ttivc 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 piece on what we arc doing administratively and in the hudget for 
this population', I believe he would play up the story big for the porus and the FLOTUS, since 
these policies are popular state option proposals, which will get validation from Governors and 
children's groups. Pear willlikcly 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. 

I 
Schedule Event 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, states 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 Republ,icans and Democrats would have every reason to sing the praises of this new 
program and the kids it will cover. 

i 
And, by the: way, we could sct 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 ofthollsands ofellildren. 

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 issues 
sometime 10morrow. 
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, THE WHITE HOUSE 

WASH INGTON 

January 21, 1998 

MI(MORANI)UM FOR THE PRESIDENT 

fROM: , Chris Jennings C:l 
, 

SUIlJECT: : Waivers and the Children's Health Insurance Program , 

I 


cc: Bruce Reed. Gene Sperling, Jack Lew, Josh Gotbaum, Elena Kagan 

Thi;; memo seeks your guidance on how much, if any, additional l1exibility should be 
givcI110 sUItes in the Children's Health Insurance Program (CHIP) through the usc of §1115 
wuivcrs, Altnough w,(ivers have been instnmicntnl in modernizing and reforming we! fare and 
Medicaid, questions have heen raised about the feasibility Hnd advisability of granting waivers 
for the new children's health care program so soon uiler its enactment 

, 
Dcspl~c acknowledging the great amount oft1exibility given to the states in the new 

CHIP grant program, the Governors asked - soon after the law's enactment -- if additional 
flexibility wo'uld be givcn through waivCfs, HHS"s interim response was that it would be 
difficult to review and evaluate the merits ofwaiver proposals until we hnd some experience with 
the implementation of the new law. Your udvisors agreed that this was the appropriatc. initial 
response, but we also underscored that this was not necessarily our final position. , 

Th~~ National Governors Association (NGA) immediately responded by fomtnlly 
requesting that we affinn states' ability to seek flew CHI£ grant program §I J I S waivers. Since 
then, two other issues have been raised: (1) Will we upprove new Medicaid 91) is waiycrs in the 
Medicaid option within CHIP, and (2) Will we allow states with current Medicaid §11 J5 W$\iver;; 
to expand tbbse programs through CHIP (even though some have provisions below the CI-HP 
minimums)·l 

All ofyour advisors agree that the HHS Sccrctnry docs have the authority to grant waivers 
for CHIP, whether administercd through a new non~Medicaid grant program or through Medicaid, 
They also generally agree that the CHIP waiver policy need not confornt to existing waiver policy. 
However, tbby (I-IHS, OMB, Treasury, NEe/DPe) disagree on whether and under what 
circumstances Hl·IS should approve waivers in CHIP. 

Because HHS is holding stntc conferenccs this month on CHIP and the annual NGA 
conference is in February, it is important that we receive dil'l-"Ction from you in short order on this 
is.sue. This ~ncmo, developed in collaboration with HHS and OMB, outlincs these issues, provides 
policy oplio'us for your consideration, and summarizes where your advisors stand 011 these options., 



BACKGROU'ID 
, 

Your Administration has given states unprecedented flexibility for their health care 
programs. Stn~C 1993, we have granted J5 comprehensive Medicaid waivers thnt test nppmnchcs 
not ::tHawed in ;'\1cdicaid like experimenting with premiums and c<?st sharing for low~income 
populations, waiving benefits, and ac(;clerating enrollment in managed care. States have also used 
waivers to expand coverage to millions of Americans. In addition, with the Administration's 
strong support,' the Balanced Budget Act secured much greater administrative flexibility for the 
Medicaid pmgiam (e.g., eliminated the need for a waiver for a managed care program, repealed 
'the Boren an\(!~dmenl, and reduced cost-bused reimbursement requirements for community hCrllth 
centers). In so'doing. we eliminated the need [.x many tjme~consUlniJlg waivers that wc 
heretofore required from states. ,, 

The BBr'\ also crcuted CHIP, which has fewer Federal guidcli!lCS than any other health 
insurance progmm that the Government oversees. Unlike Medica.id, CHIP allows sl~tes that opt to 
expand through a new. non-Medicaid grant program to cap the number ofchildren covered (i,e, no 
entitlcfncilt requiremcnt); to limit programs to parts of tile state; to !lot cover ),.1cdicaid's EPSDT 
(Early~ Period~c, Screening, Detection and Trcalment) benefit: and to charge beneficiaries long
sought~aner (although limited) cost~sharing. Alternatively, states may expand using the 6nhaneed 
Federal matchtthrough the now more Hexible Medicaid program, However', states choosing this 
option must rJllow Medicaid rules (e.g., no benefits changes or cost sharing), 

Although extremely flexible, CHIP includes standards for accountability, benefits, and cost 
sharing limits; these were secured by you and Congressional Democmts. Accountability provisions, 
include IllUits:Oll the type or state contribution (e,g., no provider taxes and donations) and provisions 
to prevent '·crowd out" (substitution ofthc new coverage for existing coverage). For the new n011
Medicaid gralit program. we developcd a benefit standard thm simultaneously ensures thaI it is 
valuable but provides great flexibility to states in benefits design. Cost-sharing is allowed in the 
grant program bllt limited to moderate premium and copaymcnt schedules for those below i 50 
percent of poverty and to 5 percent offamily income for those above 150 percent. As under current 
law, states el~cting the Medicaid option must follow Medicaid rules ror benefits (including EPSDT) 
and cost sha~ng (for children, none is allowed). , 

DClipite the !1cxibility in CHIP, some states"have indicated tbat they want §l) 15 waivers. 
There arc thn;;c types or waivers that states are seeking. First, several states want to waive 
provisions for non-Medicaid, CHIP grant programs (e.g., C.liifomia \Vants to impose greater cost 
sharing above the CHIP limits). Second, others want to waive Medicaid provisinns within CHIP's, . 
Medicaid op\ion since states choosing the Medicaid option must lISC all Medicaid mlcs (e,g., 
Missouri wants to waive the Medicaid requirement to cover non.-.emergcncy transportation). Third, 
most states that already have Medicaid §1115 waivers want to expand those programs to more 
children to receive CHIP's higher matching ratc - even though some include provisions thal arc 
significanllYibelow the new CHIP minimums (e.g., Arkansas has higher cost sharing requirements 
than allowed. In CHIP). h is important to note that the provisions that states want most to waive arc 
the benefits and cost sharing minimums we worked to secure before signing off on the budge! 
agrccmcnl, 

2 


http:Medica.id


CONSENSUS RECOMMENDATION: D1WERRING NON-MEIlICAID CHIP WAIVERS 
I 

Your advisors have achieved consensus on one 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, follqwcd by an evaluation of its children's health 
insurance program. As we gain experience with the new CHIP grant program, we will have a better 
understanding of what types afCH!P demonstrations arc appropriate and will develop guidelines at 
that point ! 

We believe that deferring approvals for waivers of the already extremely flexible CHIP is 
advisable because this enables us to sec how the program you signed into law last summer will 
work. GrantilIg waivers now would place great pressure on us to weaken the accountability and 
benefits stand~rds that we secured in the Balanced Budget negotiations that base Democrats and 
advocatcs think are too modest anyway. Having said this, waiver policy for CHIP may well be 
advisable aller we have had time to learn about the program's strengths and weaknesses. 

, 

If you agree, we will infonn Governors of this policy in a response to their letter. While we , 
believe that Governors will he disappointed with this position, they will likely appreciate that our 
policy is temporary and that we open lip the prospect for waivers soon afier they implement their 
children's health programs. 

Decision 

___Agree~ on defcrring non-Medicaid grant program waivers until plans·in place for one year 

___Let's discuss 

ISSUE: POlclCY FOR MEDICAIJ) 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 thc Congress did pass legislation that explicitly outlines new 
guidance on ~alancing the need for greater flexibility with the need for accountability. However, 
we differ on how our policy should he modified to reflect this policy change and, more speci fically, 
the extent to:which we would hold Medicaid waivers to the CHIP standard. 

There arc two questions. The first is whether we grant new waivers to slates that expand 
CHIP covedge through Medicaid. States have indicated that they arc interested in expanding 
coverage through the Medicaid option, hut since the law allows no flexibility from Medicaid niles, 
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 those programs, without change, to get 
the CHIP allotment and higher match. The following arc the options proposed by your advisors. 

3 




OPT{O~ 1 (HitS): Defer new Medicaid CHIP wllivcrs (with minor exceptions) and 

anow expansions of existing Medicaid waivers if consistent with CHI P standards for non~
,
Medicaid grant programs. HHS recommends that we apply the same policy for new Medicaid 
aJld nonkMcdicaid, grant program waivers. It would hold off 011 approving any new Medicaid 
waiver under CHIP until we have at !~1.st a year's experience plus an evaluation. (The only 
exception w()uld be for waivers for small, incidental provisions that have liU!e or no effect on mosl 
children-l1ke Missourils desire to waive the Medicaid requirement for non-emergency . . 
transpoltation.) For states that have \vaivcrs already, HHS would allow them access to the new 
enhanced matcping dollars only if they met CHIP's non-Medicaid grant program standards . . 

Although HHS/OMB have, in years past, approved a number of.Yfcdicaid waivers lhat have 
less generous benefits than even Ihe new CHIP grant program, HHS believes the new taw set a floor 
that we should not fall below. They fear that once we open (he door to waivers, we \viII have a 
difficult time rhaintaining these standards. In addition. they are concerned that waiver negoliations 
will delay irnp~cmcl1tatjon of new programs in a number of states, Rapid implementation is one 
critical component to covering our target 5 million uni.nsurcd children. 

If you bhoosc this option, the De:llocrats and children's health advocates will applaud our 
decision to res'pect the niles enacted in the widely praised new health insurance program for 
children. However, Governors - who arc hoping that we will aHow some lyre of Medicaid waivers 
- will sun;l~ react strongly Illld negatively 10 this policy" 

OPTION 2 (NEC/DPC): Allow Medicaid CIlIP wah'er. (new Qr old) if generally 

consistent wi~h CHIP standards for non~Mcdicaid grant programs. This option would allow 

new waivers through the Medicaid option of eH IP if those waivers were consistent with tho 

standards provided under the new CHIP grant model. ln other words, slates choosing the Medicaid 

CHIP option could waive Medicaid ntles as long as the benefils, cost~sharing and other 

accountability provisions arc in line with the CHIP gmnt program slandaros. Existing (old) 

Medicaid §11'1 5 waiver programs could also receive the higher matching rate, hut they too would 

have to meet CHIP standards; in a number ofcases, this would mean they would have to strengthen 
, 

. some ofthcir:bcncfits/cost-sharing protections to access these additional dollars. _Although a few 
states would have to reduce cost sharing requirements to comply with CHIP, we believe (hut the 
higher matchfng rate available under CHIP would be sufficient to offset the~e costs. 

DPClNEC believes that this option strikes an appropriate balance by maintaining tbe , 
integrity of the CH I P program and the Balanced Budget Act and giving the new standards time to be 
tested. It als? removes an Imp0!1ant disincentive for states: to use the Medicaid option in CI·IJP. . 
Many states would prefer 10 use their already-in-place Medicaid programs because it is 
administratively simple. Moreover, having a seamless Medicaid program serving both poor and 
children of working parents has obvious advantages. However, ailowing any new Medicaid waivers 
through CHIP will be criticized by our base Congressional Democrats, some Republicans) and 
advocates. They believe that their support for the flexibility in the non-Medicaid CHIP program 
was conditio!,al on no new flexibHity in Medicaid, The Governors would like lhis approach better 
than the HBS option, but they could be counted on to say that it is still nOlllexihle enough. , . 
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Within this option, NEe/DPe also recommends that the Secreta!)' have the authority to 
approve Medic~jd CHIP waivers that may be modestly below those silmdards provided for in the 
new CHIP grant program. While we strongly believe that {he CH1P standards should be the guiding 
principle for M~icald waivers, we also recognize that it is unwise and unrealistic to treat the new 
law's standards as "Hnes in the sand"lhat can never be crossed regardless of a waiver's merits. 
One good example is in the arct;l of cost sharing. 

In both previous Mcdicaid waivers and our intcmal policy positions, we have tlllow~d 
limited cost sharing that exceeds the CHIP grant program stalldaf'ds. Such cost sharing can 
appropriately i~ercasc beneficiaries' cost sensitivity in using health services and decrease possible 
employer insurance dropping problems, since sueh u policy would more accurately mirror 
marketplace coverage, While we recommend providing this additional Oexibility authority, we also 
believe that wa:ivers of the CHiP gralH standards for children Hot be gnmied below 133 percent of 
poverty -- the level youf.Administration advisors had previously concluded (dufing the balanced 
budget discussions) achieved the balance between appropriate and excessive cost-sharing. 

While some might point out that it is inconsistent to allow flexibility below CHIP standards 
for Medicaid and not the grant option, we believe that the advrultages of this approach far outweigh 
this crilicism. First, the CHIP standaf'ds werc designed for the gmnt program - not Medicaid. 
Second. Medicaid waivers are qutte variable au~ have never been publicly held by Democrats and 
advocates to 'lie same standards as legislated changes to public programs. And thirdly. as descrihed 
~bovc, having ian additional incentive to administer the children '5 health program through Medicaid 
is desirable, 

Giving HHS the authority to allow any cost sharing flexihility In Medicaid willlikcly a.nger 
base Congressional Democrats and some moderate Repuhlicans, They will argue (ns does HHS) 
that once we s~nction higher cost sharing below 150 percent ofpoverty, decisions will be perceived 
as arbitrary, nlaking i~ difficult to say no 10 states that demand even greater flexibilitY. We believe 
these arc valid. concerns and should be seriollsly considered, However. we arc also well aware of 
states (such as' Wisconsin) who will be requesting cost-sharing levels just under 150 percent (i.e., 
!43 percent ofpovcrty) that we would, find difficult to oppose on purely policy grounds. 

OPTION 3 (OMS & TREASURY): Allow new CHIP Medicaid waivers if consistent 
with CHIP standards for non~Medicaid, grant programs, but allow existing Medicaid waivers 
to expand with no change. For states requesting new Medicaid waivers, OM Bn'rcasury agree with, 
DPCINEC option that the CHIP standards should guide approval of such waivers (a!so allowing for 
greater cos! sl~aring for families no less than approximately 133 perccnt ofpoverty). This policy 
should be rc~qvaluatcd after states gain experience with their programs, at the same lime {he 
Administration is rc~considering non~Mcdicaid, grant program waivers. 

Fors/aies with waiver programs already approved (since the 1994 NGA wnivcr agreement), 
OMB and Tnrasury recommend that we recognize their history and dirrerent situation and not hold 
them to the CHIP slamhmls. We anticipate thUllhcsc 11 states \vill want to expand their curren! 
waiver prog~ms under CHIP; OMB and Treasury think t.hcy should be permittcd to do so with no 
changes. Although lhls option provides only a few morc states with additional flexibility in cost~ 



--

sharing or b(:n~fits under CHIP than the OPC/NEC option, it helps these states avoid significant 
coor~ination problems by sanctioning CHIP programs consistent with approved waiver programs. 
In addition, 10J.,er income children in these states might pay more in premiullls than the higher 
income childrell 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 excludes pre-NGA 
agreemcnt waivers (e.g., Tcnnesscc) since states have been held to a higher standard since then. 

, 	 . 
Allowihg existing Medicaid waivers into CHIP unchanged will surely be noticed and 

strongly oppo~ed by base Democrats and children's a'dvocates. They believe that some of the 
waivers that we have approved to date, such as Tcnncssee 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 ollr CHIP implementation decisions arc steering states toward the Medicaid option. Il 
\yould, however, be the most acceptable option to the NGA and the relevant (existing waiver) states. 

I· 	 '. 

I 

Decisions 

Medicaid Waivers 

I 
__OPTION I: Defer new Medicaid waivers in CHIP (with minor exceptions) 

,I Allow existin~ waivers to expand through CHIP ir consistent with CHIP 
standards for non-Medicaid, grant programs 

OPTION 2: 	 Allow new & existing Medicaid waivers in CHIP ir consistent with CHIP 
standards for non-Medicaid, grant programs 

___OPTION 3: 	 Allow new Medicaid waivers in CHIP if consistent with CHIP standards ror 
non-Medicaid, grant programs 
Allow existing waivers (postRNGA agreement) to expand through CHIP with 
no program changes even if they fall significantly below new CHIP grant 
standards 

___Let 's ,Idiscllss 

Cost Sharing Flexibility 

___OPTION I: 	 Hold all Medicaid waivers to the cost sharing in CHIP for nOll-Medicaid; 
grant programs 

___,OPTION 2: 	 Authorize the Secretary to approve, within limits, Medicaid waivers in CHIP 
with cost sharing below. CHIP standards for non-Medicaid, grant programs 

___IJct ' s'd·ISCUSS 

6 



I, 
STATES WITH MEDICAIJ) 1115 WAIVERS (Chronological Order) 
II . . 
 , 

STATE :\Pllrm'«1 EligihililY Limit Benefits for New EligiJ)ics Cost Sharing: New F.1i(!ibtl;'s 
,,, 

Arimp<l 10182 E.xisting eligibles Medicaid benefits None, 
Oregon )/93 People < lW.4I'L Prioritized ocnclils Premiums: $6 to 2f1 

, 
, 

No copays or dedt!ctiblcs 

II..wail ,,7/93 People < 3000;" PL, No long-tcnn care Premiums: $t42 v 168 , 
plll~ assets tesl Copays: $5 

, 
~ Coray: $5 : Maryland ,[0,93 Clildrcn 133-185% No inpatient, outpatlcn:, 

PL emergency room, some 

1;10196 
EPSDT; lIO long~fcrm care 

Existing eligibles Medicaid bcnefils }\;onc 

Rhode Island 1: 11193 Children < 250% Medicaid bcnelits Premiums: From! 85·250%, 
1'[,: S1.50· $10.75, PL 

I No copays or dcduciibl..:s 

TenIlessee 11/93 l'copic up to 400% ~1cdit::aid benefits Premiumk: $14.2510475 
PI., with enrollment Deductibles: $250 I $500 
car> COinsurance: 2 In lOU;'" 

Florida 9194 f'coplc < 250% PL £'fcludes some EPSDT. Premiums, $90· .550 I l/JO 

lranSpOr1afivlt some Jong- Deductthtes," Up to 5S0() 
ferm care and menIal heallh Captl)'S." $!O~200 or 2fY'A. 

Ohio 1195 People < 1(!if/., PL Medicaid benefit. .. None 

Massachusetts 4/95 Pcople < 200%. PL Medicaid benefits Premiums: Variahle 
J)edllClib!c~:$1OO! $250 
COP,lYS: $5 110 

Minnesota 419$ Children < 275% Medicaid bcDCfilS Premiums: $4 to 104 Imo 
PI. No cop:tys or deductibles 

Delaware 5195 i'~Qplc < 100% PL Medicaid wi small changes NODe 
, 
, Vermont 7/95 People < 150% PL ~o ImnsponatiQn, long-term Premiums: Above 25% ilL: 

" "''' $5 to $20 every 6 momhs 
Copays: $3 lor dental 

IS i /0195 Existing eligible.I' Medicaid heJlcj!I.\' NOlie! 

Oklahorrm 10195 Existing eligibles Medicaid benefits NCHtc 

UlUlois 7196 Existing eligibles Medicaid henefil.\· l.'oflc 

a 12/96 Hxis(ing eligibles Medicaid benefits NOlle 

I New York 7197 Home relief pop. Medicaid bcnefils. NOlH; 

, 
Arkansas , 8/97 Children < 200"/, No EI'SDT, Lil::li!cd Lmig· eopu)');", $Wou!paticn!; 20%. , ilL term care & menial health inpatient; $S for dmgs 

. . , . • ..llaltcs mdlcaled approved bUI not lmptcmentJ.:d, Swte,.. abo'!.., the Iinc .... ere apl'lo\oo prior to NGA 1994 agreclllel1!, 


7 


" 



• 


AGENDA 

TASK FORCE ON PROTECTING CHILDREN FROM 
ENVIRO)lMENTAL HEALTH RISKS A,"ID SAFETY RISKS , 

OCTOBER 9,1997 1:00-3:00P,M, 

STONEHENGE ROOM 


HUBERT HUMPHREY BUILDING 

6TH FLOOR 


200 INDEPENDENCE AVENUE, S,W, 

WASHINGTON D,C 


I 
1:00 p,m, • I: I 0p,m, Introductions and Opening Remarks , 

Administrator Browner and Secretary Shalala 

I: I 0 p.m.• I :25 p.m. A Child's 'Environment: A Day in the Life ... 

Dr. Mindy FullilQve, Columbia University 
Presentation and video 

1:25 p,m. ~ 1:45 p.m. Environmental Risks to Children: A National Overview 
I 

Dr. Richard Jackson. Director 
National Center for Environmental Heahh, CDC 

Dr. Philip Landrigan. Senior Adviser to the AdminJstrator for Children)s 
Health Protection, EPA 

t :45 p,m. - 2.15 p.m. \Vhat Led to the Executive Order and its Provisions 

Dr. Lynn Goldman, Assistant Administrator (1:45 p,m,·1:55 p.m.) 
for Preve~tion. 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 (I :55 p.m,·2:15 p,m) 
National Institute of Environmental Health Science, NIH 

~. Creation of Work Group on Data Needs and Research 
~~ Creation of Work Group on Program Implementation 
~~ Agency Responsibilities Under the Executive Order 

: 
2:15 p.m,· 2:50 p.m. Department Heads' Remarks on Protection of ChHdren from , 

I Environmental Health and Safety Risks 
-- Agencies invited to comment on their activities 

2:50 p.nL· 3:00 p.m, Closing
: 

Task Force Co«Chairs 



UNITED STATES ENVIRONMENTAL PROTECTION AGENCY 


WASHINGTON, D.C. 20460 
,. 

OCT 2 1997 


Honorable Bruce N. Reed 
Assistant to the President on 

•Domestic Policy 

The White House _ 

l600 PennSy'lvania Avenue, N,W. 

Washington, DC 20500 


Dear Mr, Reed: 
. 

On April 21, 1997. President Clinton signed Executive Order 13045. Proteclion of 
Children/rom Environmental Health Risks and i:J'a/ely Risks. The Order responded to concerns 
about increases in some childhood diseases that may be attributable to environmental exposures 
and the growing body of scientific 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 Feder~1 strategies for children's environmental 
health and satety, within the limits of the Administration's budget," The Task Force will work on 
annual priol:ities for Adminlstratlon activities in this area, a research agenda and review of relevant 
data bases, recommendations for partnerships and outreach, identification ofinittatives. 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 I:00 to 3:00 P.M. We 
will send you the agenda and meeting location sh0l1ly. Please designate someone from your 
senior sta~'to serve as the contact point for the Task Force. Please contact Doug T580, EPA, at 
202-260~7960 ifyou have any questions. We are looking forward to seeing all of you at this 

important meeting .•~~~~ 

~~ Donna E. Shal,la, Secretary 
Environmental Protection Agency Department ofHcalth and 

Human Services 



UNITED STATES ENVIRONMENTAL PROTECTION AGENCY 


WASHINGTON. D.C. 20460 


" ~... 

OCT 3 1997 

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

SUBJECT: 	 information About the Task Force Meeting 

. .. 
The firs! meeting of the Task Force on Environmental Health Risks and Safety 
Risks to Children will be held: 

I 
Thursday. October 9.1997I 1:00 pm to 3:00 pm 

Stonehenge Room 
LHUber,t~Hu'~1'ffi:~yJ 
. ,\:lfm"FI.OO'il1 

200 Independence Avenue. S.W. 
Washington. DC 

Enclosed is an agenda and other background information. f look forward to seeing 
you at the meeting, 

./1, l~(tt·'trc'7w:(~.m !L 
E, amana Trovato 
Di etor 
Office of Children's Health Protection 

Printed on Recycirld Pepar 



TASK FORCE MEMBERSHIP ROSTER 

Carol Browner, AdminiStrator 
USEPA 
401 M Street, S.W. 
Washington, bc 20460 

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

Richard W. Riley, Secretary 
Department of Education 
600 Independence Ave., S.W. 
Washington, DC 20202 

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

I 
Janet Reno, Attorney General 
Department qf Justice 
10th Street & Pennsylvania Avenue. N.W. 
Washington, DC 20530 

Frederico F. Pana, Secretary 
Department of Energy 
1000 Independence Avenue, N.W. , 
Washington, DC 20585 

Andrew M. Cuomo, Secretary 
Department of Housing and Urban Development 
451 Seventh Street, SW , 
Washington, DC 20410 

Daniel R. Glickman, Secretary 
Department of Agriculture 
14th Street ~lnd Independence Ave .. SW 
Washington; DC 20250 

I 



i 

Rooney E. Slater, Secretary 

Department of Transportation 
400 Saventh Street, SW 
Washington, DC 20590 

Franklin D. Raines, Director 
Office of Management and Budget 
Old Executive:Office Building 
17th Street and Pennsylvania Avenue, NW 
Washington, DC 20503 

i 

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

, 
Ann Brown. Chairman 
Consumer Product Safety Commission 
4330 East West Highway 
Bethesda, MD 20814 

Gene B, Sperling, Assistant to the President· 
Director of the National Economic Council 
The White House 
2nd Floor, West Wing 
1600 Pennsylvania Ave., NW 
Washington, DC 20500 

Bruce N. Reed, Assistant to the President 
on Domestic Policy 

Th. White House 
2nd Floor, West Wing 
1600 Pennsylvania Ave .. NW 
Washington, DC 20500 

Janet L. Yellen, Chair of Council of Economic Advisers 
Old Executive Office Building 
17th Street and Pennsylvania Ave" NW 
Washington, DC 20500 

John H. Gibbons, Assistant to the President 
Office of Science and Technology Policy 
Old Executive Office Building 
17th Street and Pennsylvania Ave .. NW 
Washington, ,DC 20502 
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THE WHITE HOUSE 
OFFICE OF-THE viCE PRESiDENT 

-~ -=-,-, ':::,;::==~~~~--~-.,.,.-=:,;;;;-;==-:::-:-=
FORiMMEoIATE RELEASE" ' 'CONTAC'r:202-456-7035 
MONDAY,ApriI2I,199{ 

- .' " . 

. 'VICE PRESIDENT/ANNOUNCES ExEcUTIVE ORDERTO REDUCE 
ENVmONMENTALBEAL'ritiIirD SAl!'ETYRIsKSW OriIiDREN 

Action Wil/lieq11i.rCi\gl;ud.",1OCo';'lder Effeilts.ofFedenilRiii"'on ChJIdre.. 

ViASHJNGTON. D:C.;,.'ViCe PresideirtOoreVlSirtdthe'cliiJdreii's Natlon'aI Medi;.u 

Center inWBshin!it<m; Q:C. tixiiir(4!il) "';;<ia'nn<\rlnee<ilin ex&Utlve <>ide,.:to'reduce . 

environmentalherutliand Safety riSks to ~hitdren.· .' ' 
. . - -' .. - , 

, 

"This ",,~ve order says to.everyfedernl agendy and dejJartriient put our,chl.1dten first. 
We Americans oWe our llirgeSt reSponsibility 19'0Ur smallestcitizeru( ";d Vice President Gore: 
"F:ronl.nowol~ agef!.C.ies:wil,l have w, ~~ a,hanHqok ':tUhe special ri$ks and disproPortionate' 
impact 'that StandanlS and siUegunrds hOve on our ehildreti." " 

The exeiutive oroer,.which PreSident CliritonsignOd ioday,lDcludes'ociions that will 
. strchgthenpolici,es and ilhprove research .19, proteit ehil\hi~andensUre that newsafegnari!S . 
consider, speCu~lriskS_,to c~ldie~·)t. wO,uld; ~or. the ~t time, req~;ire 'agencies to analYze an~ 
eXplain theeflects of·1hcir mles on ehil<lren, 

, , ' 

'. .Studie.'i have demonstrat~ that children are'at a disj,~oportionate risk from enviro~mental 
iumllhoc a:n"d ,:s~H~ty .. h~ •. :These disproportionite ri~ -:- which can l~ad to' iiIn~~ like 
cancer, leukemia, and astInUa:"" 'stem from fundarnentahfifferences; in-terms ofphvsiology and 
ac"uv"ity: between childrcn.-a'nd adults,' ,,-, 

I 

,'TIle, Clinton A~riiinistrat~on haS ~en bold,'steps to provide explicit protccli~n for 
children in' initiatives sucb as tile Food QUi"Hty Protection A<:iand $afe Drinking Wnter'Aci; . 
devclopmcrat ofneW. standards for' passive restraints for children in cars; and administrative 
action to protect chiIdr~n from tobaccO, lead and other h~s. This executive.order is another 
example of the AdministraUon'~fcontintied commitment.to protecting America's children from 
environmental and'safety hazanis"'" . , 

I 

http:commitment.to


• 

Enharicinir Protect!on,ofCbildren1s HCaith 
, ,APril 21, 1997 	 ' 

1 ". . • 	 -,.' , 
, ,', "Vice Prc,s;dctitG,o:r~ to<i3Yaim0UllCCd ,!",execntiveorderto reduce environmentld 
heaIfu~<lsafetyrisl(s. to clliIdi'en.For..t4e Mot tbiie,f~.geticieswillbe ""Iuired to 
~~igilJlillhpriori~t<i'd;lresSingll'ese :Jslf"; «!;cOO~te9i~~eilr<:I>!,rio.n~~,!n. ,
clliIdien's health; ~nd,to ensure that the!! slaildards take into ."""unl spectalnskslo children. ' 

, ' , ,BOca!:,," clliIdren aresiiJi da~elOpiniruid~uSe.oftliey tiik&in rilo!i;food;water;ilrid 
, air re!aiive to, fueii bodfweight ~ ,adults,: tJley lire more,suScePtible irum:.dult~ 10, 
,ellvironin~ntaI iiire:tr.',Iilf!reva¥25, jceaolt~~V'~ ~ilegieaip,,:gres.';n:proteCting pUblic' 
he;dtl(from envirptimentalhaiards, btjt ..re. ',.iu lti~far to go:'~thma is j,6w,the leading 

,caUStl of,,"spital~dmi~sio!Js forc!ill<Iren;lQ,!if!IIion.'clii!dienundei:lli" ~ge:OffoUr stiI!live 
,wilhin,four'milesofa tOXlcdmnp;,and dOspith'sieadY<lecnne iilchildhciiX!Ieadpoisoning. 
there are still nearly onemtillon children under the'age of five'wllo' Suffer from this corldidon, 

. t 	 .' • • . " •
Theexocutive order, which PresidenfClinton'sigead today. 'inclodes thefollowing,

actions:' I " ' 	 , , 

• 	 .' Stre1J.gtilenlQ.li4~s. to Pr~t~ct :Chilitr:en.. -The ex~utive ~~er '¢quires .a~(ag~ncies 'to 

mal<i> ,til," protection of children a high priority in in:Ji>lementing their starutorji 

responSibilities '3n,{ftilfiHing tlleif overall missions. 


, 	 ". 

• 	 Improve Re~earcll arui'other'lnitiatives·to·Protecl Children.· The.proposCd executive 
o~der wou'ld c~ im:m~ragency.cisk io~~to establish a ooord~tfd '~earch 
agenda~' t~ i,dentify research and o~ef 'jltitia~ives the AdmWs'traiion wilt lik,e to 
,advance the:protection of children'S environmcnial'health nn9. safety, 'and to.enHst 
pubH~ input' for t11e~.'e·ffQrlS,. 'The Office of Management and Budget is charged willi 
convening an 'Interagency.·Forum on Child and' Family Statistics, to produce an annual 
. compendiun.1 of tbe most: imPortant indj~tors.o{ the ~U being Bf the Nation's 
children. . 

• 	 ei,sure that New Safeguards Cousider SpeciarRislis 1o Cltildrett~ The.executive order 
wouM, (or the D,rst time, Tcquire flgenCies to analyze and explain,the effects' of their 
,~les on cbpdren. When a major r!!gUlation addresses special'ris~ to childr!!n, . 
agencies \vould have to 1) consider 'disproportionate impacts on children;' and 
2) explalIl: why Hicir proposed action is pi-eferal?le to other alternatives: The primary 
goal of this provision is to link policy decisions to tile emerging science regarding 
children's env,1ronrnenta.I.he{llth 'and Safety. This provision ensures'aecouniabiHty to the 
public and h~lps aget;lCies identify their. re~arch 'needs. 

, , 



•• 

. , If tho sU~s siorles that w.,''I'OalrOadyhad;.;;tJie Safe DiiDking Water ACt and Ihenew 

. tobacco pr<lvisi"ns,.lhe NetDaYiind the &:til Day;, ~.iftbo.. sUc<:esS.staries teach us ruiytim,g . 
.'it this: we.ro at ourbest.Wbenw~wi>rl<tOgf!llier.;sO"et·s Worktogelher in do right byQUC .' 

"ehlldicm,.: And' let' sfllalie this':' tI!~ ~rigcSi IIllUon inth'; wOltil.:" sliruigerand beallhierstijl 

i 
i' 
" 

., 
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"ISsued ,;.pril:Z1; 1997 
,THE WmfEHOUSE 

Offico'ofthePress Secretary
:" "For Imni.dIate ReI"';.:, , , , 

, , 

By the authority veSted in mfi lIS PreSidimtbYthe Ccin$iitUtion and'the'laws ofthe United 
,stales of America; it is hereby o~aSfoUows:' " "'" " .. 

" . .' ," ''; ,', ", . ' 

Section 1, Po/icy.' :, " 
"" ' 

, ' " , 

1-10 L Agi-owing,body ofs~i~c Iiriowli:dge demoils_thatciuIdteitmay suffer 

, diSpropOrtionately, fromenvironmeiltal bealth~ and safety riskS: These risks arise ' 

,b.e: ohildren's neulologic8i; iminunologioal, digestive; and owr bodily systems are 


, still developing; ohildteneat more food, drink more fltdds;and breathe more air in' 

proportion to tlieii body wsiglrtthiin adults; ohil:lren', size aild welgltt may diminish their " 
pr~ction from sIlindard safety fearures;and children~bel'i'Vlor P~llll\Ymilks them ' 
more susceptIble to aocideiDts becaUse they ate less able to proteCt themselves.' Therefore. to 

. the,eitent pemuUed by hiw'and apprppriate. tlJ+d corisiste~t ,with $e agencys niissio~ each 
Federn! agenCy: ,: ." . 
. ,- " . ,'-, 1 , " , ' . .' 
(a)shiill make it.' high priority. to identifY'and assess environmental health risks and safety
risks, that maydisj>r'oportionafely.affect ohilru:en; and ' . :." ': '.' . , . . . "'" " ' , . 

" (0) shall enSure 1M! its pOlioies;piogrnms, activities, and standards address disproportionate
risks,to cbi1die.'l that result frOm "environmental health'risks Or safety risks. ' '. . 

1·102:' Each indcpelldent regulatory agencY is encourn~ed i9 'participate in the 

impiemeqtatloit of this order and'Co~ply with its proVIsions. ", , 


" '. 
,Sec;. 2., Definitions~ The foll0~g defirutio:Qs:~~aIl apply to tliis order,. . ". ' " 

2·201. "Federal agency" means ~yauth~ritY ofthe'Unlted'States !hat is ~agency' under 44 
. U.S.C, 3502(1) OUler,than those considered to be independent regulatory agencies under 44 
U.S.C:3502(5)..For'purposes of this order, "military departments. "as defmed in 5 U.S.C 
102, are 'covered unaer the auspice~ of the pepartment.ofDefense,. .' . 

2·itn "Covered ~gUIatory action" nieans any ~ubstantive action m'a rulern:ak.Wg, initiated 
after,the'date ofthis order or for which a Notice o[Proposed Rulcmaking is published 1 year 

. after the date oftrus oider,' that is likely to'result in 'a rule that'may: .' . 
" < , ' • • 

. ',(al be "eco~omicaity sighificant" under Exe~utive Order 12866 (arulemaking th~t has an 
annual effect on the economy ofSiOO mllhon or Ittore or would adversely affect in a 
J?1aterial way the economy, a,~tor of the economy, productiVity, competition,jobs, the 
environment,. public health or safety, 0(' State, local;'or t:Ittial governments'or communities);
and·i· '. '.' , 

, , 

http:rulern:ak.Wg


,'(o)Seci~tary'ofEducalio~:",'<' -> ',i;,,: ' , ' .-. '",.''. .. ,. ."." -'. -, . , . . '. '. ',;'.. , 

(d)Secretary ofL~li~~', :,~< ,"i.' < 
, ...'~,. , . - .:. I _" " ','.:'0' :".' 

,,' '{ -. ;'.- '., .,-. "',

(e)A\IOmer Genorill;'." ': ;'<:. ' , .,'; 

" " 

- . ',' 

" , .. 
- :, , ,(i)SOcreUU;:ofEnexgy; ,"., ; ';,' ':; :".' 

. '" . " 

-:/.. ". ' ".. . :>:- ',,~ ', ... ,', . '.\ ':', '" ~.', ,'. "." "-,' " ' 

, (g)Secretaly ofHousing and U[OOti Development;, ,,' :" 
'(b)Secretary ~fAgtiCu!~; " ". ", " "',', ,..... ,.", , ,. '", 

. - "' - . " " .. , .

,
(.ijs~Cre~ Qf·T,..;",~~tio~;' ",',' ," .. 
, 

,"'(j)J;l¥td,of the Office ofl,:r.i.agenleQ.t";d BUdge~, : > .- ~. 

(k)Cbalr oftheC~unc~on ~o~;;,nentaiQUiu~; ,
-.,'.... ,-, .. >,. -,", "" 


. , " 

,(l)Cbalr ofthe Consumer PrOduct SafetI,C9mnUssion;' " 

. (~)Assistallt to t?e:P~si?ent,ior ;E-con~mic.·Pol~cy; 
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:Envir~Iimental Policy and 
Children's Health 

,Philip J, Landrigan 

:Joy E. Cartson 


" .. Abstract ., ... 
t:n&C$tanding the diITereru:es in the effec~ of environmental contamination on chil

Philipl Landrigan, dren and adults is an important part of environmental poliqmaking; however. unless 
M.D., M.Sc., is aJm?{1!fr environmental health policies- relket the ditrerences hetwun adults and children, this 

knowledge will luwe little practkal effect. The aut/lon of this article e()nsider how the 
of the Ikpan- if 
""of1-andchaU 

unique vulnernbiltties of.children cll.Allenge environmental policytnaklng. Ftnit. they 
Ommumity Ma:litine at review the biologiCal differeoCl':3 between children and adults, and then they critique 
M_ Sinai Sdwol of the processes of risk assessment and risk management, the principal tools currently 

used to fonn federal r.ntironmcllw potky. While ,-,~ese tools are useful in developing i - ; , 
emironmcnta:! health policy, their implementation frequently fails to cQnsider the, 1UJ l!. Carum>, MPH., I' 
pnlque vulnerabilities or children. In light ofthe potential to improve environmenml I isdim:torojlllefAildrrn"s ' 

, Envin:m.mnual /{ffllJ.h I, policy {or dllldten, the authors rl!1-1CW both (he a(tual and prospective contributions 

Nmwrn, a Mtimwlfmif 
«t~/I)~ 

ing the "'I"""" 'if dcil· 
drm -to eTwirol'lme7ltai 
I=b. 

of educational and advocacy drum in changing the 'r>'aY' policy addresses chlldren's· 
environmental health, and discu~ the interesu nfindus.tnes and the problems ofemi
ronmenta:! equity, finally, {hey present a new approth:h to ~nvironmenuU heahh poU
cymaking which pJacer. children, rafhcr than individual toxicants and hazards, at (he 
center -of the,risk 3S.'lcssment and managemell! proce!ol. 

Children toda1!ive in an envlfonmem that is vdStlydifferent from that 
ora gcnemtion or two ago. v,,'11ile exposures to some environmental 
hazards have decreased thanks to new regulations and incre-.tSed vig~ 

ilancc,l children are continual1y in contact with nt.'W chemicals. in their food, 
in the air, and in ",,-ater: They are exposed to thousands of m.--wly developed 
synthetic chemicals whose toxicity has never be~n tested and whose potcn~ 
fial dangers to children are unknovm.2 These new exposures, along with the 
triumphs ofvaccines and antibiotics, have changed the face of childhood ill 
ness in the, developed world. Chronic di~ea.~cs, some thought to be caused 
by toxic environmental exposures, have come to replace the classic infec~ 
tious diseases as major causes of illness and death among children in devclw 
oped countries. These illnesses, along ¥.<;th complex. chronic handicapping 
conditions of multiple origins, are known today as the "new pediauic mor~ 
bidity,"S 

This new morbidity includes a broad range of" diseases in children. 
Among these diseases are asthma exacerbated by air pollution and scconrl

. ~, 

C:Q"UMJ A.MtRNi·; h"'1dilS ; *iiIt\T§NW5! em l!"WUfimtiiN·'Mfi?6'4&@i tN_ 

, b:mmw,fiWaf!l&?Mfik,..e:sa'iJE'lit*,OAAMt1hfijNl-@jil&fl&li<VEMUJ+'MiifUM#@iitllJSm;" 
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hand cigarette smoke, delayecCd(.'vclopmcnt caused by lead in paint and, 
contaminated drinking water, and cancers caused by radiation and benzene. 
Some of these iUnesses arc acute; others arc chronic. Some, such as lead poi
soIling and asthma, are evident during childhood. But qther diseases caused-
by toxic exposures in childhood may appear only years or decades later after 
long periods of latency. Examples of the latter category include lung cancer 
and malignant mesothelioma caused by early childhood exposure to 
asbestos. or leukemia and lymphoma caused by exposure to benzene in 
unleaded gasoline. 

All of these diseases Rf ~pXic environmental orib7J.n. no matter whether 
they are acute or chronic, can in theory be prevented by reducing or elimi~ 
flaring children's exposures to toxic chemicals in the em1ronmcnt. These 
diseases arise a.s a consequence, of human activit)'. Therefore, they can be 
prevented by modifying that acri\;ty. 

The ,articles in this journal issue by Bearer and by Goldman discuss in 
detail h(lW children arc different from adults in an cnvironmenL.1.! con~ 
text. These articles provide several case studies sho'Wing how children arc 
alTected 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 chHdreh's vl.t1nerabilitv for communities, environmental advocates, 

, • C 

and induslry, 

In the broadest sense, all of the conditions around us comprise our envi~ 
ronmcnt. These include natural phenomena such as the seasons and the 
weather, tl,H! gravitatiolial field of the earth. (he air we breathe. the food we 
eal, the ,>,tater we drink, olir homes, our workplaces, and other people. If this 
defillition is tlScd, errvtronment;tl health includes topic-I;, as disparate as
drownin~, sunburn, lung cancer from cigarette smoking, and poisoning 

.from pesticides in food, . 

This article, however, rocuses more specifically on contamination of the 
el1\~ronm(~nt hy manufactured chemicals, It examines policies that address 
contZlfnin;1tion produced by human activiti<.."S and concentrates on toxic 
cnvifOll1~clltill exposures that people cannot C"ASHy control individually. 
This definition is useful in a poltcy context because all of the diseascs and 
health problems caused by manufactured toxins could potentially he avoid
ed by flOt HSIng the chemicals in the first place, whereas drownings and sun~ 
bum ha\:c always happened and require diflcrcnl l}TlCS of interventions. 

........ 
-~c~.__ "_'~~~_~
~~=_.; iftel'!:iIII::r::r '" 
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Children's Vulnerability to 

Toxins in the Environment 

Children are uniquely vulnerable to t:nvi· 
rOlllneflWloxins. Ihis·heightencd lmSfep~ 
tibility stems from several :;ourc<.>s and is 
reviewed in detail in the articles by Bearer 
and by Goldman in thIS journal iSSlIC. To. 	 . 

summarize: 

~ Children have greater exposures to 
emironrnental toxins than adults. Pound 
fo. pound of body weight, children drink, 
more '....ater, eat .more food, and breathe 
more air than adU!r.s,4 For example, chil· 
dren III the first six mOl1ths of life drink 
Seven times as much waleI' per pound :as 
does the· av~tagc American adult. 
Children ages (Inc through five years eat 
three to four times: more food per pound 
!han the average adult American, In addi
tion, children have unique food prdep. 
cnces, For example. the average one·yetrr
old drinks 21 times more apple juice and 
11 umes more grape juice and (;,its: 2 to 7 
times morc gmpes, bananas, pears, car
'mts, and broccoli than the average aduh.4 
\lorcv\,cr. the ;lir intake of it resting infant 
is twice that ofau adult, These patterns of 
"increased consumption rellecr the rapjd 
metabolism of children as wdl' a.<;. melr 
growth, amI development The obvious 
implication for envirolllTlental !Icahh b 
Cl;>t children \'vill have substantially hea\'
iCI exposmes pound for pound than 
adul;s ttl ,Iny toxins that are present In 
water, roM, or air, Th;~ ha~ been deHlon
,mated very dearly in the case ofchildren's 
e;;:posures (0 pesticides ill the dicL~ 

Two addidonul dlllntctcristlcs 0:' chil
: <ken lilfther magnify their exposuft."S to 

toxins in Ihe environment; (1) their harld
\(I-momh hdmvltl!~ which increases their 

, ingestIOn of any. tnxtll!i in dmt or soil; and 
: (2) their play dose to the gronnd, which 

illcn;;l.Scs lhdr eXl,,)MlIC 10 IOxin!; in dust, 
I so\l, and GuVets :IS well a.l< to any toxins 

that form low·,lying layers itl the air such as 
ccrtaiu peSlicide \11jlor~. 

• Children's metabnlic pathways, espe
dally tn the first niort(hs after birtll. are 
immature compared with those of adults. 
As Ii eOllsequeno~ of tbis hiociH:mical 
immaturity, children's ability 10 m(:taho
rUe, detoxify. and excrete ..crtain (oxil),\ is 
diflclCIll from that of UdHk~, In some. 

r 

instances, children are aCttl.1lly better able 
than adults to .deal with environmental 
toxins. Mote commonly, however, they are 
less able than adults to deal with toxic 
chemicals and thtls are more vulnerab!e 
(0 them.M 

• Children are undergoing rapid' growth 
and dcve!o.pmc:nt, nnd their delicate devel
opmental processes :nre easily di'Ol'uptcd. 

, Many organ 	5}-stcms in young children
the nervous system in particular--under. 
go very rapid growth and development in 
the first months and years of Ufe. During 
this period, slnICtures are developed and 
vital connections are established. Indeed, 
development of the nervous s~tem: cOOw 

tinues all through childhood, as is evi~ 

<icnccd loy the fact that children continue 
to acquire new skills progressively as they 
gtOW and de..-el-op-crawling, walking, 
talking, rendIng. and wriling, The nervous 
:.ystem is not we]! able to repair any slruc~ 
IUral damage that is, caused by cm,iron
mental toxins. TIlliS, if cells in the den:~l· 
oping brnin are destroyed by chen\icals' 
such as lead. mercury. or solvents, or U' 
vital connections beTween ncnre cells fall 
to foml, there is high risk that the result
ing neurobehavloral dysfunclion will be 
permanent and irrcvcrsihle,1 The coase
<juen.:es can be loss of intelligence and 
;llter:J.tiOli of normal behavior, 

• Because children bal'c more future 
years of life than do most adult...! they have 
more time 10 del'clop any chronic diseases 
that may be triggered by early environ-
mental cxposurt.>s. Many disc:lse! that arc 
triggered by toxins in the environment 
require decades 10 develop, Examples 
indude mesothelioma caused by cxp()!'oure 
to asbC"stos, leukemia mused by bentenc, 
bIT.a~t canc(:r !b;!! may be caused by DI)T, 
ann pos.~ibly rome chronic neurologic dis
ease!> such a'l Parkinson's disease lhat may 
be Cl!Hscd by eXpOM!n:s to cnviromncutal 
ncul'Ufoxins:" Many of those diseases <.Ire 
now thDughl to be the products of multi· 
stage processc,; within lhe hody's cells 
which require many years to evolve from 
carlk-st iniliution tn ;actual mnnifestation 
,~r iIIUCM. (',.Qfl$equclltly, (t~nain carcino
genic allO tOXIC exposures stlStained early 
in lite lll'pear more likely 10 lead to disease 
lh';Hl the s~mlt, expo$tlres encounlcred 
latcr in life,<\' 
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Box 1 

Risk Assessment and Risk Management 
11m fw'o principal toot<; U$Od by t:lO~ers 10 fOfm erwtt~ntol hOoIlh policy ore risk 
ossossn:en+ 000 risk fTlonagemonC-:- : 

• 	 Risk assessment !s pflnclpolly 0 sclentlilc OCllvffy. It CCI1s1sfs cf on oltempt to esft
!'I')Ofe the hozoldoos propGrties of a chemlea: in ihe onwonment end 10 determine 
tM risks to humor. hooHh Il;ot may rerull t'Offi expoSUl'$ . 

• 	 f(Isk IJ1O'nOgemenf 1$ cctlon cnanted, It consists of actiON toker; 10 control expo
MYes to toxic chem:cola:1' the environment, ExpO$ura stondards,req.Jlrements for 
premarke! lestlng,recallS of toxic ptOducts.and outright benning ot very hazardous 
materlals ore among the actions that ore used by governmental agencies to mon
age risk.' 

TflO' distinction bet ....lQon risk O$SQssrn<¥lt one risk manogemen' was Oovf)lopoo by on 
export corrmll1ee convened by 100 Notional Academy 01 SCiences. 

$oI.Jc.: NOlWd~Coord.~lnI~kllI!;k~.~ IX>N!:l\'klnd:AcOOIImv 
P><,m.19M. , .' " '" 

Public Policy Options 
Despite children's extensive exposures 
ilud h/~ighiened vulnerability to (~nviron. 
mental toxins, there is no coherent 
research (ir policy agenda In 'he United 
S:a~ whic,h:ensures that America's /;hil
dren \Io"lU grow up in a safe environment. 
Rmher, most environmemal policies. at 
bUilt lhe federal and the 'State levels. 
tUtcmpl to ;q,'11ialc Fhemical eXPQ~urcs 
hilham reference {(; children's he.tlth, 
Mus: currenl regulatory crr(lrts reprCiI\:tll 
auempts to lialance difYercnl and compet" 
ing inten:s{); 'around potential wxins. New 
chemkalfl are introduced into the C'lwi
wnmCllt because they arc useful or 
becausc thcy :tre hy-produCl'; of processes 
tlwt all: considen:d useful. '.1'00 oneil the 
toxicity 0:' lhe"c ma:erials IS untested, ami , ,
the pVleutiaI hilzanls they may pose {(; 
dlikhen are qui!!: ullkll,mTt.l! EnvinmmcnL:d 
polk)' typkallf attcmptE to balance (he 
nc~'(! IU I,wtecl hHlivi(hm:s :ll)d Iht! cnvi~ 
fOIlIOCIl( ,lg",aiost the bl!nefils that may t)(: 
H:aliwd by 'the usc of potential toxins .. 
Most cllvironll\(!lltal regulation in 'he 
United Slates is 1101 designed specifically 
to protect the hcalth of either adults or 
childrC:ll, I 

Tlti" secdon t:x,\mines opiiuns fur cre~ 
ating a children's em"lrollmclHal health 
policy in the United SI:\tCS, It f(jcosc~ flrllt 
on the pn)('e~~:;;1)f riEk it~seMmC1H ;mll 

risk m:magemcui. the two principal tools 

that policymakcrs \ISe 10 form environ~ 
mental health policy. Within this frame
work, it studics succt.;sscs'aud railur~, pot
icy gaps and impediment" to fonnation of 
polkr Implications ofcurrent approaches 
to risk asseMimcnt and risk mauagemenl 
for children'" emironmcntal he:Ulh are 
discussed (sec Box 1). It concludes by 
oHcring an altclHalh'c paradigm for con
trol of- toxic: haz.'trds in lhe environment 
designcd spN:ifical!y to pr'Otect children's 
health. 

Risk Assessment 
Erwironlllciltal health policy development 
begi!l~ .....ith risk 'ISS<:Ss,ment. Risk assess
ment ancmpls to evaluate ihe hazardous 
properties of;j c:hemle;!l and 10 dCH:nnine 
tlH: risks thai result fi·om cxpo~\t1rc to it." 
in some instalh:es, risk ~lS~CSSlllClH is based 
on clinic:u :and epidemiologic studies in 
which lhe er:(!<:~ uf" !oxic chemical me 
evalua.ted direclly In hUIlla.n!l. More com
monly, risk aSc'wssiIlCIH h: based un loxko
l'Ogical studies 'Of a chemical in lah'Oratory 
animal:>. The tl:s\l:L~ of risk as~~smclH arc; 
'Oftell cOlltfO\'CrstaL Frcljuemly, (0 l.!$li
mate the risk associated w)(h ;t (hemical, 
~"llmptions and ,;;araputarions must he 
made, ;jnd dif!erem im~;litij!alOTh and sd~ 
enli!Hs may make different assumptions. 

The four stt:ps ill risk as!lC!lsmcllt aTe ,L~ 
follows: 

I. [Jm.flrd idf'tltiflcalion: Id(mrify tl\(~ 

h:l7~lrd by obscn'ing [he health ell'eo!'i it 
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p~duce.s' in humans or animals exposed 
to if. Health effecTs may be gross and obvi· 
ol;ls, such as <:ancer or death, or they may 
be subtle. such as debys- in development 
or impainuent ofimm.i"ii1e function. ' 

2. [)(Jse-resp<m5e asse,mnent A.sseM the 
relationship between the amount ofexpo
sure and the occurrence of the unwanted 
heahh effect'>. For example, what dose of 
the contaminant produces how man)' 
excess cancers? Are health effects. mQfC 

~re at higher levels of exposure? 

3. ~~ asstlS$mtnt Evaluate expo-
s,ure to {he toxin in terrm: of exposure 
source, extent of exposure, pathways of 

'II1xicUy teSting ofrhemicals generally fails to 
consider the special vubwmbility ofinfants 
and children. " 

human absorption, intemal "dose," and 
the number and kinds of people likely to 

he exp(}.~ed. 

4. l?i.sk chaT(Jcle/UatUm: Using informa
·tioll gathen~d ill the first three stcp$, 
,characteri:re the resulting risk, Usually this 
consists' of de\'eloping a table depicting 

Iestim:ues of the number or exce~,nlllwanl· 
cd heah]} events expected at different 
time intervals at each level of exposurc,lI·w 

Each of the Me~ ill risk as\(~ssJPel\l ha<; 
j irnplieniofls for public policy regarding 

_ I children's health and the environment. 

Hotard Identification 

In pediatric ellvironmental healdl, the 
first step, hazard identificalion, has tradi. 
Iltmaliy begun \Vith dink;!l ObSCIV.ltbll. 
Asrutc pediauidans have otl-">¢rved, f(w 
example, that children who ingested chips 
of lead-based paint developed coma l\;lld 
convul..ions, that adolescents al summer 
ramI) who were c)lposcd to smog were 
likely to wheclc, and tI~t babies born w 
mothers wbo c()lls~lIned excessive alcohol 
during pregnancy showed the facial f(.'t\

turts and devdopmcntal.delay"~ charocler~ 
istic nfreml alcohol syndrome. 

The prindpal problem with this 
<l1>ltroadl is th,u cJin1cil) rec(Jgni(iol'l can, 
by ddinitioll, take place only after disease 

has ocwrred. Jt requires the fortuilQus 
comhination of all alert ph}'Sidan with 
either Ii duster of disease or a new and 
C'drc diseuse pattern. Clinical recognition 
oflinKs between environmcntaiwxins and 
diM:ase is very difficult because the dis
eases caused by chemicals arc usually 
indistinguishable.fmm the illnesses caused 
by other factors. The asthma .'i,fused by air 
pollution looks the same to a physician as 

. asthma caused by allergy, and the lung 
canCer caused by asbestos looks the same 

. as that caused by cigarette smoking. 
Moreover, it is. onen necessary for many 
years to elap~e between exposure to a toxic 
chemical and the appearance of disease. 
In Ulese cases, assessment of past expo
sures is extraordinarily difficult. 

Hazards can be identified much more 
eflidcntly and s),stcmaLi;:ally by testing the 
possible toxicity of new chemical com
pounds in labor,Hory animals before the 
chemicals nre ever milized in commerCe 
or released into the emironmcnt. A major 
advantage of thi~ approach is that it per· 
mits identification- of chemical hazards 
befoft: hUll);;!) cxposure, disease. and 
death have occuncd. 

Dos&~Response Assessment 

111(! second step in risk assessment, assess
ing the do~c·rcspome relationship, is of 

"particular importance for children. 
UnfOfhH1iJtdy, there is 1I dllitinct lack of 
information about the effect'> of most 
chc)l\!cals on the }'oung.loxiciry testing of 
chemicals generally fails to wnsider tlle 
special vulnembility of infants and chil· 
dren; therefore, it provides little iniorm,,· 
tinn ahout the hazards of {oxic chemicals 
in thili agc grollp.lI For cx.amph:. the over~ 
whelming m~jority {If pf."Sticides have 
never been teMed in young an!mals.4 

Testing typically begins at age 51X to eight 
weeks, which corrcsponds roughly (0 five 
fears of :lgC i.n humans. Very lew I'ludies 
have been org-<mizerl in which t;xperimcu· 
tai allimal~ were e<posed !o peMicidt;s 
early in life and then followf.'tl \Y<.-er a !if;::.. 
lime tv a.'I,.'1C-':) the late effccts uf early expo
sun~s, (he situalion that typicaU)' O(<;;UfS in 
real life when infants arc e)<.posed to suh· 
stantial quantilies of IH!sticides. 4 

C,;,:,"'~quent1y. hule is known of the 
delayed clfeC1S Df carl)' exposure!> to pesti
cides ami olher emironmental toxins, 
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Because of this lack of information 
concerning the efrect~ ofchemicals on the 
young, the population typically used as the 
basis of risk iassessment calculations is 
adults. Therefore, the level of exposure to 
a chemical ,that is cOJ?sidered by"'":reglilato
ry agencies [0 represent an acceptable risk 
usually docs not take into account the spe.
cial vulnerabilitics of children.6 For exam
ple, federal standards limiting permissible 
levels of pesticide exposure in foods (tol
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 eaten 
by adults, I:at these foods in quantities dif
ferent from those eaten by adults, and 
have different biological su.~ceptibilities.4 
When a child cats a banana that contains 
tl!e legal limit of a pesticide, he· or she 
ta~es in more pesticide per pound or body 
weight than would an adult and thereforc 
experiences an exposure per unit of body 
weight above the limit establishcd as 
acceptable. Moreover, children eat more 
bananas than adults. None of this infor
mation is reflectcd in current approaches 
to risk assessment. 

The fact that risk assessment~ do not 
usually consider children's unique risks is 
a major flaviin the U.S. regulatOll' system 
for pesticides in the ·diet. This flaw could 
be remedied through changes in the fed
eral n:gulatory structure. 

Of even greater concern is the 
absolute lack of any information on thc 
health effects of many synthetic chcmicals 
on any segmcnt ofthc human population, 
adults or children.!~ An enormous out
pouring of new chemicals into the envi
ronment has oo;urred over the past 50 
years. More (han 70,000 unique chemicals 
are c\lrr(~ntly used in industll' and con
sumer products in the United States, and 
each year hundreds of new chemicals are 
introduced for commercial lise. Reliable 
informatiori conccrning possible health 
eJfect~ is minimal or nonexistent for two
thirds of th~se subslances.2 Part of the rea
son for this lack of informafion is the lack 
of a strong regulatory mandate. Although 
the Toxic Substance Control Act (TSCA) 
of 1976 created a legal mechanism for the 
testing of each chemical ill commerce, ill 
fact (here are many inadequacies in the 

federal testing requirements esmblished 
under TSCA. For one thing, many thou· 
sands of potentially toxic compounds 
whose introduction to commerce predat
ed passage ofTSCA remain untested, and 
there arc no requirements at present for 
testing many such compounds' (require
ments for reregistration of older pesti
cides arc an exception). 

Several problems havc resulted from' 
the lack of infonnation concerning the 
health effects of chemicals. for example, 
in the case of pesticides, the Federal 
lnsectici.de, Fungicide, and Rodenticide 
Act (FIFRA) requircs that a risk-benefit 
analysis be performed on each chemical 

Thefact that risll assessments do not usually 
ronsider children ~ unique risllS is a majryr. . 
flaw in the U.S. regulatory system for 
pesticides in the diet. 

being registered. The Environmental 

Protection Agency (EPA) weighs the risks 

to hcalth and the ellvironment against the 

benefit~ of the chemicals to the producers. 

Howe,":er, when information on the health 


. risks is not available, the process is forced 

t?;proceed without full information. I", 

The case of pesticides illustrates anoth
er prohlem with the regul;Hory system. 
There arc approximately 600 actiye ingre
dients in pesticides rhal have been rcgis· 
tered for usc ""ith the EPA, and most of 
those were registered at a time when toxi
city testing was not as strict as it is today. 
Manufacturers have been requircd lo 
reregister these active chemicals, but 
retesting takes time and the active ingredi
enls will probably not all be reregistered 
before the year 2000. In the meantime, 
these pesticides an: still a\~dlable for lise 
and arc being used. III addition, lhe non· 
active (inert) ingredie!l!s ill pesticides are 
considered to be trade secrets. Therefore, 
they arc not required to be registered or 
tcsted, despite their widespread distribu
tion. The term "incrt" is misleading. It 
means only that thc chemical is not toxic 
to insect" and does not refer to possible 
cffect~ on human health. Yet IP;lI1V of 
these "inert~ chemicals arc, in fact;·likcly 
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to be human toxins; they include orS-Ank 
rolvenl:;, 'petruleum products, and die!lC~ 
fuel. Despite .his lack of complcH: info!"· 
mation on pestkid(:s, panicuJarly the inert 
ingrcdieo';'!, there i5.J~E}:rlore infonnation 
availabJe about their toxicity than about 
the toxicity of most other commercial 
cbemi,ca!s. Pesticide regulations require 
pfc><use, approval. while regulations of 
other chemicals are more cnd of the tine, 
regulating' only ruler first ~easuring the 
effects of chemicals on the air or water.l4 

Of course, even if every chemical 
made in the United states were thorough
Iv tested and controlled. children would 
s'till be exposed to '<:hemicals' fr~m import~ 
ed gt;~ds, Pilftk"U~ar~y in fuod as well as in 
air t11at crtcises borders. TI1Crc is ~o way to 
eliminate all risk, but reducing risk is a 
wurtln'lhile, if difficult, proposition, 
Tes!ing by itself is expensive, and having 
government age:Ilcies'shoulder the "ruts 

, may Ilot he realistic Building those (05ts 

Risk chnracterization often ignores chik1Ye1~ 
TIum, when regu/atimls l>r other policy steps 
are tnken /0 amtrol risk, children's interests 
are kft ""/ of/he process. ' 

into pro<lUC! ocvdoprnent hy having pro

. du((:rs perform or pay fot lestlng before 

new pmduccII call he tntt'Odllced might be 

a fcaBibk: w"y h' /ill<\nn: ttl';5!! ac.tivities 

and, ;.ims, to improve risk aSSCS5ment.2 In 


; fact, many chcmical m<lfluf;lClurcl"$ 
. already engage in intensivc prcmarkel 

(csllng,12 

Exposure Assessment 

Exposurc as~es.smem, the third ~!ep in t'isk 
assessment, n'e~ds to itwolvc different 
melhods for c.hiklrcll than fO!' adults. 
Cl!ildren'~ unique behaviors and tlwir 
play dosc 10 the ground incu:asc fhl:ir 
exposure to toxins ill dust and wil; lhosc 
speciaJ exp<)surcs need particular aHen~ 
tiou ill risk assessmcnt. Indoor ail' pollu
tion ill lbe places where young children 
spend the bulk of thc-jr time-particularly' 
hom($. ,I:>v cart; selliHb<$, ,mil other indoor 
envjronnlt~l15-:dt,mld al~o he c~n:fully 
considercd. In addition, bec;H\.<;e chi]· 

drcn's diets differ from those of adults, 
assessment of their dietary exposures 
requin;s appropriate sampling mcthod~ 
ologics which illclude the foo$ th~t tlley 
cat. At the prewflt time, most food sam
pling for pesticide contaminants in the 
United Slates focuses almost exclusively 
on the diets ofadults.4 

Risk ChQracterizatlon 

'The fourth step, risk charncterixauQn, 
must be based on the information gatb· 
el'cd in the first tbree steps and upon sci· 
entific assumptioqs where information 1.5 
notdircetJr available, When the risks to 
children are different from those to 

.adul15, the risk characterixat10n should dif· 
ferentiate between children'and adults. 
Hmvcvcl; because of ~at..1. gaps !n the pre· 
vious steps, usuapy no infomlation about 
the risks to children is induded in the 
anal}"!'i:&. TllU"~, ~sk characterl-zation often 
ignores children. Then, when regulations 
or other policy steps arc taken to control 
risk, children's interests arc left Ollt of the 
process. 

Another difficulty ",'irh risk ch:;1ractcri~ 
7.alitm is thal, in the man)' instances where 
infonllalion from the previous steps is 
lacking, the overnll cbaracterization of the 
risk must be hased on a series ofeducated 
gue~<;es, Vl'l1i1c use of such assumptions IS 
often ufl:woidable, i~ is essenliai for the 
assessors to make them explicit in their 
reponing. Policpnakers and t.he public 
need to know lh(~ :tSSllrnptiom that under· 
lie the assessors' decisions. T!te provision 
of a range of cS(!lnatcs, ba ...'>ed on dif[~l'(:nl 
,ls$l!il1pdm'5, may he- more appropriate 
than providing a single estimate, No maI
ler how it is done. the charactt:rinttion of 
the ri~k by Ihe lisk assessor is the key to 
risK management strategy, If the process 
has taken children's unique physlulogical 
and bdlavinral vu!nerahit'i!ics tnto 
aCCO\ltll, thc!} the llSSes;wr can include 
a5-'lCSSmcnt of the risks !n chi!drcn in tl!C 
n:pon to the risk management agency. 

HlsUlricaliy, i:hcmicals ;u1d toxk;\OIs 
are regultl!ed Oll(~ at a time: cvcn classes of 
chcmicab;. known to act in similar v,:ays in 
the human hodyan: ntH grouped togethcr 
in rcgulations, [11 a the~retkal world, this 
singul:.\r approach may make $cnse. 
However. in the world of l\ child, il 1>e;II!, 
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little relation to reality. Children are often 
exposed 10 a myriad ofenvironmental haz
ards, often :drHulm'ncously, in varying 
doses at different stage,~ (If their develop
ment. Currently, risk assessment; although 
proven to be :i very imporClnt lOoJ"for con
4rolling io)(.ins in the emimnment! has a 
major drawback: it considers Quly one 
chemical at a time, Future approaches to 
assessing risk will need to be expanded to 
incorporate simultaneous, multiple, and 
cumulative exposures, 

Risk Management 

After the level of risk has been assessed 
and reported,' risk management begins. 
Rbk management con$i.:;L~ of dOing what 
is ncees.~fj·;(O ~climinate an 'Identified 
risk or to reduc.(! it t~ a level' which is 
judged; usually b,· some agl?ncy ()f gov
ernment with publie invoivemenl, as 
'acceptable. '''W Risk management deci
sions. take into account nOl only scientific 
considerations, bUI also political, .:conom
ie, ,mct t.!dinicai factors. Ultimately, tIlt! 

approach taken !O manage a particnlar 
risk reflects the k-vel of society's concern 
llbout the risk. 

Agencies of the federal and state gnv· 
ernment.. play an important role in man· 
aging risks land, thus, in redudng chil
dren's CXPQs\lre w environmental toxins, 
Olle of the most C(llUtl"iQfI aCtions fOI" gov
ernments to take IS to regulate the pro
duction, usc, and disposal of luxic chemi· 
cals. Legislation such as the Clean AII' An, 
tllC 5a1e Drinking Water Act, and the 
Toxic. Subsmnces Corntol Act provide the 
framewOrk for emiromncnml regulation" 
ill this C01l11lry. (Sec TIm:. 2 for sumr:lar1es 
of the seve.raJ inrlh'irlual acts which j'egu
late different t}l'cs of luxic dlcmica!s,j A 
r111!jor g(lal'of thL'M: laws and of the r('!,"llla
tions that flow from them is PIOI!:CtiOH of 
human hcal!h. The ferleral'laws thal am
tm! lOxic substllm:cs and manage the risk... 
associated with them an! divided inhl 
three gellenli categories. I.'> {Ddailed 
dcscriplionq of each of the stamles (::111 ;)C 
(ollno in Box 2.) , 

Ucensing Lows. 

The first category, liceming ln~, includes 
staHttes that require licenSing and registra. 
tlon for new ami existing chcmic.;:, ..;Qflen 
those Jaws include :In expllc;lt ;·..."·lew 

pffJcess that may invol~·e a requirement fOf 
tolticity testing. This catcgory includes 
:mtlutes Nudl as the F'eder,ll Inscctkidc. 
Fungicide, and Rodenticide Act (FlFR.!\), 
which rcquir-c5 the Ef'A to register pesti
cides and to determine if they are safc and 
effecuvc under the intended conditions of 
their usc, aod the Toxic Subst:lm:es 
Control Ac.t (TSCA). disc:u5Sed above. 

stondard-Seffing laws 

The second category, standard~eHi!lg 

laws, covers btatutes iJIIl! estahlish stan. 
danls or exposure for chemiculs used in 
specific situations. Under this lcgistauoo, 
regulatory agericies establish limits on lev
elsoftoxic subs(anceswhkh are penult.ed 
to be present in air, water, Dr soil. Limits 
may be set on the amounts of tOxins which 
arc allo~"ed to be cmiued by a givcl: 
source, Typically, m'l-'SC limits ;Ire set for 
one chemical and one environmental 
source at a time, little attention is given (0 
the pOSlSibility of muttiple: simultaneons 
exposures. These laws also detcrminc 

Children are oftm exposed ro a t/lyriad of 
environnientallwurrrls, ojl£n simultaneously, 
.in vary;ng tWsCs at different stages oftheir 
development. 

appropriate labl.!ling or pWdUCL~ contam
ing <oxic :;!Ihst..'lnces. The Cle:nl Air Act i~ 
a wdl·knowll example of a standard.;;.!!"t· 
ling ·stntutc. It requires the EPA to set air 
quality standards for penni5.)ible levels of 
pollut;mts in l.he air alld to n:gnlal<:! cmi;;
si(Jll$ of h31.ardotl~ substances. Ar; dis
cuS&Cd IJelow, the Clean Air Ac:t is one (>1' 
the f\..'W picc:cs of c!:vlronm!!ntal1egislalion 
that ~pccifical1y take;; \'1.llnernhle popnJa· 
!iO:1S into aCCO!U1L 

Control-Oriented Measures 

TJ\(; third c:uegOl)' {If federal ct}vinmllWll' 
tal rc-guiations, control-orlented measnres, 
neals v.ith explicitly identified dwtnkais, 
groups of dlcmkals, or c:hcmiml p:ot';1;£
c". This group of laW!; includes the tWo 

federa! statute. thaI explicitly consider 
children ill their iment ~1I\rl actions: The 
LC<ld·l~,1$(!d l'aillt POisoning l'r.:vcmioll 
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Exisllng Environmental RegulaHons 

Llcemiflg laws 

!111<: Ftdtral }Qcd, l)rog, and Cosmfiic Act (FFIJCA) controls levels of cllvironmclICll rontami· 
nanl5 as ....'e1l as substances added to and li3lurally occurring in food. drugs, and eosme!ics .. 
It also pro\idcs for th<": setting and enforcement of !ulcrances on pesticide residues for food 
and feed (mps. regulates intrOOucuo'n of new drur and biologics. and f(~quil'cs eo";metics 
to be lahded. 

TIle Fedtril11ruertidtk, Fungicide, awl &denfid;:k Atl (FJFRA) pr0',1des for the registration of 
pC5tidde~ with the Enviroomenrn! Protection Agency. It requires that pesudde5 nm-cause 
unrcaronabJc risk of injury to human health or dte environment. 

111e 1Crit SUWWn(Ct O:mtrol Act requires lcsting of existing chemicals when: data are inade
quate 1<, 1lS5C55 ri~k or injury to human health Qr the emironmenL It ;l\w prohibits the 
inrrodw::tion of new .:chemical! that present an unreA$onable risl: and restricts or prcvenUl 
u)e production~ llSe; or dIsposal of ~:)(isling chemicals that present unreasonable risk., 

St~rulard.s.:tting ktws 
The Cimn Air Art ~C!S standards for air quality, vehicle emiwons, fuels, and rud additives, 
It abo require$ tht' EPA (0 regulate emiMioru; of har,ardow air pollutants antI to nmduCl 
re:ican:h on air pollution. 

The Clutn Wa.ttrActsctsmaximtlln cont:unimmt Icvch (~CL'l) and maximum conwminam 
1e\'C1 goals (MCI.'(h) for publk drinking .."ater $upplic$, TIle MCLGs do nQ( consider rea
sibility. but Mel..... do. 

The G:m.tumtT ltvdm:l Safrty A.;/ promulgates nmsuillcr ~ufcty liulldaldn. balam:b:g Tisks 
against dIe COS!, utility, and ava!!ahility of the produce 

Thc Frdftaf Jfa.umimH SuliMw-r1'!l Ad ban~ h:l1.ardous sulJ",!tlnces that may muse 5ubstantiaJ 
pernona1 injury or illness ffOm ~e in hOll.'(cholds, 

The ()(cupalimuJ Saftty ltlld Htall.h -:i.et .sets st.andank ror contaminants in the workplact: 
which may CJIm!" "Illaterl:\l hllpairmcm ofhcalrh or runCltor.al ,~apachy.· The act :\UcmpL~ 
to iltL1in the highest p(ls~ihlc degn.:e (If occupatiQ!'''! health lind ~t:ty prote~tion, 

tA'lntroi-onCllted raws 

The Camprtlum,sWe J31wir(lIImnlW! JltJJm=/J, Ccm.jn:matifllt, und LIlWility tid .duag with the 
Suptrftnul Ammdmetll~ lind ii'cauflurriuui!Jn At! fllnds c1C'"J:llUp of h;u;lrcious w.t~tc siles, des
igmv;o reportable quanlil\e£. of wxins for cnvimnm!:ut:tl re:icMe, r1:p<),ts on comohlnit)' 
prcpan:dness and release. and m::mdav:s ,hi: EPA to pn:p;:l!c io»icily IH1l:iles.::m eOllmmi· 
nants. These an" f""::n~ O!l lh{! highest rhk chemicals, where thefe i~ "!Ullllllintialllanger to 

tlu: public health or ....elfare.~ 

The I.md.JJ1lMd Paint Prtf.,u:mil!fJ l~ Act manda(e£ the Consumer Proeun S.uCIY 
Commi~sion to det.:rmine, ifpussib!c,;\ >;I.ft: level of k;vl ill p.lint \0 p~n\ the poisoning 

of child: ell by ~!~"d·based p.1iu!. 

The I'tnsr)1t Pm..'mlWn Pacllaging Ac/ proffiul/plt:, 5t:mdan{s for pat:klIgiug :5HUslllnces !hat 
CQuid produce .scriuus penona1 h~u()' or serious illness. "I1~e COllliulilcr {'Ioduet SafelY 
Comllli$\jon (.'1 !ll\\nd(lt.~d :() dct<:nnim; the rtq:;rt:e ;md nature Qf the hilwni (0 ehihlrcn 
from the packaging qf poison.Jw product;\ 

'D}c Iksauru Q.n-sm'Oli<m and R.eawrry Aa rcgul:lfcs the h.mtlling of h:u.ardOllS w.<>tcs and 
lists hazardous was-lcs on the ha'ii~ 'If !hcu' ("olliitilw:m>o in or!!'.:!" 10 ~pr{)kC( human lIea:l1"1 
[fromJ ., ,<;cnoIlS irrcv,:Kjl\ic m tncap!v:h:!ling fCvcn;iblc Hitless [and] ... subs!;.n!!;al pre:r 
cllt ....r potential h;II.aRt~ The act also <::00110\$ tWlllllill.g ttl mimmilc rbks, 

Sot)f-ce: tJ S.Con;tI')SJ:,Ott\CQ ¢ TochnoiQgy A$.mssnwrrt.Nal.tmlm.'c.'ly: Idon'ifyt!g Cfld con~ pOOcn$ Of the 
~fY$1em.OTA-8A...a26.\~ron,OC: US.Govo!t'\ffiOnt PrintlngOfficQ,Aplll9"90, *,'::;'1. 
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Act charges the Consumer Product Safety 
Commission to determine a safe level of 
lead in paint, if pos!!ihlc. to' prevent child~ 
hood lead poisoning. 'nlC Poison Prevention 
Packaging Act, enacted in 1.970. sets stan~ 
dards: for the packaging of suh".~t!~~ that 
could be harmful to children. 1b prevent 
personal injury or illness among d)ildren, 
packaging must make it "significantly dim· 
,ult for children under 5 >1':!ars of age to 
open or obtaih a toxic .or harmful amount 
(If the suootance therein within :a reason
able flme."H; Of course, the act regulates 
only packagillg, and careless use of sub
stances such las medications or cleaning 
fluids by parbnts' and caretakers will not 
prote~t children from poisoning. 

It is unfortunate thllt the regulations 
which ('.xplidtly include children are not 
global in scope but. instead, are aimed at 
controlling spedfic ,substances. While the 
necessity of controlling lead and harmful 
medkatimls should nm be undercmpha
siled, taking children's health explicitly 
into consideration in the major enviwll
mental regulations which C(m~ider all pe$-e 
ticides (such'as FIFRA) or aU 1A'Uter pollu
tants (such as the Clean Water Act) would 
have a far more widely benefiCial effect on 
children's health. Happily, there arc some 
iru.lanccs where chilrlrcn ate indirectly 
considelcd in global':o;tatutcs, :mrl progress 
ill slowly being made itl taking children 
into ac.:nunt in some (cgl!lnti{Hl~. Fc)r 
example, the Clean Air Act does spedli
cally consid~r childreIl. Ulidcf !he Clean 
Air Act, a~ diM:ussed in Box 2, the EPA and 
other federal regulatory agencies are 
required to .set standards for penni!>Sibl;; 
leveL-. of toxins ill air which wtll proleet 
"the mos( ,,'uluerable mcmlx:rs of society_" 
Becau$C the most vulnerable are ()ften 
children, this language serves, implicitly af 
least, 10 protect t;hilrlren, 

In addition, smndards for Ic:ld in air sct 
uncler the CI(~aI1 Air Act hav(~ addres~cd 

concel'llS about the effecL, of lead on the 
ltcilllh of children heyond 'ead~I:Hlscd 

paint. L(:ad has been koown hy pedlmri
dans to he a toxic substance since the end 
of the ninetcel.ltb c~ntury, but ill the 
United Slates, it was widely used fur m • .my 
yeu!'.;;, mos~ notably in ,g".Lsuline. 17 It W'.u 
;::nllCC111 for the prmcc60n of childr.:n 

that led 1.0 the I~stabtishmcn! under the 
Clean Air Act of the currClH fedeml 
ambient standard for lead il'! ;til' of 1.5 
mg/m.,..t8 TIlis standard couplcd with the 
phase-down of lead in gasoline has pro.. 
duced an 80% reduction over the past 15 
years in the blood lead levcl$ ofAmerican 
children) This represents one of the great 
reccn! successes in pediatric environmen~ 
tal health in the United Stales, 

Monitoring 

After a risk has been ;::h3.t"lll;terized through 
risk a:;.<;essment and a management stote.
ture for it has been established in regula~ 
tions, the l.evel of the toxin present in the 
environment must be monitored so that 
the regulations can be enforced. Although 
standards are most often set fwerally. 
slates and localities monitor federal stan· 
-dards on ambient environmental and 
source discharges. I¥Thus, to moniwr com
pliance with lhe C1e.m Air Act, the EPA 
and stale en..ironmemal agencies monitor 

The regulations whid. explicitly include chiJ. 
dren ani not gfubal in srope but, instecul, are 
aimed.at contro/li"g SPecific substances. 

levcls ofpollu!ant~ in air. For acutely toxic 
air contaminants such as ozone or the 
components of .,.mog, measurements arc 
made on a daily or even an houri; basis, 
Whell pem)isslulc levels are c)(cecded, 
smog alerts arc issued, For chronic air tox
ins .such a.slcad, quanerly average air lead 
levcls arc puhlishcd, Pesticide levels in 
foods are mo!)itOnxl regularly by tbe fDA. 
If a shipment of food is fnund to contain 
excessive levels or a pesticide. thl: ship
mellt t,U\ be seized and dcstroyed. 

The type of monitoring rcqt1ired by 
environmental regulatiolls varie;; from 
suh,.umce to suhstance. The particular 
type: chosen can have large implkatiolls 
for children. Pc-'itidlle monitoring is an 
example, Often pesticide ~evel$ an: mea~ 
surcd oniy in lllrge b..'Hchc$ of food. 
However, wilhirl a batch, the pesticide mal' 
be spread unevenly; thc levds in .o.ome 
uniL~ will be very low while those in other 
1Ini(.o. will be very high. Jfa child consume~ .r; 
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just one portion of a batch illld that por· 
tbn Ii; heavily cOllwminatt!rt, then the 
monitoring efforts do not serve Ii, prOlcCl 
'that individual child because the reponed 
')'~")ult represents the average conlal'lina
.lion in the whole group of food products, 
'not in an illdividllal porti{.n. jtor cxamRle, 
rin the case of aldicarb on bananas· ('tis
. cussed. by Lynn Goldman in this journal 
, i~sw:~, the levd of a!<lkarh on ont: b.'1oana 
might be high. but the testing programs 
for Ihis pcsdddc previously <lnalp,ed 

,groU!)" ()f banana,S. not Individual 
hanall;tS, Fo()d~ that an:: not PfO(cs,-cd in 
large batch...""S might {teed 10 be w~lerl dif· 
fcrcnHy rrom foods that arc procC1\~cd lmd 
hlcll(kd tu),{ellicr. 

In a'\.\t:sslng childten's (!XrmsuH: to 

c;ninmmcntallmdns, the s,;nllpling str<nc
h'Y i::; Very iml)<)f(;ml. A~tin, pt:s1iddcs pro
vi9-c an exa~ple. Under curn:;nt sampling 
p(Ocedurc~, il is vet)' diHicult to ,Issei;; the 
diemry t;xpmttre of cbildren to pesticide 
residues because foO(l constlmplio;l data 
cuHected by the U.S. J)epartlIv:nl of 
Agriculture examine cOllsumption .among 
children Oil!}' within very hl'Oad ag(: 
groups.; I\eCl\iSt~ Ihere is suhstanlilll ...";;tria· 
livn in the diet of chilrlrell as they age, 
foot! cOIlliumptioll claw ncecllO h(~ collcel
ed within nMtoWt';f ag'!~ br,lI;:keK In addi
tion, fK-Nlkide r~sr(h;e dal;t coHecled hy 
the U.S, Environmental f'm,,~ctitln Age1l£Y 

typically do not focus on the foods thou arc 
most commonty consumed by children:1 

Snrveillance of the effects of contami
nants on people is another asp<..'-Cl of inall
aging risks". The collection. of data on 
health problems is one way to obl:lin infor~ 
malion abollt whkh children are suffering 
[mm which diseases. $cveral national sur~ 
\'eys uodertake this: illsk tor Ihe (:utlrc U.S. 
populatkm,l UnfOftllll;\lcly. most health 
dam collection systems are not specjlkally 
designed to ,:ol!CC! dan; 011 lht: environ
menwl exposures or toxic dL~e:.\5es of chil
dren and,thercfore, arc nO! wd~ cquipped 
to support pcdi:urk (:nVimllm(~ntal health 
polk;' initiaH\'cs. . 

Perhaps partly because of this drought 
of data, research 11110 Ihe &~C:l!ieli of chilo 
dren h;L\ paid .scam 1IIh;!lti{JO !o environ
menml canses of ilhlC!i.\CS, AhllOugh ;I!t 

enormous body of li!cramn: has accumu· 
laced arounrl 1I Iew well·kuown environ> 
mental prtlblcnL~ ill dlildl cn, sllch ,L~ lend 
poisoning, pesticide in!{>xicatiof), and, 
llJore recell!!Y. air pollution, there IS lHl 
C01Ic(:rh..-o f(!~Cardl agt!nda 10 asses.'l systcm
<Ideally Ihe dlec!.'! (If mo-5I enriroliUlCll1:!.1 

toxins upon the lIea:t!! or chiidn:!L 
Because of this lack or t:ugcled health 
r..$carch, mall}' pedi;ltrir: elwilunttlel\t;l1 
toxins hav{: undouhtedly escaped scrutiny, 
;Ind dLrea."Cs have not bee!) rccogni)'(:d as 
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environmcIltlilly feinted, Environmental 
soun:es of illness should r«eive increased 
pritll'ily and c()!Ui('lcnllion,wlleri decisiom 
are [{lade rcgan-iing the funding of 
research on childn:n's health,· 

Education , 
Several kinds of edtl<:ational erf~)rts might 
ultimately decrease (he exposure of ehil« 
dren to environmental comaminants. 
The finn type is education of health care 
professionals. Medical education has paid 
scant attention to issues in pediatric emi~ 
ronmemal health, and this lack of train
ing is refl<:cted in most provideis' inabili
!y to recognize environmt;lHal health 
problems. In the four yean; of medicaJ 
'!Choul, the average Ameridm 'filedical stu
deUl receives only six, hours of traioillg in 
:!nvironmcntal medidne. 19 Even pediatric 
:esidency pmgram5 provide little eouca
:ion on topics in environmental health,
;xcep! perhaps on the lIlost fundamental 
md popularly acknowledged problems 
,uch ll5 lead poimning. Not liurprisingly, 
hef(~fore. most physid:ms lmd other pri
nary medical providers in the United 
;t:i((~s arc n01 knowledgeubl!: "bml! '..'Vell 
he "19Sl common pwhtcms in c!wimn
Dental heaJth, and il is likely ~hat many 
Hncsse}~ of environmental origin are 
,ndiagnosed,2D,71 

Some attempts arc bdng made LO 
npnlVt:: the SI:ttC of environmcrua! med· 
;:\1 edw:'ation and ils dose mmill. OCCll
:1tiunal me!!idne, Thc ln~lilut(! of 
ledicinc has convened £ev(:I'a1 commit
:es to im:reasc the dissemination of infi)r
lalion on tin: teachit:g of oa:npational 
Jd environmental medldll<: to medic,,}l 
mit:llts, resi,knts, and phy:>i<:ian;;,tll 

!\''erai federally funded prngrnms have 
!cn initiated tv inclcHse :Ul~l expand 
;cupadon;,! tea.;hing: :tlld expt:riem:c, 
lell as the EnvilOnmenml l>hysidan 
;3d!:mit: Aehievement Awal'd of (he 
altona! Institute of Environmental 
callh Sciences. The Agellcy 101' '1'tndc 
Instances and Disease Regi~HY has ;;J.~() 
ppot·ted the rlL'\'dopmelll" of trailling 
atcrials and lesearch fellowships in cm1
nmem:d medidne. 19 One e,xample if. the 
UlbC tiu!.:-d Kids and the F.m1mnmclll: 
'xit Hal.ards (k....,doped hy till: ~~bildrcll 's 
\YiwnmentU HC'llth 1\:;:tW01 k, which ha." 

I 

been intfOdw;ed into fou), pediatric resi
dency prognuns in Cnlifornia.'l!l The prin. 
cipal Ihrus! of these effom has been to 

inlegnttc enviwnmt:lltal medicine iuto 
mllimtrCi.\ln ilHernal medicine and pedi
atrics so thal phYSlcia.ns -consider emiron
m~mal diseases in formutating their dif· 
fCI"en1ial diagnoses)l 

A £ecQnd type of education is direct 
education of parents and children and the 
public ahOl;1l \\tays to protect children from 
environmental contaminants. Public undc)'
standing can be advanced through Ute 
print and electronic media, in parenting 
or prenatal classes, or just by ,,"'Ord of 
mouth, Parents who arc infonned about 

, " 

Parents wIw are ilifoT1l1ed about the risk< of 
a wniamilltl1ltfor their children can be 
PQWerfol actors on their dlildren;, behalf 

the risks of a comaminan: for their chil
dren can be powerful actor!> on their chil
dren's behalf. When puhlic sentiment is 
behind a group of involved parent:!, their 
influence is increased, 

Ed'ucation (If policymakers' is very 
important. Advocacy groups for cnviron
mental health have h:id particular &W:Ce.,,1 
in communicating their concerns: to poll. 
cymakels, Among lhe.~e groups are the 
Nan:ral Resources DefcIl5c Council 
(NRDC) , Ihe Children's l~mirollmenlill 

Health Nct\<iurk, Physicians for Social 
Reiiponsibility. ami .he Colelte Chnda 
Env:romnenwl rnlld, !\e{':m~e Ihey dr, no1 
voce and arc not able to speak for them
sci ...."s, ....elT young chiltlrell arc no; C0Il51«
cred actors ill the porier arena. Therefore, 
adults milS! take lip policy issues {hat ,:on
ceni the health and welfare of childn:n. 

The Role of Advocacy 
,Ullfortllnatdy. most parents and commu
nities have limited aCCeSS to comprehen
sivc, usahle information l'i.:ganHng the 
effects of ellvirolllm:ll!al toxins 011 chilo 
dren's health. l?:csca:cilcrs lllfon'n t:<\ch 
otlu:r by di.s,~t:mlllating findings ill 1>den
tifk journals but SdriOlIl tr:ll)s.l;l1e "data" 
into plain language Jl:Jr lay iH!dielln~s.~' 

l'\on~EllgJish-speaklng .1nd minoril}' 

http:phYSlcia.ns
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l.JJCal cOalitUms = the rounlryluwe Iieen 
keyforres in the etWCI71umt oflvrol on!" 
nances restrictingSttWking in restaurimts, 
hospitals, and public place.!, 

children have been lead poisoned (P:uents 
United Against Lead) are working tn edu· 
care other parents and polkymakers abom 
lead ha:t..'l~ Othel' pan:nt groups ate 
working to de;;rea.\!! or eliminate the use of 
pesticides in schools and promote integrat
ed pc5t management, ami to pass lOCAl 
tobacco coolrol ordinances. Concerns 
about the locations ofhamri!olL'; waste site~ 
and incinerators have become front·line 
issues for many communities, particularly 
commmlilics ofcolor. 

In "cvera! inst,mcefi, community 
grOllpS have identified health problems 
before \lIe M:icntilk comlullllity and 
helped formulate the steps toward solu
tion$ to the problcm~ they believed were 

s",:~,callscd by environmental exposure;;. For 
ex,lIllp:e, the Akwcsasne Mflhaw;';' Com· 

and how to store hazardous W.LStcs. The 
ResoHrce Con5en-.ltion llnd Recovery Act 
makes the producer of a hazard responsi
ble for it fi>Q!ll "cradle to grave," regard
les.!. of whether the materia! is in the 
hands of the producer all the time. 'fhe 
Clean Air Act limits rekm;c of airborne 
toxins. The Toxic Release InvelHurj' 
makes informati(m a\~Ailablc to the public 
on each company's release of toxins to air, 
\\-'<llef, and landfills, 111esc typ<.'S of regula~ 
tions have a definite elfcct on Illuustria: 
pmctkes, and lhc effects can be both 
good and bad for the people who arc 
touched hY,l particular faclory or indus
try, l)at.1 from dw Toxic Release Invl:ntorv 
have been used by local governments anil 
cOII)))lUnity gnHlps to force reductions of 
toxic relt~ase", hy industries. 

An example of the confliCts that can 
te"nlt from a policy of cousldeling chll~ 
rlrell '$ sl',,;ifk vulnerability arises ill, the 
C(;lH(:Kt of (H:cl1pa~lolllt! re~\llation of 
exposure to Jead. At the ptesem lime 
tlmter th(: Ocolp'lIirmal Safety alld Health 
Act (OSHA), the u.s. &,rcty <Ind Health 
Administratlo!l permiL~ aduh workt:r:; of 

-

communities are most excluded from (he 

" 

tran~fcr of information, 

An extensive grJ,.$.'Jfoots advocacy movc
, 	 ment has developed recently in lhe United 

States, centere(;ton.:..~ues tn pediatric cnvl~ 
momenta! hca1tfL TIle goals of this move
ment' are to educate parents and families 
about environmental ba7Jtfds to children, 
to support research (such as a rC1:ent study 
by the Natural Resources Defense Council 
on children's exposure to environmental 
cardnogens),t1 and LO effect changes in 
public policy.U 

.,1 Community groups have become 
" 	 increasingly eifective at making impacts at 

the local.evel. Local r;oolitions have joined 
forces t? c~ngc' many different types of 
community policies, For example, local 
coalitions across the count.ry have been key, 

, 	 forces in the enactment of local ordi
nances restricting ,smoking in restaurants, 
hospitaL,>, and public places. A coalition of 
community groups in Oakland, California, 
called People United for a Belter Oakland 
(PUEBLO) pioneercd development aCthe 
country's firse Icx:al lead abatement ordi
nance. A national group of parents whose 

mUllily in New York, the B.rown.wille 
Community Health Center in Browns
ville, Texas, and the People for CQm~ 
munity Recovery in Chicago all played 
significant roles in identifying and n1O\'" 
ing to change the environmental expo
sul'(~s in their communities, 

ArlVOC1ICY movements have also been 
effective on ,the nation~1 level. Their 
impaci is often strengthened through 
alliances with the medical (ommunily or 
govem1nenta! regulatory agencies. as hap
pened in the Alar episode (see Box 3), 
However, there is slill a tremendons need 
for morc imemction and communication 
among the medical, research, and policy
making communities and those parents, 
children, and community members: who 
have firsthand experience with environ
mental exposures and potential solutions, 

Involvement of Industry 
lndustries, panicularly those that pre;. 
dUCt! or Ilse synthetic chemic'lls, hav~ II 

particular interest in environmental 
health policy. Many face economic pmb
IetUs in the disposal of those chemicals 
and must make decisions a.imut where 

http:count.ry
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Box 3 

Alar: A Failure of ReguJalion 
:::-- -Ala.r, a synthetic ehemkal widely u<cd on certain food emf"' (es.pecially apples} from 1008 

nntillmm. act5 all a growth retardant, delaying uop ripening and thus prolonging she1flife, 
The compound w;u not :tdequa(dy t~S(ed for toxicity before it wa! introduced in the 
United SUHts"·lndeed, limited toxicity data that were circulated around the time of Alar'" 
H:gi"trnti~ suggested that the: compound was carcinogenic. HG';\o"eVer, thuse data were _ 
ignored, Sub$equentiy, toxicity studies using limited data indicated that Alar produced sev
eral different fypes ofmmol'$, but these swdies were also overlooked, Meanwhile, the pl't){}. 
uet remained on the market, 

In February 1989, sdentists willI the Naturnl Resources Defense Council (!'UIDCj, an 
envimttoo,emal advocacy group based in Washington. DC, released a report concluding tl.at 
children were at risk from [X'.5ticides in food and that Alar presented the greatest risk to 
preschQolcra.A vigorous counterattack was launched by the pestidde-manufacturing indus
try. which claimed that me,NRPC findings were inaccuI3te and alarmist. . " . 

further assessment of Alar W'lU uode'rtaken by the U.s. Environmental Protet:tlon 
Agency (EPA), In thi' evaluation, the carcinogenicity of Alar was confirmed, thus SUppOft· 
ing the NRDC fmdlngs. The American Academy ofPcdiatJia wrote to the EPA 10 urge that 
the ~ale of Alar be sU1pended, aild citizen groups such as Mothers and Others used the 
national atlention to communicate their concerns about Alar to the public. The manufar:-
turtr discontinued sales of Alar in l11te 1989, and all EPA toler:tnces for Alar expired in 
1991. In 1993, lhe National Madc-my of Sciences completed a study of the risks of pes!;" 
cities in food to infants and children, It found drat current US. federal regulations do not 
adeqnately prote(t children from pe~tiddes in food. 

The frog-edr of the Alar episode is that it w:as entirely unneces~ry. Pn:Iper ptemarket 
tCllting would have prevented 24 years of children's exposure to lhi~ potent carcinogen and 
would ha>,e prevented the food SG1re omt occHITed in 19-89. 

either gender to be exposed to lead in the 
workplace' so long as blood leud levels do 
not exo:eed 50 micrograms per decilifer 
(pg/dl), The U.S. Supreme Coun has 
uffirrned the right of women, indnding 
women of childbearing age, to work in 
such environments. R.ecent daw from tJlC 

pedlatJic litemtnrc indicate, however, that 
Jead is toxic to the fetus at blood lead lev-, 
ds as low.aS 10 to 2{} Ilg/cll. l..ead,levcls in 
this range have been linked to dc\'Clop
mem of permanem neurobehavioral 
'imp:llrmeut in young. children, and 
because the placenta affords no hamer to 
th(~ p;t~sagc oflcad from mother to chUd, 
blood lead levels ill IlcwQOfl) babies and 
their mothers are virtually idenlical. In 
addition, clinical reports from the first half, 
of this ceotury dC5(~ribed increased ~nd· 
denee of S{KH'lt.1neolls abortion ill female 
lead worke!s and in the wive... of male lead 
!'\'Orkers.i'6 11Hls, a dilemma exisl.... tresem 
law permits wumefl lo~work in an environ
ment where their uubtll';-(chHoren can suf
fer le.ad poisoning. How do we b;l13n[(; the 

desire to work \\o;th the protection of 
- health? 

One answer is to reduce the biologi
C;l"j exposure slandard for I"ad in [he 

workplace to a value below 20 itg/dl for 
workers of both genders, Then mothers 
will he prmec[ed, unborn children ",,'ill 
be protected, and male workers wh\}, ill 
fact, are at risk of neurological, cardio
vascular, and reproductive damage at 
blood lead le\'els above 20 tlg/dl win also 
be protccled against the toxic effects of 
leao,l!l However, this option, while 
appealing from a health point of vie'w. 
has economic imp!ications ror tlle indus
tries using lead afHI the workers exposed 
to it. 'fhe quc!ition is whether reducing 
lead in the workers:' environmenl will 
prove too cX(JCllSivc to j\L~tily continued 
employment in that indu!itr)'. Ahhmlgh 
adults who work itl potenliully halilrdom 
occupations IIll1y do $0 voluntarily, Ihe 
same cmmot be said of the children who 
may be damaged by prenatal and takc
home exposure to lead and other toxins. 
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Box 4 " 

New York's Policy on Environmental Quolity in Schools 
, .:.--~

A hOPPY excep1lOn·t~ Jhe generol lock of O"'! owro1j po~cy fO( protecting ChlId'en Is <:I pon· 
ey that wt:t:. develop0d in New'tbN by the Stote Boord of Uegants on €rwIronmentoi QvoIIty 
In SchOOls.The gt1ldirlQ prlnciplos ol1his enllght<'med potcv ors thot: 

.'	Every chlld has a right 10 on onvironmentatiy sofa and heoi1hy lOoming envlll:mment 
which Is?1oori ond In good repalr. 

• 	 Every chHd,parentand schOol employee hQS 0 -tight to know' about environmental 
hfXJlfh ISsues and hozdlds In. fhQ sch<>ol erwlrOl'V'M'nt 

• School officials and approprlote public agencies should be held accountable fof PIO
, v;dflig on environmentally safe and hoclMy &ChOOI foc!1lty" 

• 	 Schools should serve.as role rnode\s for enVltOnm&nfOity respornible bohOvlOr. 

• 	 FeooroLstoie,1Qeotonti private sector enlltles shOUld work together to ~ Ihof 
r&$Ourc:es lfI1& ,um effocttvaly and olllckmtty to oodres$ environmental heOllh and 
safety conditION. 

~; ~nf1 ~~ on ~r.toI Qudl"ty In SChoo/I, ~ta/ Qtdly o'~, 
~1'i-;' N<)wYooo Slo'e £OUC01Ie>n D.:.(Xlrl:l10n·.1W4" 

11ms, althougi) effective environmental 
: policy may frequently n~quire a balun;:· 
, ing of interests, it may be particularly 

appropriate for policymakers to adv;mce 
the interests of chIldren in such situa
tions as occupational exposure to lead .. because children cannot represent their 
own interests, 

Environmental Equity, ' 
An{lther area ofcohcern in pediatric envi
romnental health is the unequal distribu
tion of expos1;lrc$ to toxie IUilards alUong 
children of different racial, ethnk, or 
rocioeconomlc groups, Published reports 
as well as anecdotal evidence suggcsr that 
poor chiidrco (an(i adti!ts) and children 
of color are heavily, and often dispropor
lionately, exposed to a IUtlluiude of toxic 
environmental' bazards)'S These indude 
lead,l indmmiill and 3Iltomotivc air,pollu· 
Bon, and effiuVla from toxic \'.'aSI<; disposal 
sites,29 Although the fonnal, quamitatlvc 
analysis supporting the ('"xist1!nce of envi
ronmental inequity is still in tlic caHy 
stages of development, the idea that sollle 
groups in the llS. population are exposed 
to more enviwnmcma\ hit1;trds than oth
e!s ha~ been recogniled by many groups 
and inJividuals.~o In r.'ebruary )991, 
President ClintOIl js~tled an executive 
orolc-r rcquinnp; "each federal ager.cy [to] 
make achieving environlllcnt.aljustice part 
of its mi~<;ion by identifylng and address

ing, as appropriate, disproporti.onately 
high and advl!rse human health or enVl' 
ronml!rltal effects on minority and low 
income populations in the United 
States."!) in tha,t same year, the New York 
S~te Board of Regents on Environmental 
Quality in Schools aflinned the right of all 
children, to be taught in a safe learning 
environmcm and of children, parcnts, 
and school employees to know about envi· 
ronmental health ha;r.ards in the school 
environment (sec nox 4). 

Lead i:> the dassic example of dispro
port,ionale exposure Qf poor <:hildrcn to a 
highly prewlcnt and darigerous enviroll
mental hazard. Data from the Third 
National Health and Nutrition Exami
nation Survey (NHANES flI) found that 
37% of African-American children, 17% 
of Hi5p;utk children, and 6% of white 
children living in lnner-eity neighbor
iwods had elevated blood lead levels 
(above 10 pg/dl)" By' eOntrast, the pro
portion of whHe middle- and upper--class 
children in subm-ban and nlra! areas with 
blood lead levels above 10 llg/dl WU5 less. 
than 3%) It has ~en hypothesized that 
the level of lead in paint and gasoline has 
rcsulled in hig~ COntel1lId;.ions nflead in 
urban soils and, .thus, in t~e high preva· 
lence of elevah.-d blood lead levcls in 
inner-cilY children.:m 

What arc til(:! best polidcs for alll......1ltti~g 
these problems? Recognition of the fhet 

, 
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that there are, sCIM:ml causes for rliffer~ 

cnn~s in eXjlos\Jre of j:hildrcn from di1Ter~ 
en! md.al, ethnk. and ,mcloccoHomic 
groups to environmental hazards ,is a first 
step to reasonable policymaking, 10 some 
instanc(!s, environmental safeguarJSapjrear 
not to he wdl enforced in p<lor neighbor
lioods. For example, a recent study sug
gested that EPA standards are less: strin
gently enforced in poorer communities 
than in w"alth'icr ones so tbat Ihe poorer 
communitks ~ not receiving the same 
regulatory prote<:tions.M In other instanr;cs. 
hazardous sitGations may arise in poor 
neighb0l1)Qods because of illegal and 
reckless disPosal of toxic materials. In still 
other instances. differences in exposure 
may ari$c ltccawe ofa sorting oC-families. , 
frotn difrercn~ economic Or ethnic groups 
into more- or less-safe environments, For 
example, poor children in inncr-city 
neighborhoods tend, for' economic rea
sons, to occupy older, frequendy inade
quately maimained housing units that 
years ago w~n: painted with lead-ooscd 
paim. Therefore, they are more likely to 

be exposed ~o environmental lead Ciom 
peeling lead-based paint than are children 
in fhmiHc5 that can afford to move out of 
such condltiom. Thus, the added risk of 
lead exposure faced by children in the 
inner cit}' result~ in part from inc.omplete 
remediation 'of all env1ronmental hazard 
which <11 olle titne nffected children of all 
socioeconomic groups. 

Regulations requiring a more equi
tahle distribution {'If hazardous \\.'aSte iadl· 
hies arc nne approach to the problem of 
environmental inCfllIity. However, any pol
icy th<lt incrclL<;Cs the real and subsL.'Ultial 
risk.. borne by sollle children in the name 
ofeq\lity C,UUH>I ~l!rl(;U$~y be considered to 

be satisfaclory. Kather, polici!!S thnl rcduce 
the exposure for all children arc much 
n:ore desirable. Cefl.nln policies can 
addre),.~ ;mn refiu(c exi$ling exposures, 
fo:' exampl~, fKllides Clll promote abate
ment ofcontamination resulting from hat.
anlous waste facililic.'i., incrt;:m.! fumling 
for innovative programs thai reduce the 
risks pmcd. by knmm sources or environ
mental foxins, a.nd fequire strict enforce
men\, ofCnvirnlllll<.:nlal protection St:ltuiC5 
ami n:gnlallon-" jn all communities. Other 
policy Hplions can prot(X1 all children 
from fumr;, exposures, hy uSing ledmolo, 

gy and chemical sulmitlltion 10 dccrcal\C 
pollution and risks to nearby residents 
(known ;os source reduction) and byelim
inating thc_ sourccs of the hazards rom
pletely, thus preventing exposure. 

A New Approach to 
Protecting Children from 
Environmental Toxins 
The currel1t pamdigm for risk assessment 
and risk management pla.-ces the toxicarit 
or hazard al the center nf the disdmion; 
cxamln,e5 known data on effects, routes or 
expost~fe. and met;haniifUS of action; and 
from this analYSIS, develops permissible 
exposure Jevels, But what if children, Hot 

the toxicam, were placed at the center of 
the paradigm?2!i A hOll( of different ques
tions would be asked: Whal is the child 

-
The "arrentfragmented approach to co"tro~ 
ling childref!'s toxic exposare!i mirrors tile 
oomfJlex alld poorly coordinated federal 
structure used to establish regulntions and 
Jm>teclive standards. 

'exposed to? How is the child exposed and 
in what stage of dcreJopmcm? \Vhat are 
Ihe' effects of acute exposures OJ' long-term 
i1:)w·ievcl exposures? \Vhat are the de1a~'ed 
effctlSf \Vlmt aft! the effects of multiple 
and cumulative e:xpoouresr What are the 
tmrtsgclleralional dfeet...? Using this para
digm, data would need (0 he collected and 
analyzed ba.'!ed on children '$ exposures, 
not extrapulated from adult ,bta lI.~ is 
done now. 

The current fragmented approach to 
controlling children's toxic exposures mir~ 
ron; the complex and poody coonEt:ated 
federaJ s!n~cti:re men 10 c~tah1ish rc!!;ub
tion... and protective standards, The 
EnVironmental I'roICclion Agency, l>ec-AUSC 

its statutory responsihiBtks are csJ..hlished 
ill i!tHllei'ons polide.;: developed by 
Congress, has 11(1 (tver.m::hing mi.s.sion. It (s 
difficuillo set priorities within the agelH:Y 
when the V;Ir10US statutes require iliffclCIl1 
and some!hnes conflicting standards to be 
etl3cled.3S f'urthcl1non.:, there arc nwner· 
Olts agencies that n::gul;Hc toxicants, sud"", '" 
as Ihe Food lind DHlg Administration and . 

http:etl3cled.3S
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;the U,$, Department ofAgriwlture, Rarely 
:ilrC policies coordinated 011 an intra-' or 
~lntcr-agency level 

hilrial approachf'.«.to achieving a new 
,child-cclltcred p~d1gm in environmen
lal health include tJ1C following: 

, . 1. Develop structures that foster (eder~ 
, a1 imeragencycoordination and collabora

tion, 5Ucn as a fecleml interagency cask 
force to revie'1 and coordinate regulation 
and polky on pediatric environmental 
health, 

2, Review and evaluate current envi,. 
ronmental legislation and regulatiom to 
determine if chiidl'en are induded and are 
adequately p;ot~cted_ Amend any environ
mental taws undergoing reauthorization to 
require specifically that environmental 
Sllllldardli im:orpor.!.lt: considera1ion of 
children and other special subgroups, 

3. Ensure that henceforth ;;:hiJdren are 
specifi('.ally included in every new piece of 
environme~t.al regui..ation and legislation. 

4. Develop new risk :uscssment mod~ 
els to incorpomte the most sensitive 
populations. 

5. lncrease research un pediatric envi· 
roam'ental health to acquire more data 01\ 

environmental h:lzards affecJrig children 
and to better understand exposore pat
terns, Foster more eull"ixlrmion !X:('1"'{~cn, 

the ~atlona! Insriune of Environmental 
Health Sciences and the National Institute 
ofChild Healtll and Human Develop)tu~ll\. 

I 6. R~'qujre toxicity testing ofchemic:ds 
(0 assess long-term effect'! of exp01\llrc in ! carly childhood, and :r'\!l$geHer.ni'):laJ 
effects. 

These six starting poials nm be aco>lU

pllshed through a variety of means 
including :w executive oroer, changes in 
regulation, agency appropriations. and 
legislation. 

Conclusion 
The protc£tion of chilrlrcll agaillst em,;
ronmema! toxins is a major challenge to 
our society. Hu:)ored.~ of new chemicals 
arc developed C\77Iy,ye;lr and released into 
the en'lironmcn't.1I" 'and many of these 
.:hemicals arc untested li)r their Ioxic 

cffects. 12 Thus, thc extent of children's 
exposure to these chemicals will almost 
(en.Rinly continue !o incre:l5C, Tbe prob
lem is no! going away. Tbc challenge. 
therefore, is to design policies that specifi
cally protect children against environmen
tal toxins and allow children to grow, 
develop. and reach maturity wilhout incur~ 
ring neurologic impainncI1J; immune dys
funclion. reproductive damage. 01' 
increased risk of cancer, 

This challenge ofaddres.<:ing children'.., 
unique etiViroomental vulncrabililics ill 
not met in current public policy in the 
United States. There is no general poHCy 
at either the feder,d or the St.'ll.e level to 
ensure lhat our children \\ill grow up in a 
safe environment. Environmental rcgula~ 
tion and regulatol)' risk as.se~ment typical
ly fail to consider the unique exposures 
and special vulnerabilities of ehiJdren 
Indeed. most environmental lcgislmioll 
fails to consider children and their special 
vulnerabilities. 

\\'e suggest a new paradigm for devel
oping cm;ronmental healtll pollcy cell
ten'o on lhe needs and c.xposums of chll· 
dren. The essence of this paradigm is to 
place the child. not the chemkal or hat.
ani, :u the center of tbe analysis. The 
analysis would then begin with the chilo, 
his or her biology, cxpm.ure patterns, and 
developmetltal st.'lge. This paradigm calls 
for a new way of thinking, and a retooling 
of the risk assessment prorc$$ ~o thaI it 
takes ifllO &Ccoullt not unit the increased 
Vtllnerability of children bUl also the 
effects of multiple and cumulative expo
sures: OVC1' the course of it lifelimc, 

So)utions need !O be developed l.H all 
levels-federal, state. and loc~lI. in thc 
best of all possible worlds, there would be 
(,ross-fertilizalion ofideas and model poli
cies. At the federal level, jhe above reI;
ommendatlu1I5 can he enacH:d lilr<mf{h 
legislation, all executive order, appropria
tions. or rcgulalion. At the State Icvel. 
policies can be revicwed to determ'inc if 
children. arc included' <Hid proteC'(ed. 
1.1)<:a1ly, groups of p:uents, advocates, and 
Olher interested citizens can work to 
d(:Yclop model 5lrategks and pol ide:,: to 
protect their cbildren f)'(nH c()viromnen· 
tal C)l.ptt,urc$. 

http:cffects.12
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Danger {:XiSlS in the CUlTcn! era ofgov
ernment ;lownsilin15 and reguhttory 
reform that chi!<ireu will hecome C'I!eu 

!c,'\.Ii well j)rHtL,(led lIgainsi Cllviromncntal 
h;l",lrds Ih:lli Illey are today. \\'c..!.ISg5. pol
icymakcrs to cflllsidcr the implicatiuns for 
human health and natiol)al productivity 
tbat may be a~..ocimed whh increased and 
unchecked expos01lrc of America's chil~ 
drcn to lead. ail' potlution, pesticides, and 
untested consumer chemlcals of unknown 
toxicity. While shon-tcrm COllcems lIbO\.lt 
regulation of Ihe bUlliness community 

~mminly need to be heard, the immedi
ate ami longer.term effcct!l of environ. 
mental degradation on the iwalth of 
America's chil{iren Ilet:d to be weighed in 
(be: balance, 

As we move tov.71rd lne twenty-first 
ccotur),. the issue ofemironmental expo
sure and degradation loom!! large not .. 
only in this (:ount1)' but globally. 11 is-
imper.Jtivc (h;:tt we develop policies which 
I'<ill protect the health of nur chltdren 
now and in the fmure, 
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Case Studies. of 
Environmental Risks 
to Children 
Lynn R. Goldman, 

''<, 

Abstract 
Doing a beuer job ofprotceting children from environmental hazards require~ having 
mote and belle. inli)rmatiQo about both children ','I susceptibility und their exposure 
to {oxi;: substances. There are many criti<:.. 1 gaps in ImoY;ledge Qf this Issue, 'nli$ arti
clt: pr~n15 several cx:amplr.s sf.eeifieally related 10 children's ~p()$urc to Jl!~sticidc5 
wltkh iltustnHe environlm::nuol risks for childcert. l1te cao;,es examined include the ttik 
prued 10 children hy thi! 1)$<! of the insecticide aldicarh 00 hanallU5, and repnned i1l
nes5CS in children caused by the use 1)( the insecticide dialinou in the home and by 
the Use of interior hntll!e p.lint (t)fuaining manny. TIle cases presented iIIuslt':Jlc how 
regulatory agencies, paren!!', health care pro.iders, and others who come into ctmtaCt 
with children on a regu;ar basi! all have roks to pial" in m,jng in the lo:nnnadon g-.tps 
reg'.<Irding children's exposure to emironmental hazards apd ,the dcletetioU'll:ffctt.~ of 
(h~ exposures. 

As discussed hy Bearer in this journal issue, children an.: more SHS~ 
ceptible to the deleterious effecto; of m;my environmental exposures 
than adults. Much current knowledge abom the effect;; of cn¥iron~ 

mcnl~d hazards on children comes from experience. We have teamed from 
major environmental tii5aStcrs) such as the Love ('.anal experience, which 
showed what can go \-\-TOng when an elementary school is built directly (wcr 
a hat.ardolls wa,';tc disposal site, and from other cases of exposures to chem
icals whose effects are nol obvious for decades, sHch as v.lginaJ cancer fol~ 
lowing exposure in u.lem to dicthylstiibcsu'ol (DES) ,! Each discoycty of a 11CW 

deleterious effect ad¢; lO the urgerK)' of underst;mding and respoading to 
the consequences for chllrlren of environmental hazards. Environmcillal 
legislation of the 1970 . ., and 1980$, which r<.."Spoudcd to public concern 
about ~vidcncc of a paticm of environmcnL.. 1 desu'uction in ·America. cre
ated a network of laws and J'cgulations to protect the clwin.'nllnenl. Tllt:SC 
statuks~itlcJuding Ihe Oc<tn Air and Water acts, Toxic Substances ('...onlrol 
Act, Rt.'Soul"cc Conservation and Recovery Act, Safe Drinking \Vater Act, and 
COlllprchcnsivc Environmental Response, Compcnsalion, and Uability Act 
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(SupcrfU~ld Jaw), .lIong with staW laws and progf'..tms-have helped to bcn~ 
efit public health and protect the environmenL But more can be done, par
tiCl~larly to safeguard children from cllvironlflcmal [;sks. Recognizing tllat 
children are not $itpply "little ,adults" is key to making environmental policy 
more responsive tt)·diiidrcn's needs. . 

Doing a better job or asscssillg risks for children requil'cs more jnfor
mation about both their susceptibility and their exposure to tQ.,xic sui). 
stances. Too many critka! gaps in existing dat.1 persist. Although developing 
the nCL-ded information is a complex maUer, scientists in government, aca
dcrnia! and el'iCWherc have succeeded in filling some of the gaps, and 
research cum:::ntly under way needs cQotjnued support. At the same time, 
however, incorporating existing infonnation into the assessment of chil~ 
drcn's risks must become a prioriLy. 

Although ~hildren I:J'Tllcally EKe environmental risks from a variety of 
sOllrccs) this 'articic>prcsents a series of examples specifically related to pes
tiddes 1.0 illustrate em'ironmcmaJ risk issues involving children. These cases, 
drawn from government reporting systems and clinical observation of chil
dren. highlight t;hc imporlance of taking the special status of children into 
consideration when developing cn'vironm(:ntal policy. . 

(herefore, cannot be removed by simplyGovernment Reporting 
washing or peeling fruits and vegetables.Systems Aldicarh acts by inhihiting acetyl
cholinesterase, the enzyme necessary forOr;e mechanism that can identify the 

pmcntial effects of environmental chemi tlle proper transmission ofnerve Impulses. 
Chcmiclds that inbbit cholinestenl.Sc c.an cals on children is the rcporllug n~quircft 

of chemical manufacturers by the fedem:l be vcry toxic to humans. Aldicarb belongs 
W Ule das;.; of cholinesterase inhibitorsgovernment. Olle pan of thal reporting 
called earbamates. They can cause anumtakes place when th,! man\lfnc,tur<:r is S<!ck. 
bel' of effCCL\, including diarrhea, blurrediog goV(,'rnment approvtll for a prodircL 
v1:'10n, vnmit;ng, and changes in lllc fnr.tFor a pesticide (0 gain appro....... ) fftr lls-e, 
lion OJ the <:en(J<l! nervous spaem,manUf<lt:lurcrs arc requircd W foLIov-' fi)r~, . 

mal tcstmg procedures to show Illat the in 1991, the manufacturer of aldicarb 
prorbcI works as imended and docs not nOl1net! Ill;;: r:nvirollmental Prntcct!on 
prefj(!lH an Imreasonable risk to humans Agency (l':PA, of some UflCSPC::ClCci 
Of" the environment. TQiemnc(.'$, or kgitl aldkarh residues ,In bananas. Genc::rall\', 
hmits, for the amount of a pl:$lkide which ttH: residues were below the estnblishe~l 
is permitted to be present in food are tolerance when the bananas \>fere hlended 
determined from dl<: infurmation gained togetherJ, Jlowevcf; when the hananas 
during this process.2 'I'h~s- federal report were analj-"J.:d one at a tLIllC, some of these. 
ing system idenlified drcll!Us(;mecs under . banana., wt'n~ found to have "hot" level .. of 
which <l~dkarb, " widely uS(~d pt:Midde, aldicarh !hal w~:re HI' to 10 lime.;; more 
pO'4.!"fl a special hazard fOl· childr;~Il. than the !cg'<lllimit. l1u:rcforc, more lhan 

the safety threslwld·fora '.\'ilr;\c da)"s expo
Aldicorb sun: could occur inll s;r:gle st:rving if c{!r

lain individwtls happened to eat one ofAldkarh is an insecticide thm has been 
Ihe "1)(>1~ h:\li:lna.~.

!Hie;1 Sltln: the i97(h; on frulls, !lu13, put.1.
(t·)t:s, and variolls olhel' VI.;getahlcs and Aftc:r Ihest: dam were reponed, !he 
n:ccntly came under increased scmLiny for U.S. Food ;.md Drug AdminlstnltiQo 
po\clHial ri,~k to (bildre!!},j Aldkarh is "ys- (1'DI\) dw(:kc(; :Ilditarh I<;vds in hananas 
temic; Ihat is, II is mken up hy the- H)O(S G[.::' a..; thL1' were used fin different pHIJ}O!H:S. 

a plant alld elJ(b up in the plaut iL'K:lf. and Processed bananas U5ed ior baby' food 

http:cholinestenl.Sc
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were found to have vcry low aldicarb lev· 
clot. proh:lhly iK.><:anse ',he baby foods arc 
m;l<!e by hlending large numhers of 
banana.t., Therefore, chi:ldren who ate 
their banana~ in that fonn Wl!re r~l~~vcly 
safe from high levels' of exposure to 
aldicarb. However, children who ale 
pieces d h:manas or entIre individual 
bananas were Inore at risk. The levels of 
aldlcarh in slJm~ individual bananas -were 
not only well ~bove the legal limit but 
potentially high enough to make a child 
acutely iii. £l>A's dietary risk assessment 
found that, for the "hottest" bananas, the 
allowable: daily limit of aldica.rb would be 
exceeded by an adult's eating more (han 
one-eig-hth of ;\ bamlna and by a child's 
eating more than one bitc,!lf.\l: banana. 
Even for banili)"s at llie leg-al limit, just 
one-third of a banana would be an execs:> 
for a toddler and onc-scventll of a 1)<loana 
would be above the al1o...,.ahle daily intake 
for an infant 

'Ibis increased risk of exposure for 
childrell to high levels ofpestiddc residue 
on food is c~mpmmded by U1C tYIHcal 
child's dicl. [n general, children's dieL\ 
arc les.i \~..tricd· tban those of adults. As a 
consequence, they cat larger volumes of 
certain foods pcr pound of body:weight 
than adults dn. A toddler's eating one 
balMnll (a fairly COIU~O:) occurrence) is 

roughlf equIV'.llent to an adult's eating 
fivc haIllUJa.\, on a bndy.wdght basIs. For 
1111s rCll"iOll, children were at greater risk 
orhigh lcvels ofcxposure to aldkl.lrh than 
adults. I 

Based on this inf'lrtlm!inn, the manu
fatturer volunt;Hily agreed to stOP the saJ~ 
of aldk;lrh for use on banatw.$. The regi,.... 
trnlioll of aldicarb for bananas hw; since 
been cancdt.'(1. TIle company also agreed 
to rc<iun:~ the amOll1lt of ;;)ldJClIrb reCOlll' 
mended for use on citrlJS fruits, hut it L~ 
still used {1Il S(HUC .:roP;!." The pesJicidc h 
currerlll,. 1l1l.ler,going '-I>ed.d" r<:view for 
groundwatcl" nHlcenl~" 

This case study is pllnkHlarly dismrl:r 
log in lighl of the facl lha! rnA (Lost:; ahout 
40 food .s;tmples each da,.· for II limited 
ntun'n(~l' of [X."lIl iddc~.7 BC('Hlse of this lim
ited .sampling and the Ilirge number ()f 

p(:stiddes us~d, there ;lrc m::H1}' pesticides 
for which the: EPA IK...'Cr tests, lind 11Iere· 
fore, thdr pre\'alen<:c in Ihe food supply is 

\mknown.R Aldicarh is one pesticide for 
which a specific risk has been identified, 
hut the potcntial for man;, more such riSKS 
to go UIldeleCled is feal. 

Clinician Diagnosis 
and Reporting 
Environmental risks (0 ;:;hildren are some
limes discovered by clinicians when treat
ing childrep with unusual health prob
lems. The foU<rwing section discusses two 
examples of environmental effects upon 
children which were diagnosed by physi· 
cians alert to the !!ffects of changes in the 
environment upon their patients. 

Diazinon 

The first example involves an infant in 
Oregon diagnosed with ;:;hronic diazlnon 
poisoning,\1 In December 1989, a routine 
physical examination at age 12 weeks 
found {hat lhe cbild had excessive muscle 
tone in her It:gs-hcl" leg muscleS had 
increased rcsj(tance to stretching (hypcrw 

tonicity), A month later. when symptoms 
'did nOI improve. thc pediatrician consult

.. The levels ofakIicarlJ ill sumc imlWidual 
bano1l0S were 1IOt only well above the legal 
limit Imt potentially high enouglt to make a 
child acutely ill. 

ed a speda\lsl, who examined the infant, 
At this examination, the hypcrtonicity was 
al~o occnrring in h..:)· arms ami bands, and 
the consultant suspected tbaL the child had 
a mild CllSC of cerebral i)atsy. TrL'lltlJli~1It 
and physical therapy for cerebral paby 
were !x;gull. 

Sev<:ml months later, the "hild's par~ 
ents infOf'rncd tile p1:y.'lidan lila! the home 
had Ue<!n sprayer! with an insectid(\t: a 
month prior In tlH: firsl (~xamlHa!ioli. An 
unlicensed applicator had sprayed Ihe 
home, including the emin: area ;\On r1ll1li~ 
lure of some roOllls, witb Ih.; ill.'U;(:licttle 
diazinOll. Thl!> type. of app!ication Wd!l a 
misuse or the peslicide; IJH~ diadnon pmd~ 
ntt should he applied only W (r,tck.(, 
crc\iccs, ';;Gil:~ ...mall ;;rc~l~. 'I'll(! clinician 
rt!poned tile i:xpmtHe to Ihe SClle Pesticide 

http:aldica.rb
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Analytical and Response Center, which 
lX'gan an imcsdgatioll. Diazlll(]lI n:.\lrhl(~s 
i,1I the home were cmlllatt'd, and tlriO!~ 

S<lmplcs were taken from (he dllld ,md 
;idu!L~ In (he hOllle for It~<ling for the 
Illctaholitt:s of din:dnon. Unexpecwdly 
high levels of Icsirlucs were fmllld in the 
home, and !he dlild'~ urine ~~)mjl!e 

sho\\'Cd levels nf metabolites or di,IlJnOIl 
('lIkylphm.phalc) compnr:lhlc 10 levels 
f!lund ill f:lrmwi)rkc!'~ who work with flus 
p.:sddde, The ;ld\lk~' ..lkr1pbosplmlc le\,
els were too low to be detecled br the (cst

lng. For the child's sake, dw family ""'S 
••dVlst;d to lcan: the home. Six ,",c{,'k:i after 
IH:inj.i l"CIIl()V(:d from Ihe hume cIlvil{m' 
!!lent, [Ill.: ..hild no longer exhibited hype!" 
woicily SYIIIP1Hllb, and all rcrC:ll'aJ patsy 
Jn~atlllenl was disClllltinued.. 

I 11le in!hn! ill this case ',\';\3 more \111· 
.Il;.:n-..blc to diazinon than (he adult\ forse,·· 
:el~tl H:ll:'.'l'l1:'.. Bec,l;ht! Ill\.: lX.''''licick _ was 

sprayed oV{~r cmire floor snrfaces, it is Ilk(:
11' that the child was exposed partly by con
t..(;l with the floor. Children's (;ont-a<:t \'..-ilh 
the floor is typi<:a1ly more extensive (han 
th'lt of lldull~ because of their height illld 
means of getting around. In additiof\. 
infants t..ke in more air (or their size than 
adults ai\d breathe more rapidly, so the 
airborne particles ofdiazinon which came 
from Ihe initial application and from dis

. turbances of the floor sUifaces (such as by 
vacuuming) would be more concentrated 
in the child's body. Moreover, studies have 
found thal young animals are more sus· 
ceptible to organophosphate: chemicals 
!Ike diaziuon than are older auimals, and 
the existence ofa parallel phenomenon in 
,humans is quite possible. 1(1.11 

The unusual feature in this case L,> that 
the clinician made the cQnnection 
between the spraying of the Insecticide 
and tbe child')! problems, even in the 
absence of effects. on fhe adults in the 
home RnG when a different diagnosis had 
alreadj' been propmed and accepted. The 
cliuician also promptly reported the expo
sure and set in motion laboratory pnxe
clures !O identify dtazinon in ·.he home 
a/td to test for metabolites in the c:hlld. 
Even though the ,child's symptoms \<,--ere 
not n-e-cessarily we same as those of an 
adult with ,~jmilar exposure,I'.! the cause of 
the symptoms \V',1S identified and the chUd 
was removed f[()1l) the h;nmftli home cnvj· 
nmmcnt. Under other drcutllst<lnces, this 
child mig!;: have gone on !O have chronic 
nCl1rnlogir:tl d:mmge from lhe cXpo!lure, 
and no one would have known why. 

Tbl~ example also shows th~lt. thmugh 
11K me of home and garden pl'~ticidc:;, 

parents: COin inadvertcmly expose d,c!r 
childft:n to much beavier lcn"ls ,)1' p(.'$ti~ 

dries Ih;m (hey would normally he 
eXjlosed !O ill fond, w,Her, Or ;.k Despite 
g'Hld intentions, wllluHlt kn(JI,..!erlge of the 
!>tHent!ai effects ofpcstiddes Ull their chi)· 
dn:n. parenD thcmselve:.. may he the 
largest fach'f contrihuting to the exposure 
of their chlldren. Educating p~\rems about 
til.: effecL.; (If p!:stici<les OIl chHdn:n is- (Illt: 

lmpurtant method of decn:asing chi!
dn:n 's (~xpo~ur<:. 

Mercury 
The second example concern>- chronic 
mercury toxicity in a cilil<Ll$ In !hi~ 1~189 
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case, a four-year-old child from Michigan 
presented in a clinician's office with sweat
ing, itching, headaches, dimculty in W'J.lk
ing, gingiviti~, I~ypcrtension, and red dis
colonllion of tbe palms and the soles of 
the feet-all symptoms of mcrcury:pQ.i~on
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' feet, pain ~n joint£, heavy 
sweating, muscle weakness, and 'difficulty 
standing or walking. Despite the severity of 
the 'effects, it \,·:as not until the 19405 that 
the cause was detennined to be mercury 
poisoning and the use of mercury in med
icines for young children was banned. 
Today it is possible to treat acrodynia, but 
Illany physicians arc unaware of its exis
tence because it is so rare. This physician, 
because of his experience, suspected mer
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 suspjcion of acrodynia to the 
Deparunent of Public Health, which found 
that lhe lllerCl'II), exposure came from the 
painting of the interior of the child's home 
....ith latex pailH just tell days before tJle 
child became ill. At une time, biocides con
taining mercury were added to aboU( one
/ilUrth of interior latex paints in low con
cent!~ltions to. extend the shelf life of the 
paint and in higher concentrations to make 
painL~ mildew resistant. The paint the fami
ly used contained a mercury biocide, After 
the hml~e was'painted, the family slept with 
the air conditioning system on and the ",in
dows closed. '1l1e mercury in the paint 
vaporized, and the child and hi,S iinnily 
breathed it in: When tested, all members of 
the family had elevated mercury urine lev
els; howevcl; only the child ""'IS sympto
matic, He was hospitalized for four months 
and received trcatmellL~ to increase the 
amount of mercury excreted from the hody, 
After treatment, "llllost all of the symptoms 
<Iisappeared, 'a!ld iw ·cOl!ld walk agai!l, 

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 tlke in a greater 
amount of both air and its contaminants 
relative to their size than adults (see the 
artide 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,I4 

Since 1990, the mercury compound 
involved has been banned for usc 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, 
C;:hemicals such as mercury were used for 
many years before their effects became 

Chemicals such as mercury were usedfor 
many years before their effects became known 
and their use was banned. How many 
chemicals currently in use are having other, 
unknown effects on children? 

known and their use w'as banned, How 
man'y chemicals currently in usc arc hav
ing other, unknown effects on children? 
According to the EPA, an estimated three 
million children each year may have heen 

. exposed to mercury through latex paint 
manufactured befon: the ban took effectY' 
If three million children were.exposed to 
mercury through paint alone, the number 
exposed to other harmful chemicals in a 
variety of forms is likely to be much 
greater. 

Multiple Exposures 

In addition to exposures from single 
~()urces, such as the cases presemcd here, 
many children may experience multiple 
chemical exposures, which are even more 
difficult to identify and evaluate. Pesti
cides alone could account for several 
exposures to an individual child. Suppose, 
for example, that a child's home is tn:ated 
v.'ith a pesticide, and others an~ 1l.~cd to 
treat the r.hild'~ school for pests. Still other 
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pesticides are in the food the child eats, knowledge, regulations on maximum expo
Over a sin.g1e day, a child may be exposed sure levels generally have not taken ule' 
til pesticides from many sources, as wcil as effects of multiple exposun..s inlQ ac(O\mt 
lw~erous other environmental 1';011l."1I111· but, instead, treat each exposure as if it 
nanlS. occurred in isofation. l €. 

~--. 
llInesses' resulting fr~~ these multiple 

Conclusionexposures are difficult to diagnose and 
trcat for twO major reasons. First, several Much is still unknown about the effects of 
classes of pesticides, such as the organo environmental c~cmical e)(JlQsures on 
phosphates ~d carbamate!, contain specif f!eoplc, and on infants and children in 
ic e~emkals that act in the same way in the particular. Filling the infonnalion g'dpS on 
hody. If a chUd has an i.IIness Cl1u'>ed by a dfects and exposures is essential. hm
t:OmbinauQn of similarly acting chemicals. achieving that goal will take time, focused 

effort, and sup~rt for research dedicated 
to ~)is end. The cases presented here iUusGiven the large number ofchemicals mt11l)' 
Irate that. in a~dj~on'lO regu~atory agen

children are iJxposed /v,dqily; 1he It1Sk of~ 	cies. parents, p~lysicians., and o~ers who 
mg QUt the effei:t'! ofmuztiPie ~ is 	 come in Contar:t ",;m r:~ldren on a regular 

basis all have roles to play. Among clini-,daunting and has !lOtyet beim ~/i;hed. 
dans, increased alertness [0 environmen

tal 	toxicity ~hen making a diagnosis C'dn 
be 	a direct route to identifying emirouthe soun.:c of the contamination causing a 
mental causes ofdlsease. Parents can helpparticnlar illness may not be dear. ~n addi~ 
hy identifying, and protecting chi~drenli0ft' the effects ofexposllre to mu~~ple tox· 
from, environmental exposures >Ind hyins are not well understood, partic~darly 
advising physicians involved in treating n when the chem!cals have different modes 
child's health problem abom possihleof acuoo, It is simply not knowo whether 

these chenltdlls inhJbir each other or ifthey exposures. Re~datofS and others who are 
responsible for' environmental safety' willard additlvC or synergistic, multiplying one' 


another's potential effects on children, have to be particularly sensitive to the 

. GiVen lhc large numher of chemicals J:l1any increased vulnerability of children. In set

ehildl'en are exposed to daily, t~e lask of ting research agenda.'! and fCg\lIatory poliw 
sorting out the effects of multiple expo cy and in sharing critical information on 
sures is d:nlOling and has not yel beel! risks to children with those who life diret:t1y 
;u:cotnp!ished. Becausc' of this lack of rcspom.ib!e for protecting .::hilrlren. 

-'--------'--- --~~-~-.-,--
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MEMORANDUM 

August 6, 1997 

TO: Bruce Reed 
Gene Sperling 

I 

FR: Chris Jennings 

RE: 
I 

porus memo responding to request for response to op-cd critiques of Children's, 
Health Initiative 

Yesterday the President sent over a request for information responding to the Wall Street Journal 
and New York Times op-cd critiques of the children's health plan. He mentioned his concerns 
about these articles to me again in loday's pre-briefing for the press conference. 

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



THE WHITE HOUSE 

WASHINGTON 

August 6, 1997 

•MEMORANDUM TO TilE I'R~:Sll>n;T 


I 

FROM: Cbris Jennings and Jeanne Lambrew 

SUB.fEeT: Response to Private Coverag<; Substitution in the ChiMren's Hcahh Initiative 


I , 


Yesterday) two op~ed pieces (attached) critiqued the children's healtb initiative. Both claimed 
that it is inefficient because it \-vin replace private coverage, and one stated that children who 
have only been uninsured for one month will be eligible, These articles arc factually incorrect in 
numerous instrulces and totaUy ignore the provisions in the law aimed to prevent substitution. 

First! It is misleading to assert based on·one, controversial study that the new slate programs will,
fiJi up with priv~1ely insured children. Other studies document much lower coverage of prh!atcly 
insured chiidreJi by Medicaid, and even one of its authors thinks that the new program will be > 

much more efficient. More importantly. states running these programs will have both the 
flexibility and incentive to target flU1ds to uninsured children since they have a reduced but still 
significant matthing contribution. In fact, statc~dcsigned programs like Minnesota and Florida 
have proven that over 93 percent of their enrolled children were not previously privately insured. , 

Second. there i~ no requirement (hat states provide coverage for chUdren uninsure~ for oJ!.ly one 
month. While not explicitly prohibited. it is highly unlikely since states have often restricted 
eligibility to children uninsured for at least six months. States ~ prohibited from using Federal 
funds to pay for children who would otherwise have private coverage. States also are required to 

prove that they are not substituting for private coverage. This means, for exampie, that they 
verify that the child's parent does not have access to employer~based insurance or target children 
like those ofworkers between jobs who often lack access to affordable private insurance. 

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

, generous than those received by most privately covered 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 to'cluirge premiums and'Cosi 'sharing; within limitS; so that the ' " 
financial difference between state and private coverage Will be'Small (ifnot ,zero), ;", , ," ': ,"," , 

, ,. , . 
- • • ">, 

We are working on a fact sheet about the law's accountability provisions since there is a'general 
misunderstanding about them.. In addition, there will be a letter to the editor ofth. New York 
Times by Jon~than Gruber, now a 'deputy assistant Secrel'!-fY at Treasury, who co-authored the 
crowd-out study cited in the op~ed, He win object to its misuse and support the new law, 
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UNITED STATES ENViRONMENTAL PROTECTION AGENCY 
'.. 

WASHINGTON, D.C. 20480 

, 	 • • , , ,• 	 '. 
~, ,,. , , . ,': 	 · • • . . , ,, ~oj!fICE OF THE 

AOMINISTRATOR., , , · 
l\OV 'I 2 1997 ,. , 	 .. 

r .. 
Honorable Bruce N, Reed 
Assistant to the President 

on Domestic Policy ,'. 
The White Hous~ 
2nd Floor, West Wing, 
1600 Pennsylvania Avenue, N.W. 
Washington; D.C. 20500 

Dear Mr. Reed: 

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

If you have any questions, please contact Paula Goode at 1202) 260-3356, 

Sincerely, J C/)~ 

!fMl<tm~~~ 
E. Ramona Trovato, Director 
Office of Children's Health Protection 

Attachment, 

ReeyelMi!Recyelato.Print9Q with y~ O. Bw;d mkll Oil 1(',)(tj(, R6cydftd PaPer{20% Posl~ 
. t 

, 



MEETlNG SUMMARY 
Task Force on Protecting Children from Environmental Health Risks 

: and Safety Risks 

• The first meeting of the Task Force on Protecting Children from 
Environmental Health Risks and Safety Risks was held on October 9. 1997. at the 
Department of Health and Human Services IDHHS)' 

• 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 efforts to be made to protect our 

. nadon's children from environmental health and safety risks. 

• All Task Force members were represented; principals in anendance were 
John Gibbons. Office of Science and Technology Policy IOSTP); Kathleen McGinty. 
Council on Environmental Quality (CEQ); and Ann Brown. Consumer Product 
Safety Commission (CPSC) . 

,• , 
• Dr. Mindy Fullilove. Columbia University. spoke about some of the health 

and safety risks that a child faces in today's environment. 


• Dr, Phil Landrigan. EPA, and Dr, Richard Jackson, DHHS. gave a national 

overview of environmental risks to children, Two main points were: 


• : In 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 

more air, 
• . The landscape of childhood illness has changed: 

• traditional childhood illnesses are no longer a threat 
• complex, chronic conditions exist 

• 	 asthma; 
• 	 elevated blood levels; 
• 	 learning disabilities; 
• 	 birth defects: and 
• 	 increased childhood cancers, 

• 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 efforts. Linkages inside and outside the 
governme~t should be strengthened to achieve a better coordination, 



.. 


• Dr. Kenneth Olden, OHHS, presented the requirements of the Executive 
Order and outlined the Task Force Work Groups, including the co·chairs and the 
proposed charges. .;;.. 

• 	 Task Force members agreed that work shoufd be focused in the areas of: 
• 	 developing a research strategy; 
• 	 developing partnerships; 
• 	 educating families about prevention of exposure to environmental and 

saf~ty risks; and 
• 	 assuring that Federal regulations are protective of children. 

• 	 Action items include: . 
• 	 names of senior staff for Work Groups to Ramona Trovato. EPA, by 

October 31, 1997; 
• 	 memo from Sentor Staff Planning Committee Co-chairs to 

:Administr~tor Browner and Secretary Shalala with outputs and 
,timelines for the Work Groups by December 1, 1997; and, 

• 	 !next Task Force meeting April, 1998. 

Attachments: 

Work Group Co·chairs Roster 
Work Group. Charges 

...~..." 



DRAFT 


CHARGES TO WORK GROUPS 

OCTOBER 9, 1997 


Senior Staff Planning Committee - Principal Responsibilities and Milestones 
, 

Prepare a st'!tement ojprinciples, general policy, and targetted annual priorities 
to guide tIle Federal approach to achieving the goals ojthis order (3-304(a)) 

• 	 Principles and general policy submitted to Task Force for approval 
'December 9, 1997. , 

, . 


• 	 ~Report including targetted anllual priorities submitted to Task Force for 
'approval December 9, 1998. 

Draft a statemellt jor TaskForce review and approval regarding tlte desirability 
ofnew legislation to fulfill or promole tile purposes oftl/e Execl/tive Order (3
304(/)). 

• 	 !This statement shall be prepared following the Task Force approval o.f data 
, needs due on June 9, 1998. FinaJ approval by the Task Force due an 
. September 9, 1998. 

Ongoing Functions: 

• 	 Ensure adherence to deadlines explicitly specified in the E;'(ecutive Order. 

• 	 Coordinate with Work Groups to develop schedules for deliverable£, appropriate 
contractor support, and contacts withln Federal Agencies and White House Offices 
necessary to develop data and infonnation to fulfill Executive Order directives. 

• 	 Inten.:-ene as necessary to break iogjams and advance the progress of the Work Groups. 
t 

• 	 Act as liaison between respective Department or Agency Heads and the Task Force for 
required approvals, ' 

• 	 Provide consistency check among Task Force Departments and Agencies,, 

• 	 Provi'de necessary logistical support for Task Force meetings, 
! 

1 



I 	 DMIT 
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Program Implementation Work Group _. Principal Responsibilities and 
Milestones 

IdentifY jor ti,e Task Force high-priority initiatives that tf,e Federal Government 
lIas undertaken. Or will undertake, in advancing protection ojcflildren 's 
environmental health and sajery (3-304(e)), 

.~ 	 Departments/Agencies prepare inventories of ongoing and planned projects that promote 
the goal of protecting the environmental health and safety of children. (Completion date 
February 9. (998) 

• 	 The W~rk Group shall prepare a biennial report to the Task Force that identifies 
programmatic activities (such as pilot projects, evaluations) that enhance our ability to 
understand, analyze, and respond to environmental health risks and safety risks to children. 
(Completion date for submitting a draft report to the Task Force April 9, 1998) 

Recommendjor Task Force review and approval appropriate partnersllips 
among federal, State. local, alld tribal govemmelllS, alld tile private, academic, 
and lIoll-profit sectors (3-304(c)). 

• 	 Possible approaches include: 

• 	 ,Industry contributions to EPAlHHS Centers of Excellence or a non~profit 
organization receiving federal monies under a cooperative agreement 

• 	 Cooperative Research and Development Agreements (CRADAs) that enable 
Federal State and Industry mingling ofexpertise, laboratory space. equipment, etc. 

• 	 Federal grants (EPA, Indian Health Service. etc.) to promote identification of 
environmental exposures and opportunities for immediate po1lution prevention 

: interventions in tribal communities 
• I Federal and State seed. grants to implement and evaluate Hhands on" interventions 

such as the" 16th Street Clinic" project on leaded paint and contaminated fish in 
Milwaukee, WI. 

• 	 Specific recommendations due June 9; 1998. 
j 	 ; , 

• 	 Following approval by TilSk Force, project plans with milestones due on September 
9, 1998. 

2 
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DRAFT 
I 

Recommendfor Task Force review and approval proposals to enhance public 
outreach and communications to assist families in evaluating risks to children, 
and in making informed consumer choices (J-J04(d)), 

Look to model projects such as the HUD "Healthy Homes Initiative," EPA• 	
I 
, 

"Family Right-Tn-Know Initiative," and othee, implemented by HHS and CPSC to 
determine the most effective means to convey information on immediate pollution 
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 materials and practical access to infonnation to 
them, 

• 	 Assess the most near term and significant risks to children in their homes, schools 
land playgrounds, with special emphasis on children at greatest risk because of 
geographic 10<;3t10n Of income level, to identifY where Task Force priorities should 
be, 

• 	 .Specific proposals due June 9, 1998. , 

• 	 jFoliowing approval by the Task Force. project plans with milestones and 
!completion dates due October 9, 1998. 

<, 

3 




DRAFT 

Data Needs and Research Work Group"': Principal Responsibilities and 
Milestones 

I 
IDENTIFY fi:XISTING DATA AND DATA ACCESS METHODS (4-401), 
(4-402) 

October 11, 1997 Recommendation due to the Task Foree that includes the fol1owing 
(date specified in Executive Order provisions and suggests project design approacbes 
the E.O) , and completion dates to implement the review of research databases: 

• 	 Develop or direct a smaller subgroup to develop a review of existing and 
platuled data resources (date submitted to the Task Force for review 
and approv.l January 9, 1998.) 

• 	 The work group may look to the similar and successful 
Endocrine Disrupter effort to review existing data resources: 
government~wide, 

I. 	 Develop or direct a smaller subgroup to develop a proposed plan for 
ensuring that researchers and Federal research agencies have access tQ 
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, 1998.) 

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

• 	 The plan shan include recommendations to encourage that 
such data, to the extent pennitted by law, is available to the 
public. the scientific and academic communities, and aU 
Federal agencies. (Il1ternet access through existing home 
pages at EPA and HHS~ or other databases commonly 
accessed by researchers must be designed and available 
by July 9, 1998.) 



DRAFT 

IDENTIFY NEW DATA NEEDS (3-305) 

June 9,1998 Obtain Task Force reView and approval of the first biennia. 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 pu·rposes of this report, the UData 
Needs and Research Work Group" shall: 

I• 	 Ask cabinet agencies and other agencies identified by the Task Force to "fr 

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 activities (date submitted to the Task Force (or 
review and approval March 9, 1998.) 

• 	 This task shall be informed by the review ofexisting and 
planned data resources 

• 	 Completion date (or incorporating agency submissions 
into the draft report April 9, 1998. 

• 	 . By June 9,1998 tbe work group shall reeommend a 
process to the Task Force whereby the nnal report is 
conveyed to the Office of Science Polity and Technology 
Policy nnd tbe National Science nnd Technology 
Council so that thOose organizations may ensure that the 
report is fully considered in establisbing researcb 
priorities. 

• 	 Completion date for ensuring that the Ttport is publicly 
available and widely disseminated' through Internet 
access to existing EPA and HBS home pages, or 
databases commonly access~d by researchers is August 
9, 1998. 

DEVl:.LOPA COORDINATED RESEARCH AGENDA FOR THE FEDERAL 
GOVERNMENT ON CHILDREN'S HEALTH AND SAFETY (3-304(b)) 

I 
October 9, 1998 Develop and recommend to the Task FOorce a coordinated , 

research agenda for the Fed~ral Government~ 

, • FjrSt draft due to Task Force August 9, 1998 
, , 
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DRAFT 


Aprit9,2001 

!.' 	 A comparison ofexisting da~a resources and new data needs 
witt b. the primary souro. ofinformation to develop the 
research agenda 

The member agencies shall assess the need for continuation ofthe 

Task Force or its functions, and make recommendations to the President, 
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Ramona Trov3t,o. Director 
Office of Children's Health Protection 
Environmental Protection Agency 

Richard Jackson, Director 
National Center for Environmental Health 
Centers for Disease Control and Prevention 
Department ofHealth and Human Services ,, 

Program Implementation \Vork Group 

Barty Johnson, DireCtor 
Agency for Toxic Substances and Disease Registry 
Department of , Health and Human Services , 
Jerry Clifford. Acting Regionai Administrator 
Region 6 
Environmental Protection Agency 

, 
Data Needs and Research Work Group 

Bill Farland, Director 
National Center for Environmental Assessment 
Office of Research and Development 
Environmental Protection Agency 

Ken Olden, Director 
National Institure ofEnvironmental Health Science 
Department of Health and Human Services 



THE WHITE HOUSE 

\VASH; NGION 

Jllly2X, 1997 

MEMORANI)lJM TO TIlE I'RICSIIJICNT 
I 
I 

FROM: Chris.l., 

SlJB.JEcr: Children's Health and Medicaid Budget Dcvelopmcnts 

cc: Johh Podestn, Bntce Reed, Gene Sperling, John Hilley, Fred DuVal
I . 

This responds to Y(JUr requcsl laSl night f\)r a quick updatc ofdevelopment;; in (he hudgct 
negotiations relating to childrcn)s health and Medicaid. UnfortunatcIy, both sU,bjccts have 
individual provisions thm ~~ as ofearly this morning -- continue to hold up final r(~sohl1ioo on the 
budget: childrcn's:health benefits and the Disproportionate Sltare Hospital (DSH) cut f0l111ula. It 
is \\'orth noting, hAw(!ver, that most other major issues -~ like financial accountability in the 
childfen~s benefit, cost-sh~lring protections, .and the rest of the Medicaid issues -- are either 
resolved are almost resolved. 

Children's He;lltb Benefits 

Both sides perceive that they have moved a long 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, whicb required that -- to be eligible for the $24 biUion grant funding ~- states 
offer the FEHBP Blue Cross/Blue Shield PPO benefit ""th assurances that vision and hearing 
would be covered and a requirement for mental health parity. It is also a long way from the 
Medicaid approa~h we supported earlier this year with our endorsement of the 
Chafec-Rockcfeller bill. 

, 
The Republicans', current package requires that a s"'te-eligible plan be the FEHBP plan outlined 
above, a state-cmpJQyee plan. or the most popular HMO plan in the state. In addition, it gives 
states the flexibility to become eligible for grnnt money if thOy develop a sepamte plan that is 
substantially actuarially equivalent plan to the dollar value ofone ofthese three, and it provides: 
(J) ~entloutpatient hospital care; (2) physician services; (3) X-Ray and lab; and 
(4) weU-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 covemge. [NOTE: 
The hea1th care packages for rlmida. Pennsylvania, and New York are waived in; they do not 
have to design a new benefit plan.] 



In our discussiolls ~vith the Republicans, we have slressed {lUr desire to ensure maximum slate 
flexibility balanced wilh accountability on the benefits. We have accepted their automatic 
approval of allY State package thai meets their three benefit designs (assuming il also includes 
vision and hearing,services.) Wc have agreed to their provision 10 waive in certain states. 
We have re.iected, however, their actuarial value option because a benefit could be easily 
designed to exclud~, for example, mental health benefits. This is not just a hypothetical concern: , 
it happens frequently. 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, mental health, 
dental, and vision and hearing services. (See attaehed one-pager on why these benefits are so· , ' 

imJlort:lIIt io kids.) 

I 
Reccnt Bcncfits I'fcgoti.:ltions 

Over the las1 48 hours, we have sllggc!'>ted ways to add flexibility. For example, we offered that 
any state could de~ign a different package than one of the conference options as long as it could 
gain HHS Secretarial approval -- similar to countless welfare and Medicaid waivers. They 
rejected this optio~ because they (and the Governors) don't want an HHS review process. 

i 
We then suggested (but did not offer) the possibility of' adding categories of benefits to their 
basic categories, ensuring that they arc meaningful, 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 Republic~s were (at least then) vehemently rejecting the concept of adding new benefit 
categories. 

Yesterday, we tried addressing their Secretarial review concem and their benefit category 
concern by offering to automatically approve any benefits package that was actuarially equivalent 
to the base three packages as long as the value Qftbc 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 
uiging the Speaker to reject it. Although many unfounded arguments were raised, one that is , 
legitimate is that there arc benefits in the three basic packages that children may not need. , 

Current Status 

There are very few options left. The first, of course, is for either side to recede to the other. 
Since that appear,s unlikely, .the only other option may be for us to add our four priority benefits 
(prescription drugs, visionlhcaring, 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 visionlhearing and mental health should be targeted, since 
these are the most vulnerable.) This would enable the Stli.tes 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 internal 
decision on whether we would recommend this course of action to you. 
. ' 

I 



St:ltus of tbe USH .'urmula Fight 

I 
Afl nlong, we huve hee!', Il1ging ;:Qme moderatiOl~ in the Cllts high.DSH st~l1CS would be forced to 
shoulder under the Medieaid agreemcnt. Recently, we h.lve been working with Congressman 
Spratt 10 develop alternative DSH allocation formulas. In the absencc uf reaching some 5011 of 
agrcemenlt we will have major problems with our South Carolina. Texas, New Jersey, 
New Hampshire, Louisiana, and Missouri delegations on final passage, 

, 
, 

We believe Mr. Spratt (working with us) has developed a formula that is acceptable to the high
DSH states, It, in effect, simply reduces the high-DSH states' cuts by capping their overall 
Medicaid rcductioIl;s to 3.5 percent In so doing, however, it holds an the other states hannless to 
the reductions in th~ House and Senate versions of the budget reconciliation bilL It accomplishes 
this by simply spending more money (or cutting less) and requires about $670 million more in 
DSH spending.. ' 

Yesterday, we thought we had an agreement with the Leadership to integrate Congressman 
Spratt's foffitula into the ilna[ package. Howevo.::r, the same Commerce staffcr who obiccted to 
our children's hC(lith compromise obje.:;ted to this oplion. A:: of this writing, lhe DSH' formula 
remains a very opep issue; it still docs appear likely~ howevcr, that the Leadership will allocate 
additional dollars to address our individual statc concerns, (as well ali some (If theirs), 
Unfortunately, with each passing day we do not reach agreement, the DSH fight will become 
harder to resolve as more and more states will want special deals. Morcovcr~ the resentment of 
the low-DSH state~ will increase to greater leveJs as time goes by. , 
NGA Meeting 

Although the Governors arc quite satisfied with most of the agreement j they may weU raise 
concerns about the benefits debate. As you know more Umn anyone. this issue is coming down 
to the longstanding trust/accountability debate between the Federal and slate governments. As 
the attached one-pager describes, the budget agreement will go much further than ever in 
prol'iding great flexibility to' states in the administration of Medicaid and the new 
children's health program. However the benefits issue is resolved, it win not impose new costs 
on the states: it comes down to a Federal assurance that the new invcstnlcnt will deliver a set of 
meaningful benefits to children that some states may not othervnse provide. Because discussions 
are ongoing, Gcn¢, Fred and I recommend not engaging Oil this issue to the extent possible, 

~fyou 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 ofgreat imporl&lce to children. 
Gene and I will be sending Q&As on these subjects under separate cover. (Remember, the 
Republicans went on record ofendorsing required benefits wben they listed four benefits that 
must be covered in any actwuially-equivalent package; the debate will be aroWld the additional 
benefits and whether to include SOme protection that tile benefits are real.) However, you should 
carefully weigh any comments that you may make to be responsive to the Governors widl the 
knowledge that your words will be carefidJy scrutinized by the children's advocacy community 
and many Democrats (tmd some R?publicans) on the Hill. 
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I 
IMPORTANT BENEFITS FOR CHILDREN 

VISION 

., 	 Why important to children: Children are 3 Urnes more likely than adults to have acute 

eye problems. However, children are less likely to recognize that their vision is poor. 

Problem: Almost 3 times as many uninsured versus privately insured children did not 
get needed glasses, 

Nearly one in five uninsured chUdren needed but did not have glasses before enrolling in 
Pennsylvania's state program 

HEARING 
• 	 Why important to children: Children are 20 times more likely than adults to have acute 

ear infections. 

After colds:and the flu. ear infections and ear conditions are the most common reason 
why children miss schooL 

Untreated hearing impairments can delay language development and cause learning 
prob(erns, : 

Problem: Low-income children are more than twice as likely to miss school because of 
an ear infection or ear conditfon as high jnc~me children. 

DENTAL , 
• 	 Why important to children: Tooth decay is the most common childhood disease. 

I 

.. Problem: pental problems disproportionately affect children from low~income families. 

Armost 4.2 million uninsure<i children were unable:" to get needed dental care ~ almost 3 
times the number of privately insured childreR 

MENTAL HEALTH, 
.. Why important to children: Children are 70 percent more likely to suffer from activity 

limitations due to mental disorders relative to working age adults. 

About e to 11 million children have a menta! disorder. 

, 
.. Problem: :About one in four children who need mental health care dld not receive 1I. 

uninsured children are particularty at risk. Over 270.000 uninsured children needed 
mental heafth services but were unable to get them . 

. ' 



HEALTH pARE WINS FOR THE GOVERNORS IN THE BUDGET 
, 

HEALTH CARE IN GENERAL 

• 	 Increase in Federal funds for states. Sfates qome out .."inners - a net gain of 
at least $10 billion over five years (Medicaid & children's health combined). This 
does not even include the over $5 billion in Slllte savings from new flexibility. 

, 
• 	 Liberated from excessive Federal oversight. State have unprecedented 

flexibility in running both the children's health initiative and Medicaid. 

MEDICAID 

• 	 No per capita cap, the NGA's number one concern at its January meeting . 
. I 

.. Savings to states: State savings over 5 years include: 

Repeal of the Boren amendment (Up to $1 billion). 

Medicaid rates for Medicare cost sharing, (Up to $4 billion)., 
Reduced rates for health clinics (FQHCIRHCs). (Up to $200 million). 

• 	 Repeals managed care waivers that required a paperwork.laden, time· 
consuming review process. 


I 


• 	 FlexibilitY in cost sharing for Medicaid beneficiaries. 
, 

CHILDREN'S HEALTH 

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

I 
• 	 Reduced matching rate, from 43% under Medicaid, on average, to 30%. 

• 	 No requirement to accelerate phase in of poor children 14 to 18 years old. 

, 
• 	 Flexibiiity in: 

Eligibility to target children by area, age, or other circumstances, 

Benefits so that; above a minimum, States determine the mix and amount 
of services. No eany, periodic screening, diagnosis & treatment (EPSDn. 

Provider or plan payment rates which Sillies will negotiate wilhoul 
burdensome Federal oversight 

Use of managed care so that States may, for example, contract with one 
plan to deliver carato children. 
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« THE WHITE 	HOUSE 

WASHING'T'ON 

July 3, 1997 

MEMORANDUM TO THE PRESIDENT 
I 

FROM: 	 Chris Jennings @ 

SUBJECT: 	 Recent Cbildren's Health Coverage Estimates and Brief Review of Health 
Investment Alternatives, Including 21st Century Biomedical Research Trust Fund 

Following up on oUr conversation last night. this memo responds to your questio'ns a~out 
( (., , children's health ~verage estimates, policies and health investment issues in ge,neral. 

CBO~s'ehildren coverage -estimates. First, it is impo~t to explain in more detail the CBO 
analysis and policies discussed in yesterdais New York Times article..The low estimate of 
around one million children covered by the House and Senate bills 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 wtlileveragc, not reduce, existing state investments. They ruso think that ' 
having a higher matching rate for the new program will create an incentive to classify children 
already covered in Medicaid as higher income children to receive the extra federal funding. In 
addition, CBO assiurles that a number ofchildren will switch from private insurance coverage 
to the new program,,, 
Updated estimntcis. Since yesterday's Times article.. two estimates have been released that 
increase the figureS cited by Robert Pear. lust today, I received a copy of CBO's final analysis of 
the Senate bill, [t reports that l.7 million uninsured children would be covered by the $24 billion 
prcposal- 2.0 million uninsured ehlldren 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 HtiS's estimate that 2 minion eligible uninsured children could be enrolled in 
Medicaid without Federal funds (through outreach. etc.),\we could easily claim up to 4 million 
uninsured ch.ildren even using some of CBO's new yet' still conservative estimates, At least as 
noteworthy. the Children's Defense Fund released a report today thatesttmatcs that 6,1 million 
uninsured childref,1 could be helped by Ute 524 billion Senate bill (and over 4 million for $16 
billion). We arc analY7Jng both rcpons, hut Ihey arc clearly headed 10 the right direction. 

I 	 . 



Validity of sOIDe eno 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 r 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 enswe accountabiHty witll the need to avoid onerous provisions that 
do little more than provide disincentives for states to participate in this voluntary prograIl! in the 
first place. We also must guard against the inclination of helping make CBO the final arbitrator 
of insurance tak'e-up rates. We empower them at our peril. since few believe they will 
signUicantly move o,r of their. current assumptions: ' 

Potential 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 uright thing:~ The second focuses on 
additional accountability rules that give the new Federal doHars ifstates meet ceitain cOnditions. 

, 
The financial incenti,ves we are working on would provide greater Federal matching rates for n1l 
newly enrolled chiid, not just children above current mandatory levels. We would give a state a 
higher matching rate' for any additional child enrolled in Medicaid or the grant program above the 
number of children currently enrolled in 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 
( , .::hildrcn whose parents have changed jobs or using school-based enrollment approaehes~ sUch as 

. the Florida "Healthyo Kids" program. 

The accountability m[es we are promoting would build .on and reform the different maintenance 
ofeffort (MOE) provisions that are included in bo!h the Senate and House billso They are 
designed to protect !he new Federal dollars from being used to substitute for current expenditures 
by either the States or employersfemployees wanting to reduce their health care premium costs. 
The approaches we think most worth considering are asking states to maintain their current 
programs; eligibility - to prevent states from moving optional Medicaid kids into the new 
program - and maintain current sPen'ding ou existing programs. We also support the Senate bill 
that does not allow states to cover the employee share o(the premium or family coverage. 
eBO and our 'taffagree that this would allow funds 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 ofprovider taxe~ and do~tions for. the state share of the new program. 

There is no question that it win be a great challenge in the coming weeks to balance provisions 
that promote efficiency with state flexibility. States will assert that policies like those outlined 
above interfere with their own ability to target funds efficiently. Furiliennorc, states like Rhode 
Island and Vcnnont..; which have already expanded children's coverage through Medicaid, win 
argue that [he: maintFnaucc ofeffort is unfair. They cOlltcnd that they should not be penalized 
pcnn,Ulently for deciding to have voluntarHy chosen to expand coverage. 

2 
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Lessolls of tttrgetcd 'reforms. The difficulty - politically and policy-wise"':- in targeting 
tminsured Children has two important implications. First, additional money alone will not result 
in all children receiving health insuroncc. One-third of uninsured children are already eligible for' 
Medicaid - a free program with generous benefits. Another third have incomes above 200 
percent of poverly~ policies that try to find tllOSC children will surely end up enrolling two to 
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 $8 biHion currently allocated for children's coverage) to other children's issues ~~ such as 
adoption and child eke. 

Second, these same problems hold true for insuring Americans in generaL Stated bluntly, no 
voluntary health insurance program will ever cover aU Wlinsured Americans, even with an 
unlimited budget. If there is some financial contribution required, many families win voluntarily 
opt to not pW'Chase insurance. On 111e other hand, there will always be people wllo join these 
programs who already have insurance. There is no failsafe mechanism that completely prevents 
"crowd QuL" Moreover. the larger the initiadve, the higher the income eligibility, the greater the 
risk. Thus, tlte assertion in yesterday's USA Today may be right: without a government policy 
that requires everyone to be covered, it is virtually impossible to cover all 40 million uninsured. 

I 

Consequently. we are approaching possible uses of additional revenue from an increased tobacco 
tax and/or from the tobacco settlement with caution. As with children, focusing on low-income 
adults or groups who are Wllikely to have access to private insurance may be the most fruitful. 
For example, job loSs and job change are tlte single largest reason why families lose health 
insurance. Creating a Medicaid option for mew families would increa..;;e their access to 
insurance. Similarly, people between 55 and 65, who have either retired early or whose finn. 
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 
explQring other options sllch as strengthening t1'!e public health infrastructure and augmenting our 
research budget. i 

21st Century Research Trust Fund Update 
.. , 

To explore biomedical research investment opportunities within the context of the Tobacco 
Settlemen~ ! met With Dr. Vannus and researchers tltroughout tlte Federal government today. 
As you requested, I pulled Dr. Vannus aside and asked him what he tltough! Qf. 21st Centllly 
Research Trust Fund concept. He was very interested and wanted to have additional . 
conversations about it. His only immediate concern was that we make sure any new dollars 
supplement - and not suppJont -- UlOse the NIH are already getting from the Hill. We will keep 
you 'apprised ofhis recommendations and our ongoing discussions with him, 

3 
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EXECUTIVE OFFICE OF THE PRESIDENTJ 

•I, OFFICE. OF MANAGEMENT AND 8UOGET 

WASHINGTON, O.C. 20503 

I 	 LA1E'> T 
THE 	DIRECTOR 

-pO~ ,T' C",) 

July2. 1991 

The Honorable John R. Kasich 

Chairman 

Committee on the Budget 

U.S, House ofRepresentatives 

Washington, D,C, 20515 


Dear	,Mr. Chairman: 

• 

I As the Conferees begin to consider this year's budget reconciliation biU.I am writing to 

transmit the Administration's views on the House and Senate versions of the spending bill on 
reconciliation, H.K 20 JS. The Administration wilJ separately transmit its views on the tax 

( 	 provisions, 
,

( I We are pleased that the House and Senate adopted many provisions that are consistent 
with the Bipartisan Budget Agreement, reflecting: the continuing' bipartisan cooperation that we 
'Will need to fully implement the agreement and balance the budget. In several areas. however, the 
House and Senate bi1!s 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 
iss~es in fetters to you and to the authorizing committee chairmen and ranking members 
throughout House and Senate consideration of the separate reconciliation spending biUs, 

On the pages that follOW. we have outlined noteworthy provisions of the House and 
.'Senate bills with which we agree, otbers that we believe violate the budget agreement, and still 
Iothers 'about which we have concerns. . 

, We expect and will in,ist 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 gl 
before the August recess. 

( 
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standards and would permit the collection and analysis ofperson-based data. The Senate did 
Jlot include this provision, We urge the Conferees to adopt the House provision. 

, 
A1aska:FMAP Cbange. The Senate bill would increase Alaska's Federal Medical 

-Assistance Ilereentage (FMAP) above the level of the current law formula. While we have 
consistently supported efforts to examine alternatives to th~ current Medicaid matching 
structure, we believe that changing the FMAP for Alaska alone is unwarranted and does nOt 
address the underlying inequities in the cuJ!ent system. 

Children's Healtb 
I 

We are pleased that the children's health 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 • portion ofthe revenue from a 20-cent increase in the 
tobacco tax. ; 

We s~pport a 20-cent increase in the tobacco tax - we agree that it complements the 
budget agreeinent -* and we endors~ the idea ofusing aU ofthe revenues raised by such an 
increase for initiatives that focus on the needs ofchildren and health. We urge the Conferees 
to invest all of these funds wisely in order to ensure meaningful coverage for miUions of 
uninsured children. In addition, we especiany support the Senate provisions for benefits and 
cost sharing. ;, 

Not~thstanding these achievements, we have serious concerns about the following 

House and Senate provisions, which we urge the Conferees to address, 


Sun,et ofTobacco 'DIll R=ue for Children's Healtb. Although we commeed the 
Senate for supporting the use ofth. tobacco tax for children's health, we urge the Conferees 
to continue \his funding after 2002. A sudden drop in funding in 2003 would cause many of 
the newly-insured children to lose their coverage. 

i 
Meanjngful Benefits. CoS Sbaring/Djrect Services, The budget agreement calIs for 


the children'S health investment to go for health insurance coverage, Thus, we support the 

Senate's de6nition ofbenefits and its limits on eost sharing, the latter ofwhich will ensure that 
low-inecme children do not shoulder unrealistically high costs that could lead to reduced 
access to needed health care. We do not support the direct services option ofthe House bill 
because we are concerned that a State could spend all oflts money on one benefit or to offset 
the effects of the DSH cuts on certain hospitals, and that: children would not be assured " 
appropriate coverage. In our view, this provision does not fulfill the commitment ofthe 
budget agreement to provide "up to five million additional child(en with health insurance by 
2002." 

I, 
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fuoding Structure. We support the straightforward funding structure of the House 
bill. 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 approa<;h 
to covering lo~-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. Qf a combination ofthe two. The Senate biD 
requires StateS to choose between Medicaid and a grant option, 

Eligibilit)'. The Senate bill includes a ceiling of200 percent ofpoverty. We agree that. 
the funds should first go for insurance coverage for low-income uninsured chi1dr~ but we 
believe income ceilings would limit States' Hexibility to design programs tbat best fit their 
needs, 

Use ofEunds. We want to ensure 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 a strong maintenance ofeffort . 
pro-vision and the prohibition on using provider taxes and donations to fund the State sbare of 
the program,' In addition, we want to ensure that the funds are used in the most cost-effective 
manner to provide coverage to as many children as possible. Therefore. we do not support 
provisions th~t allow States to pay for family coverage or pay the employee's share of 
employer sponsored insurance" , 

...Expansion oftbe "Hyde 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 law. This provision could deny access to 
abortion serVices to poor women to the extent that States choose to use the children' s ~ea1th 
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 a~dition. the Senate biU contains a provision that redefines the teon "medically 
necessary servicesll in the context ofmanaged care sanctions to exclude abortion services 
except under certain circumstances. We oppose this attempt to further cortStrain the 
availability ofabortion services through this provision,. and we strongly urge the Conferees not 
to begin writing into the Medicaid law permanent, restrictive definitions ofwhat are 
"medically necessary" services - an issue that is more appropriately decided by health 
professionals. 

10 




( THE WHIlE HOUSg 

WI\SHlNOTON 

June 17, 1997 

Dear Mr. Chairmaq: 

I urge; the Senate Finance Committee to adopt the bipartisan 
children's health amendment proposed by Senators Chafee. 
Rockefeller~ Jeffords f and Hatch. As you know, I am extremely 
committed to using the $16 billion for children f s health to 
provide meaningful coverage for as many uninsured'children as 
possible. rhe bipartisan amendment offers an oppgrtunity to do 
just that, 

It is critical that we continue to work together in this 
Congress to! find ways to provide health care coverage for 
millions of' uninsured children. As you know, over ten million 
children lack health care coverage -- and the impact on their 
families is profound. A recent study showed that nearly 40 
percent of uninsured children go without the annual check-ups 
that all children need. One in four uninsured children do not 
have a regutar doctor. Afld throughout the country, too many 
parents are living in fear ~hat they may be forced to make the 
imPOssible ~hoice between buying, medicine for a sick ch,ild or 
food for an: entire family. 

Becaus~ of the importance of this problem. we need to work 
together to design the most effective way to invest the $16 
billion. The bipartisan amendment takes a major step toward this 
goal. This plan rationalizes Medicaid so that children in the 
same family are eligible for the same coverage. Children under 6 
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 i'ncome level. The plan also gives states the option of 
choosing M~dicaid 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 addition. this bipartisan plan offers meaningful coverage that 
protects vUlnerable children from excessive costs. . . , 

I 
The bipartisan initiative -- which balances protections for 

vulnerable, children with flexibility to target middle~class 
children -:. st.ands in sharp contrast to the Commerce Committee,' s 
proposal. The plan to simply put out a block grant~ 'with few rules 
and no benefits r,eql.1irements, will not result in meaningful 
coverage fo'r many uninsured children. While your proposal improves 

( 
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On the Commerce Committee's plan~ the claim that it provides a 
choice between Medicaid and a grant approach is exaggerated. 
Given the ;incentives in the proposal l no rational state' would 
choose Medicaid. 

! 
The bipartisan amendment merits strong and favorable support 

from the full Finance Committee. We should take advantage of this 
opportunity to significantly reduce the number of uninsured 
children. 'r look forward 'to' working. with you and others on the 
Finance Committee and in the Congress to achieve this end. 

Sincerely. 

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

, 

" 
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. TH€ ~ECReTARY OF /"i£IU.TH ANO H'.IMAN SI!Rv1CES : 0'.\ 

WAti'1'~rON. ox. l<:!Z;<Il( ., ' 

JUN 26 1997 , 

1'he Honorabl;e t:,;dward M. Kennedy 
United States.Senate 
Washington, D.C. 2'0510 

Dear $~natq.:r.Keimedy; 
, 

I understand that later today you will be oltering an amendment 
to increase t'he tobacco tax by an addi tional 23 cents over the 
amount passed by the Senate Finance Committee. Given the 
bipartisan,agreement in the Committee that a cobaccc tax 1s an 
acceptable complement to the balanced budget agree:r,ent, and 
because the President has long supported using tobacco revenue to 
fund importarit. programs tor children. I am writing co advise. you 
that, ·the Admipistration Bupports· yo:ur amendment. 

Each and ev~ry day, about 3 I 000 American chi Idren become regular 
smokers. One-third of these children ~111 die early from 

(. tobacco-related illnesses. In the past six years. the smoking 
rate among eighth graders has risen SO percent. ~~ increase in 
the tobacco·tax will reduce the use of cigarettes by making them 
maze unaffordable. It will also provide new revenue to invest in 
our 'nation's priorities. !t is the P~eaident'6 strong belief 
tr~t all revenue dedicated from the tobacco tax should be 
invested in' improving the livea of our children. Clearly I your

. amendtne,ot; is consist:ent with that vision. ,,
We look forward to working with you and Members of Congress of 
both parties to produce a balanced budget agreement that reflects 
~he priqrities of all Americans. We greatly appreciate your 
l~adership on th~s important issue. 

Sincerely I 

~7&1.4e.... 
Donna E. Shalala 
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.' MEMORANDUM 

( 

June 23, 1997 

, 
TO: Bruce Rl, John H, Gene, Nancy-Ann, Jen K. 

I 

FR: Chris J. llOd Sarah B. 

RE: Children's Health One-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 SlOt) million to cover up to 50,000 uninsured children in California), We 

-have also included our most u!':'to-ciate Q&As on children's health, Medicare, and AJDS. 

(:~'"... We hOPr you find this infonnation helpful. 'Please call with any que:tions. 

( 




President Continues to Fight to Expand Health Care Co....cragc for Our Nation's ChHdr<:n 

"" 
( 

~ 

(
,,' 

, 
t. 

Xlay the President jO,ined Kaiser Pennanenle in announcing that the health plan will give $100 million to 
:erovide health care coverage to up to 50,000 Wlinsured children in California. Kaiser is responding to the 
President's challenge at the Summit on Service, and their initiative comple'mcnts the President's ~nunitment to 
a national effort to extend health Insurance.' 	 . 

This President will c~ntinue to ftght'hard to make sure that extending health earc coverage to millions of 
uninsured children j~'a top priority in any balanced budget deal. Th.e President fought hard to ensure that 
the balanced budget agreement included $16 billion to provide meaningful health care coverage to Uninsured 
children. The President also supports the action by the Senate Finance Committee to raise a 20 cent tobacco tax 
to allocate additional Federal support for children's health. ,, 
The President oum~ed the principles he will use in evaluating clJildren's health initiatives emerging from 
the Budget Agreement. The President is committed to making sure that ~y i~vestment in children's health 
care meets three principles: (I) that eoverage is mCllniugful: from cbeckups to surge!)' •• children should get 
the care they nee<ito grow up strong and healthy; (2) that,eoverage is targeted: through grant prognuns and . 
Medicaid, this investi:nent should cover as many uninsured children as possible; and (3) that this 'investment 
supplements not supplants 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 ~udget and the Kaiser announcement build on tbe President's previous successes in 
stre!lgtbeniog health care coverage for ebildren. 

. Children and (he Kassebaum..Kennedy Law. .By signing this bill into law, the President helped 
millions ofAmericans - and their children -- keep their health care coverage when they change jobs. 

,I 
• Children and Medicaid, Throughout his Administration, the President has lOught to preserve and 

strengthen the Medicaid program; its <overage ofabout 20 million children, makes it the largest single 
insurer ofchildren. The Administration has partnered with states through Medicaid waivers to expand 
coverage t~ hundreds of thousands ofchildren. 

i, 
• Children and the Environmt'nt. The President signed an ExecUtive Order to reduce envirorunental 

health and safety risks to children by requIring agencies to strengthen policies and improve research to 
protect children and ensure that new regulations consider special risks to children. 

I '. 
, 

.. Children and Tobacco. The President has also takCll action to limit children's access to tobacco. Each 
day about three million children become regular smokers and 1,000 of them will die from a tobacco
related illness, To reduce this trend, the President issued guidelines to eliminate easy access to tobacco 
products and to prohibit companies from advertising" tobacco to kids. According to COMer FDA 
Commissioner David Kessler, the possibility ofa comprehensive, public health oriented scttletnent with 
the tObaccq industrr could not have come about without the President's leadership in this'area" 

• 	 Children nnd Immunization. During the Clinton Administration, childhood immunizations have 
reached a historic high. The President's childhood immunization initiative expands community-hased 
educational efforts and makes vaccines more affordable, In 1995, fully 75 percent oftwo~ye~tr Qlds wei!! 
immunized, -- an historic high. 

I 



( CHlLI)REN'S HEALTH 

Q! 

A: 

Q! 

A! 

, 
1)0 YOU BELIEVE THAT A CHILDREN'S HEALTH INITIATIVE CAN 
EMERGE FROM CONGRESS THAT YOU SUPPORT? 1)0 YOU HAVE A 
PR~;FERENCE FOR HOUSE- O~ SENATE-PASSE)) LEGISLATION? 

Yes. We are working with the Congress to ensure that they produce a children's health 
initiative that provides meaningful health care coverage to millions ofuninsured children. 
It is imperative that the single larg~t investment for children's health care since 
Medicai~ was enacted in 1965 is efficiently spent to cover~ the most ,number of uninsured 
chUdrclL 

-
J am committed to making sure that any investment in children js health care meets three 
principles: (I) 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 gr,ant progrnms and Medicaid. this inveslment should cover as many uninsured 
children as possible; and (3) that this investment supplements nct supplants coverage: this 
investm,ent should ~over children who do not currently have insurance -~ rather tban new 
money to replace public or private money that already covers children., 
I am optimistic that the House and certainly the Senate will improve their legislation. It 
is enco\lfaging that Republicans and i)~ocrats are working to ensure that the children's 
bealth Package that is produoed will ensure that benefits are meaningful and that low
income'chHdren are protected from excessive out~of-pocket costs. We will do everything 
that we can to work with these Members as the biB is debated on the House and Senate 
floor this week, 

'" 

WITH THE TOBACCO SETTLEMENT IN MIND, SENATOR LOTT 
RECENTLY IMPLIED THAT THE SEn'LEMENT MIGHT UNDERMINE 
SUPPORT FOR THE TOBACCO TAX. DO YOU BELIEVE THAT THE 
CONGRESS SHOULD RESIST PASSING A TOBACCO TAX BEFORE THE 
FINAL TOBACCO AGREEMENT IS WORKED OUT? 

, 
No. The Finance Corrunittee. on a bipartisan basis, passed out an increase in the tobacco 
tax to provide additiona1 funding for children's health care coverage. The Congress 
should' not alter Its decisions based on an assumption that an acceptable tobacco 
settlement might be reached. 

( 




c Q! 	 1)0 YOU BELIEVE THAT RESOURCES FROM THE TOBACCO 
SETTLEMENT COULD COVER THE REST OF THE UNINSURED 
CHILDREN? HOW WOULD YOU RECOMMEND INVESTING THESE NEW 

A: 

Q: 

A: 

Q: 

A: 

DOLLARS?, 
I 

We just heard the details of the tobacco settlement on Friday. Any final decisions about 
how any money from the potentjal settlement might be spent are obviously premature. 
The tobacco 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 shouJd not let the possibility of additional 
revenue 'from a tobacco settlement undermine the investment for children that has already 
been agreed to in the balanced budget agreement. , 

DO YOU SUPPORT THE TOBACCO TAX THAT WAS INCLUDED IN THE 
FINANCE COMMITTEE MARK-UP? 

, 
Yes. I do hope, however, that we can dedicate more of the savings from the revenue, 
beyond the $8 billion -- to other children's priorities .. 

WHY DID YOU OPPOSE THE HATCH-KENNEDY LEGISLATION? AND WHY 
D[I) YOU NOT OPPOSE THE ADDITlONAL $8 BILLION FOR CHILDREN'S 
HEALTH F1WM TOBACCO REVENUE IN THE SENATE FINANCE MARK
UP. HOW DO YOU RECONCILE THIS INCONSISTENCY? 

1 have ~n supportive of using revenue raised from tobacco for health care since the 
beginning ofhis Administration. It was explicitly used as arevenue 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 
undermined the budget deal and the $16 billion already allocated for children's health 
care; I ha.ve repeatedly said how difficult it was for me to oppose that legislation. which , 	 . 
encompasses goals I clearly support 

In the recent Finance Committee mark~up. the Republican Leadership accepted a down~ 
sized to:bru:co tax (20 cents) and allocated some of the savings ($8 billion) for children's 
health, ,Their support for this revenue source removes any barrier for me to support it. . ,, 

( 




Q. 	 ·00 YOU BELIEVE THAT THE VOTE AGAINST.THE CHAFEE
ROCKEFELLER CIlILDREN'S AMENDMENT WAS A REJECTION OF TilE 
YOUR HEALTH CARE PRIORITIES? 

A No. While we were disappointed that Chafee·Rockefeller amendment did not pass, the 
SenatorS made improvements that responded to a number of the concerns that I had raised 

, about the Chairman>s mark and the Commerce Committee bill. 

Before the final compromise was reached, the original Finance legislation fel! well short 
of assuring that the $16 billion for children's health care was being effectively targeted to 
cosme that the greatest number of children would be given a meaningful benefits 
package. For example. it would have permitted states to use the $16 bHlion for purposes 
other than expanding health insurance coverage to children, and it would have aHoY/cd 
states to offer health plans that would not have included many important benefits that 
children need. 

I do, hoWever, believe Ul,at we need to continue to work to ensure that the final bill 
includes provisions that guarantee that low~income children are not exposed to excessive 
cost sharing and to ensure that the benefit that is provided to children is meaningful.

I 

. ! fought extremely hard to ensure that the $16 billion for children's health was in the 
Budget Agreement. I will continue to work to ensure that the final children's health 
legislation provides children with a. meaningful benefits package and covers the most( 
children possible, 

I 

I . 



MEDICARE 


( 	 Q: DO YOU SUPI'ORTTHE INCOME-RELATED PREMIUM I'ROPOSALTHAT 
WAS IN THE SENATE FINANCE COMMITTEE MARK?,, 

A: 	 First, wh,at passed the Senate Finance Committee was not an income-related premium but 
rather an income-related deductible that would allow high-income beneficiaries to pay 
deductibles 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 all assumed there would be no 
other beneficiary cost-sharing burdens. 

,, 
I agree with the tanner 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 
Medicare 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 KeITey and others about 
this' pro~ision in another context. . . 

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

A: 	 Raising the eligibility age for Medicare from 65 to 67 is not consistent with the spirit 
of the balanced budget agreement. We do not support this provision in the context of 
the bal~ced '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 early 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~irees. Having no alternative available, many would become uninsured while they 
were w~iting for Medicare. 

I 

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 decline i~ coverage among active workers, which decreases the likelihood of retiree 
health ~enefits, is a significant factor in this decline of coverage. The proportion of . 
workers who with coverage from their employer lIpon reaching retirement declined from( 
65 pcrc~n( (0 J 988 to 60 percent in 1994. 



, 	 , 

Only 30' percent ofearly retirees (age 55~64 yearS i.e. non-Medicare eligible) have health 
insurance from a former employer,

I . •( 	 , 

The cost of health care is also a significant factor for retirees. One·fourth ofall retirees 
who elected not to carry their insurance into retirement reported they made their decision 
to drop insurance because it was too expensive. 

Unlike Social Security, if we raised the age limit for Medicare, beneficiaries who 
retire e~rly would not be eligible for a portion of benefits, 

With Social Security, Americans who retire early arc eligible for a·portion of their 
benefits until they reach the age ofeligibility. There are no options for partial benefits for 
Medicare beneficiaries who need access to health care coverage before they reach the age 
of eligi~ility, 

I 	 , 
DO YOU SUPPORT THE HOME CARE COP A VMENT INCLUDED IN THE 
BILL FROM THE SENATE FINANCE COMMITTEE? 

A: 	 No. It is outside the context of the BudgetAgreemcnt'an~ it needs further review before 
preceding further in the legislative process. 

We muSt remember that Medicare beneficiaries who use the home health services tend to ( 	 be In pciorer health. Two~thlrds are women,. and one-third live alone: Forty-three percent 
have inoomes less than $10,000. We wOuld want to therefore make certain that 8 

copayment would not place excessive burdens on beneficiaries who truly needed the 
benefit 

While Vfe do not support this proposal in the eontext of the Budget Agreement, v.'e do 
believe ,that proposals like it merit consideration in any serious review ofoptions to 
address' the jong-teon financing challenges confronting the Medicare program. 

I 	 . 
Q: 	 THE HOUSE COMMERCE COMMITTEE, THE WAVS AND MEANS 

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

A: 	 We have always indicated our support for a bipartisan process to address the long-term 
needs o'fthe Medicare program. However, our firSt goal1s 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 to ensure ~hat we get the provisions agreed to 
in the B.udget Agreement 

A Commission similar to the different approaches outlined in Congress mayor may not 
be the ~cst bipartisan process. We will continue our conversations with the Def!locrot 
and Republican Leadership to determine the most advisahle course of" action.· 



AlJ)S' 

( Q: WHAT IS YOUR POSITION ON THE MAYORS' RESOLUTION IN SUPPORT 

FOR FEOERAL FUNDING OF NEEDLE EXCHANGE PROGRAMS? 

A: 	 Current ~aw prohibjts tbe Administration from authorizing the use Federal funds for 
needle exchange programs unless there is conclusive evidence that they do not encourage 
drug USc. Although there is strong evidence that indicates that needle exchange programs 
help red6ce the spread of AIDS, we have not concluded our review on whether these 
programs increase the use of drugs, 

I 
We arc consulting with HHS and the Office of National Dl1.Ig Control Policy in this, 
regard. But once again. we are explicitly prohibited from releasing Federal public health 
dollars until and unless a fonnal determination is made that· the use of these programs 
does noUncfease drug use. It is important to point out that local communities remain can 
and do use non-Federal funds to. support such programs. 

I 
Q: 	 HOW 00 YOU RESPOND TO AIDS ACTIVISTS CALL FOR MORE FUNOING 

OF PROTEASE INHIIlITORS FOLLOWING UP THE HIlS-ISSUED 
GUIOELINES LAST WEEK ON AIDS TREATMENT? 

I 

( 	 A: The Department is reviewing the budget implications of the ne\.v treatment guidelines for 
the AIDS Drug Assistance Programs (ADAP), We are working with states to detennine 
whether our current budget does enough to help states treat those in need. Jfit becomes 
clear that there is 3 severe shortage in this area than we will - as we always have ~~ make 
every ef(ort to address these problems, 

I 

Last ye.J~ when we detennlned we needed more funding for this program to cover the 
t~en new protease inhibitor drugs, we sent two budget supplementals to the Hill. My 
Administration has nearly tripled funding for ADAP since I took office, and my current 
budget represents an 168 percent increase for Ryan White. ' 

Q: 	 WHY NOT EXPEND THIS KIND OF E,NERGY AND'RESOURCES ON A CURE 
FOR BREAST CANCER OR HEART OISEASE OR OIABETES AS IT SEEMS 
TOFORAIOS? 

A: 	 This Administration has made a strong improving biomedical research an extremely 
important priority. We have increased investmentt; in biomedical research at the National 
Instltute~ of Health by an impressive 16 percent since the I took office, ,, 
These additional investments has been used to increase investments in biomedical 
research in a number of important areas, ;For example, funding for breast cancer research 
has increased by 76 percent since 1993 " 
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GIVING' AMERICA'S CHILDREN A HEALTHY START: 

I' . ,, 

. HOW THE $24 Bll.LION IN THE SENATE 
RECONCILIATION BILL HELPS UNINSURED CHILDREN 
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The $24 billion over five y¢ars approved by the Senate for children's health insurance 

represents the most imponant opportunity to expand child heahh coverage in many years. A critical 
question is whether th.:se funds will, be ,wen spent ro provide good insurance coverage for the largest 
possible number of uninsured children. Public ?pinion polls show strong support for raising tobacco 
<axes to pr()vide health coverage for uniosured childre" in working families. Strong safeguards, 
like those in the Senale bill. must be in place to ensure that funds are spent for that purpose. . 

Some have questioned the need for the additional 58 billion for children's health insurance 
that received slf~ng, bipartisan suppa" on the Finance Committee and the Senate floor. It is clear, 
however, that S 16, billion OVer five years will take car. of only. fraction ofuninsured children. 
More is needed. ,With the full $24 billion in the Senate bilI, or a greater amount ifmOrt tobacco 
revenues are m",!e available, thls country will take a very substantial step towards covering all 10 
million of the nation' s·uninsured children. 

FINDINGS 

One key question before Congress is how much money to invest mcovering the nation's 10 
million uninsured children, 9.0% ofwhom have worldng parentS. The Reconciliation bill'adopted 
by the House would allocate $16 billion in grantS to sta1<$ over five years. By an 18·2 vote in the 
Senate Finance Committee and an 80-19 vote on the floor. the Senate last week added $8 billion 
over that sarne period, raised by inereasing robacco taXes 20 centS a pocl<. for a total of $24 billion 
over five years. This ropon looks at what will happen in the year 2002, when the Senate program is 
1U1Iy phased in. . 

• The $24 billion jn the Senat£ bill could reach 6.1 millig. uninsured children. when 
fully phased in. The $16 billion originally included in the Senate bill allocated $3.9 billion 
in grantS for 2002. Even if the rules in the Senare bill apply and S(ates use these funds 
efficiently and only to. provide uninsured children with health coverage, thls $16 bUlion 
WQuid royer olllY 4,0 million "thews: uninsured children, Keeping child health funds 
approved by the Senate would provide $2 billion more in grantS to states in 2002, so the 
eXIra 58 billioD »'Oyld cover an addjlioDAl2.1 milIio.n otherwise uninsured childmL 

, 
• While the $24 billion in the Senate bill would not cover IIll uninsured children. it 
would make a huge doW!> payment on solving the problem of 10 ntillion eutrefldy uninsured 
American children. Congress and the President must ensure 1hat III least 524 billion remain 
in the Budget Reconciliation legislation when the bill is signed into law. 

• The House bill has no saleguards to assure the S 16 billion ",iii be used for new child 
health coverage. Therefore it i. difficult, ifnot impossible, to estimate hew many c:hlldren. 
if any, would b. coveted by the House bill. 

This SpeCial Repon assesses hew far these different sums could go towards making health 
coverage available and affordable for every uninsured child. As with any new init!ative, it is 
impossible' to fo~ee its implementation and results 'With certainty and precision. BUl we can make 
estimates based on reasonable assumptions. This Special Repo" aSsumes that Slates do .. good job 
with the basic blocl: !lrant strUcture as proposed in the Senate and that the rules war!: that the Senate 
put in the bill to keep states from divening cbild health dollars away from covering uninsured 
children. Thjs jUlalyii~ uses the S.nine Sl!1!tlUre rather than that in the House bill because, under 
the House bill, it is much easier for states to use federal funds for purposes other than providing( 
health insurance to currently uninsur'ed children. 
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1. HOW :'1~NY CHILDRElY CAlY BE HELeED BY THE BASE SI6 BII.LIQ~? 

, As part of Budge! Reconciliation, both the House and Senate approved two bills: a spending 
bill and a fa)( bill. Both th<' Senate !'I'd House spending bills provide SI6 billion in child health 
block gt'Ill11S to statefover five years, The Senate tax bill furnishes an additional $8 blUion for' 
children's health coverage, for a IOtal ofS24 billion, When the SI6 billion in the Senate spending 
bill i. fully implemented in the year 2002. states would receive 53,9 billion in annual grnnts. How 
many children would this cover, if states do an efficient job and do not siphon off funds 10 other 
purposes? 

The Semi", child health bill is complex, Administrative costs. some special program costs. 
and some panicular groups of uninsured children have first claim on the funds: 

• 	 12 mon.h. ~onlinuing Medicaid eligibility, Child health coverage appropriationS are reduced 
10 compcn.sate for funds spent under the new Medicaid option to provide 12 months continulng 
eligibility lO'children wbo now qualify for Medicaid for only part of the year, CBO projects that 
this new option would cover 130.000 children. In tlte year 2002. CBO also projects that federat 
Medicaid costs per child will average $900 a year. t This analysis accordingly subtracts $117 
million from the funding available for uninsured children, 

Unin.ured children'.liglbl. ror Medicaid, Under the bill. funding for uninsured children not 
currently eligible for Medicaid is likewise reduced 10 the extent outreach activities under the bill 
inerellSe Medicaid spending by raising enrollment of Medicaid",ligible but uninsured children. 
Because these children are covered at a lower federal matching rate than tit. uninsured children 
for whom remaining appropriations will be spent. a larger estimate ofstates' success in enrolling 
Medicaid..ligible uninsured children "ill increase the total number of uninsured children 
projected to:bo covered under a $16 billion bill, We assume the states will achieve substantial 
but not implausible success in rcaching children eligible for but not enrolled in Medicaid, We 
as,ume that the national .vemg. percentage ofchildren eligible for Medicaid but not enrolled 
"'ill move two-third, of the way towards Vermont. tha state wilh the lowest such percentage.' 
We also assume that, without the Reconciliation bill. the number ofeligible but not enrolled 
children would rise from 3;0 million children in 1995 to ),2 million childrci> in 2002.' Under 
these assumptions, I minion eligible but not enrolled children would receive Medi.aid ,, 

I Congrwkmal B~g« Offic~. Janltar}' /997 BaseliN: Medicaid revfs.:d Febnlary 7. 1997. This document is the 

soun::e ofall Oll! cited cao projettions for future Mediaid costs and enrolln:l¢Df under current taw, 

1 MiIliIPlS (}fU"i~ and UnderwlUtd Chl/drert are fJigiblefor Mtdh:aid (CC1\~r on Budget and Policy Prioritits 


J 1991). Averaging the high cd low range$. Rported by th~ Center, che ~entagc of~Iitiblc 00' unenroUed children 
woutd drop from 35% 10 24%. two--thirds cflhc way w.....anh Vermont's 19'11, It wilt be difficult tbrmtnyomer S'WC'S 

10 duplicate Vermon.fs l't(:ord, ,given the ~e of large urban centen In Vermont. a low immigrmc populatlDn, and 
tow' mobility .among Vennont residents.. ThcJI':'l dtimaus ofuoenrol1ed dtildrtn may be hi;Jt. becatl$e mey are base4 
purely on childeer"s gu#t'atU~d income eligibility (0( Medicaid. as: n:ported by the Census' Mmh CUm::nt Population 
Survey ("CPS;' wllicb many obsc",m believe undcr~reporu Medicaid cnrolhnern: and many oftbese childn:m in fact 
may be ineligible' for Medicaid because ofa.uetS.. sUGh as ownership of a car forw~ or ether fa(1Ot"$ ~hUtd to 
, , 
Ul'tOttU:, ' 


, If the 3 million bumber is projected to rise in proportiOfi ((I: ceo projections of the total number o(Medicaid eligibles. 

it would t'e1iCh 3.3 miHion in me Yt'M ,2002. t( it Is projected to me in proportion lO ~ preject1QN of cltiklretfs. 

popu~ growth, it would tead'll.l miIHoa. Our 3.2 million estimatt D....~ thee ('WI,) j)fQjcc~. 


I 	 I ' 
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coverage. 3t a feQCrJI COSt of 5900 a cnlh.L,c·..1tting another 5900 million from the funds a....aHabl 
for MW (;Qvi:rage of children ineligible for' Medicaid under currem Law.<l e 

• 	 Outreach '"I-aside, I% of the basic allotment fund. which begins at 85% of total 
appropriations. is set aside to fund inoreased outreach, We accordingly ,ubtract ,85% of the 
$3.9 billion. or S24,5 million. for the outreach set·aside, 

• 	 Funding for the Terrhories, The Temtorie, reoeive .25% ofthe 85% basic allotment fund. 
We ,",coniingly subtract .25% of85% ofthe total S3.9 billion allocation, or $O.! million. for the 
Territories. " 

• 	 Administrative cos... We as,""", that States take advantage of the right the bUt grants to take 
for administrative expenses five percent of the basic allotment fund, less the outreach set aside 
and funding for the T emcories. Assuming thet the basi. allotment fund continues CO comprise 
85% of IOta! appropriations. this leaves room for S121.2 million in administrative costs, 

, 
• 	 5% bonus payments. The bW provides 5% bonus payments from the basic allotment {O, each 

child with family income under 200% ofthc federal poverty level who was covered in !'iseal 
Year 1996 as Wl optional Medicaid benefiCiary or under a state child health program. A slale 
receives payments equal to 5% of th_ cost ofeovering each such child in furure years. Such 
bonuses do nOt apply to poor children ages t4-18 afier their Medicaid-eav.mg. wouldbave 
been phased in under current law. To derive the number ofoptional Medicaid eligibles 
t<:Ceiving S% bonus payments, we analyzed data from the March 1996 Current Population' 
Survey ("CPS") and found that 1.8 million children in 1995 were covered by Medicaid and had 
family incomes below 200% ofpoverty but above requu.:d Medi~id eligibility levels aft.or the 
abov<Hleseribed phase-in is complete. The.. levels are: (a) 133% ofthe faderaJ poverty level 
for ehildren ages a through 5. inclusive; and (b) 100% afpoVert)' for childnen ages 6 through 18. 
W. estimate that 217.600 children wer. covered by slate prognuns. based on a recent report by 
the Alpha Centcr. ' To determine 2002 costs per child for optional Medicaid eligibles, we used 
CBO projections of S900 in federal costs. Assuming continuation afthe cummt overall federal 
57",. share ofMedicaid costs, that translates into S 1579 in state plus federal costs per child. For 
non-Medicaid program cOSts. we assumed they would equal 800/0 of Medicaid eests (see note 6, 
below), Based on these assemptio"", we concludad that such 5% bonus payments would total 
5144.5 million io 2002 for optional Medicaid <ovemge and S175 million (or =111 stale 
programs. 

• 	 10% bonus payment:! fo.....Ioad growtb. The bill provides 10% bonus payments, above 
normal faderaJ matching ll1Ies. for Medicaid easeload growth among optinnaJ eligibles with 
fantily. incomes bela ..' 200% ofpoverty, We assume that the easeload growth among these 
childnen will parallel the growth that CBO projects for Medicaid<overed cbildnen as. whole. If 
so, these J00/0. bonus paymcn~ for caseload grolNth among optional eligibles win consume an 
additional 525.9 million . 

• 
After th'cse funds axe subtracted, 52.5 billion remains for grants to cave, oth .. Wlinsured . 

children. In addition 10 relying on CBO projections ofMedicaid costs per child, we ntake the 
following' as.umptio"" aboet how many children these funds will reach: 

Tb~ bill provides mat ftinds are also subt:racted basctd on the number of poor cbiktren ages 1"".8 who r«eivc 
CO\'~ earlitt than mandated under current 1.lw; which phases in thC'ir rov~ through the yev 2002. This tKtor is 
not relevant to thi! analysis. whkh applies to the '1_ 2002, wilen meir eov~c is requited W'l&:r C\lttettt law. 
, G~thiu and SchradeL £.zptJAding Chiitbell" Covuagc: WSOIfSfrom Stew lnitiottw!J in Httalllr Uue I&!fonn (AlphA 
Center May 1997) T1f.bt~ 9, p. 21. MOit of ch, childml (;Qvcred by the proannu fisted in the AlphA CetlEer's an.aIysis 
IU'C covued throuCh Mediuid. inctuding I.hrough &be Hawaii QUEST waiver. Mltin~, &lteC.ue. TennCan. 
Vmnon~·.$ Or. OynOsalJt pto~. and WllSbingum'$ Ba!ic Heaith Plus program. 

I 	 Z 

I 
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• 	 ~lost stares will choose the block grant. Toc! bill gives states a choice Ixtwccn taking III . 
increased furiding in the fonn of a block grant or eKpanding their Medicaid programs. Fe;!f 
states will be likely to take the Medicaid option, since the block grant offers them mOr<: 
flexibility and less accountability. Accordingly. we assume that 85% oflhe uninsured childre 
benefiting from this program (not counting the Medicaid children described above) ~1l1ive i: 

( 	 block grant states and that block grant eosts per child will average 80% of Medicaid costs. The 
latter estimate is consistent y.,.irh much infonnation emerging from surveys of pnvate 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 bilJ,6 We notc, 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 nwnber ofcovered children.. 

, 
• 	 Many families will make ,moll premium payments. Studies report that when low and 

moderate inc?me families are asked to make mo~ than nominal premiwn payments. few seek 
coverage. 

7 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 519,950 a year for a family of three (150% of the federal povertY level). Accordingly, we 
assume that. on average, families will pay 10% of premiwn costs, with the federal and state 
governments paying the remainder. This acknowledges that. while some families will pay 
nothing. oth~rs with coverage will pay modest amounts. 

Under these assumptions, 4.35 million children would be covered under the Sl6 billion bill, 
including I million Medicaid-eligible children not previously enrolled in the program and 130,000 
children receivirig 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 empJoyerwbased insurance and pull previously insured children( into the public program -.is much debated. The General Accounting Office ("GAO'') found the 
academic literature inconclusive:. with ~e of five srudies finding no crowd-out e~ecL I Minnesota 
has had a strong child health program in effect since the 1980s, yet the state now has the third 
broadest private health coverage ofchildren in the country. 9 The study CBO cites for. its analysis of 
crowd-out concerned pregnant women. nOI children. and nored. that., in fact. much ofthe effect 
attributed to crowd-out could result from Qn&2in& decljnes in dependent coverage offer<:d and 
funded by employers that are related to general employer cost-<:utting and unrelated to state 

'd . 10MediC3.1 expansIons. 	 . . 

, A~~ording to data from the Urban InsriMe and the Council for Affordable Health lnsurance, the typical cost of 
children's private health insurant:e averages 83% of Medicaid acute carc: costs for children. Gauthier and 5<;hrodel. 
supra. p. 23. In pan this is because Medicaid children on average have ~ater health problems than do t:hildrcn with 
private insurance. State programs offering broad benefits less than the tully comprche[]sive Medicaid package have 
costs per child'1hat I'Mge up to 190/. of Medicaid costs. Id. Many state programs, sucb as those not covering. inpatien1 
hospital care' or other services. COSt much less. . 
':' Marquis and long. "Worker Demand for Health Insurance in the Non·Oroup M3lket," Jounral o/HeaJdr UOltOmIt:S, 
voi. 14. no. 1 (May 1995). pp. 47--63. cited by CBO. S'Ql~,"efll a/Linda T. Bitheimer on'Proposaa to Expand Health 
CoveragefO" Childr~" before the SUbCOMl7lille« Oil Health, Commlnee 011 Ways and Meam (AprilS, 1997) p. 9. 
• Oeneral Accounting OtrlCC. EMPLOYMENT-BAsED HEALTH INSUfU}lC£: Coso I""rease and Family Cuverage 

Decnasu (GAOrHEH5-97.Jl febl\Ul!Y 1997) pp. 21·22. 

9 Data from 1994.1996 March CPS, averaging the percentage of childretl under age II with priVate health insunmce in 

each swe OVCf the'three-year period from 1993-1995. 

10 Dubay and Kenncy. "Did Medic;aid Expansions for PRy\&lU WQtncn en.wd ~t·Pri""~ c,<>..--a.... Hc<>/tI, A6QJ~"., 
.... r.I. 16_ no. I (JanuacyffebruatY 1997). at p. 186. cited in CBO. Slal~/!11l a/Linda T. Bllht!l/ftQ. supra, p, 1.1- Thu 

. J 
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three studi<:s finqing no crowd our nor on the: study finding the larges[ degree of crowd-out, t I but 
rather on an Urban iostitute study focused 00 children that found some modes! crowd...,u!. This 
Urban Institute study found that. during the period of Medicaid ~sjQn witb DO nv;asutes tQ ' 

prevent crowd:O~J. :!2~.I(). of newly covered children in low-wage, w'Orking. near~poor families may 
have shifted from private to public coverage.l:l Both the House and Senak: bills t:equlre states to 
take some measut'es to prevent losses in employer coverage. :I1tis analysis assumes that states could 
cut crowd..out rates to t 1%. halfof what they may have been without any anti..erowd out measures, 
This means that 350.000 of the 4.35 million children covered under the bill would have been 
covered previously by private insurance. leaving 4.Q milljQo uninsured cbi1dren co....ered throuih [be 
$.16 biUiQn.lo the base bill. 	 ~ 

2. 	 HOW M'AN'\:: ClULDREN WILl. BE ADDED BY THe fROCEEI!S fROM THE 
TOBACCO IAX? 

The additiooaJ $8.billion in tobacco tax funds the Senate reserved for children's health 
COVCTage adds S2 billion to the 2002 alloealion. Using the above-<lescribed m.tbodology;~ 
fueds would cover an additional 2.1 minion 'uninsured ¢bUdren.13 AhQWber. the $29; billion would 
cover 6.1 milEion uninsured children. 

Jtudy. unlu.:e the _ by the same autbctS on which this analysis: ba.se$ il$ t;:rowd.QUt esrim.tet. atlalyze:$: prtgMtU 

WQmCTt 1'hete are many reasons why pregnant women might be more likely dian children to 10'e privu: inSuraDct' 


coverage. F~r cx.anlple. lOme wQmenlose: theirj~ when they become pftgnUlt. 

II Cutler and Gruber. ~Medicajd and Private Insul)iUlce: Evidence and ImpJicalw." Health AffaVs. vol. 16, no, I 

Oanuary/f'cbruary 1991" pp. 185~ 193. which has rt«i~ed ~ome criticism. ~c, e.g., Swutt. "Medicaid Crowd OUland 

die In'llc::rse Truman Bind," l"4uiry (Spring 1996) pp. 54 S. . 

/l Dubay and Kenney, .1it~ l::ffe~ of Medicaid Expansions on InsW'1lnce Co'Ven.,e:e ofChitdren." The. FfI.htn..o/ 

Chtldl-e", '0'01. 6. no, I (Spring 19~6). pp. 152-161. 

IJ With the higher grutt amount. the following numbers change: ourreach fwlds ~h $4t.5 miUio~; funding {or m~ 

TerritOries fists to S\O.4 million: and admlnlmarive costs reach $20.'1.3 million, leaving $4.4 billion to cover 6,7 

mlUion cb.ildtetl. 600.00<; ofdulW d\Udrcl1 woutd 11"..-(; Utifted OVr-T &om pril!~ c()\It'f"Ilge. /eavirl8 6.1 million 

4 
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( 'EMORANDUM 

To: Gene Sperling, 

From: Marian Wright Edelman 

Date: July 2, 1997 

Re: Assuring a Real Child Health Coverage Victory in Conference 


l'm pleased the 'Presideru has said that the ,evenues from the 20 cent tobacco tax should go to ,eal child 
health coverage and children, and that the Administration worked in the Senate to improve the benefits and ""st
sharing provisions for childIeo. While there ate many important points to work on in the House-Senate 
Conference to assure t~t the maximum number ofuninsured children is covered: I hope: that the: Administration 
will agree and insist 00 the four steps below as chsolutely essential to create a program that takes a giant step 
toward making real insurance affordeble for all 10 millJoD uninsured children: 

I), P=rv, alOhacco Wx ofat least 2Q cent, and deyoteatleast li8 bilUonoiirs-reyenues to ebild.hea.lW.in 
additjon to the $16 biUion for child bealth covernge in the original budget agreement As you know, paying 
for children's coverage through. tobacco tax protects children's health 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 SS billion of the proceeds go to child bealth. and that the rest goes to the other needs of 
non-affluent children. In addition. the Senate provision that continues the- tobacoo 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. 

2) 	 Assure thDt Ibe $24 billion js Sl'£lll 00 health jnsuDIDoe for unirisllr!:d ebilih:J:Il.ll!ld ther; are no loqpholss 
< that woyld pllow fuMs to]x siphQne~ 2ff. The.. funds should not be available 10 cover ebildIen already 
insured by optional state Medicaid or other programs, and should not be available for purposes other than 
providing insurance to new children. The Bipartisan Budget Agreement provides for covering "uninsured" 
children in tbe most '~cost-e(fective" manner possible. A voiding the 4iversion of~ to' purposes other 
than insurance or to children other than the uninsuted would be inconsistent with that agreement .. In order to 
allow states that have already expanded coverage to make the beSt use ofthe f\U1ds for their own still

•1.U1insured children. the Senate1s 200 percent of poverty cap on who is eligible should be lifted; but states 
should be required to use funds for the lowest-income children fi",'. 

3) 	 Assuo: thaI !Iw~ is !Il\lfull range of benefits ebildren peed· Coverage for both preventive care and 

appropriate specialty care is essential. The addition ofvision and hearing ca.t<: in the Senate \oV8.$ an 

important step. , We need to hold onto the Senate package and improve special needs coverage, 


4) 	 Assure thnt ~o.efit$ au; affordable, with ccasonable premiums and .cost-sharing. The Senate bilt protects 
<:hlJdrcn under 150 percent of p'¢verty. 

, 
With these steps, we can achieve a remarkable children's health victory in 1991 and avoid the diversion 

oftnxpayer dollars from urgent and solvable natioMl needs. All of us need to see that goverrunent can in fact 
( efficiently and that crudal social problems like lack of child health insurance can be solved. 
\" 	 ,k, 

Please call me at 662-3500 or Jim Weill at 662~3.561 if you have any questions. 
zs E $\I~I, I'o:WI 
W~~h;I\:''Itm, DC 10001 

I T"'cph<.xm ;Wl fila B7a1 

Children'S Defeme Fund 

http:T"'cph<.xm
http:ebild.hea.lW.in
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lIfEMORA.NDUM 

TO: Gene Sperling 

FROM: ~tEdelman 
DATE: June 23, 1997 

RE: Bringing Our Children', Health Boat to S.t. Harhor: Achieving a 
Real Child Health Coverage Victory and Legacy , 

fJli1dl'Ctl'~ Dcfcn5C Fund , 

,That the child bcalth coverage dchal. has garnered bipartisan and nittional 
attention off"'" both &rea! hope and danger to children, Any S16 or $24 billion investment 
could make a great leap forward for children's health, but only if Ihe funds are not 
hijacked into a governors' slush fund so flexible that they can be diverted away from child 
health insurance for otheT Slate needs, or can be used to supplant funds 'currently being 
spent to insure 4 III miDion optional Medicaid' children, or ernde the benefit package 
children get: or the cost-sharing their funilie. can afford. ' 

i i 
\ At a minimum. I hope the: Administration Vlill do whatever is necessary to ensure 

that new mOnies go to cover clilldren 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 ifSI6 - $24 billion resulted in bimon. going for purposes other than child 
bcalth insurance, millions of children getting 1 ... benefit. and protection, and millions 
f<:wer uninsured children getting coVerage than tbe money sbeuld reach, yet the public 
wrongly believing a solvable problem has been solved. 

I 
Children •. not govemors •• should be the prime beneficiaries ofa new child health 

initiative. 

'i 
I 

2.5 £ Sl'\!~, NW 
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July 2, 1997 

, 
The Honorable William Jefferson Clinton 

President of tllQ United States 

The White Houtoc 

1600 Pcnnsylvflnia Avenue 

washington, D.C. 20500 


Dear Presid~nt Clinton: 

(( 

, . 
Representatives from chitd advocacy, tobacco contr~l; health, religious, seniors'; and 

women'. organizations will be present at 1hi. meeting, along wilb lb. eoalitioo's ro.eon'VellOrn, 
the ~meri~ cancer Society, and the American Nurses Assooimoll. 

I . 
11QOk forward to discussing with you thIs opportunlty we bow to make • giant step 

toward insuring .11 ofAmerica'. uninsured children. I will ask my staffto call your staiflO 
followUj>. 

'/31''11 . 
Sincerely yours. 

~d tu 3c.k....' 

. ::j 
. , bt..>- . 

Marion Wright Edelman r President'i~~'-- Children's Defense Fund 

( 
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Campalgo [or CHILD Health 
.Supporters 

FOW1dation for WQfOeD. &.Chlldren 
ChIldren and You1h. Inc. 


Advoel)tet for-Vouth 

African American Womon's Clergy A$$OCiatiou 

Allioncc fur South carolina Childfen 

Alliance tl,J lliKl Childhood Lead Potsoning 

Alph.PhJ 

American A¢ademy ofChild &; Adol~ l'$ychi.atry 

American Academy of Faroily Physicians 

American Academy ofN"eurology 

American A~$oeiation tOr Health Education 

Amori<UUt AiJ!Iootllri~t\ rCt RC4pimtQf)' CIll"C 

American Association of' Educational Sttvke A£UI~ 


AmuiCan Association of Fam'ily & Consumer Sciences 

American Assoclation ofPsychiatric Services for <.11lldren 

Amerf¢an A$$OClatIon. of Retired Person!> (AARP} 

A.mori~m AcsO¢iM:ion of Schoo! Administrator.a 

American At9Ociation of' University Women 

AmeriCM. Cancer Society , 

AmerIcan Cb\iege ofChC;$t Phyiiciam 

Am«i~ F~OllQfTcac.bcn. AF'L-CIO 

A.rnettoan F'ederation of'State. County'. and MunicIpal 


Employees
(, .rlean Heart Assoclatlon ' 

. Ameri<:an Lung A3&0cfatlon/American Thoracic Socl«)t 
, Al.:nGrkM Medietll A»ociatl.OU 

American Medical Women'$' A'lmCiation 
, Amorlean Muslim COuncil ! 
~ericanNetWork ofCotnm.uwty Options &. Re$0Ul'(;M 
AIncr1can Nurses. AssQCiatJon 

AJ:Mrioan Ptl!ycitintrio 'A~oic.ti1,m 


American Public Health Assocllltlo. 

American Society of A&tietlon Medi<:tne 

American Society of C1ini<ol OnC<)logy 

Ammcw\ Spcech..Language~H~ AssoclatJon 

Am~$ for ~tj(' Ac.t11Jtl 

A'P'PNilChian Office of Justice & Pesce 

Arkansas Dlsability Coalition 
ASian &. Pactr«: islander Amertoan Hea!th Forum 
~imt1n for 6u~i3ion &; Curriculum. DQ'VclQpmcut 
Association forme C'ne ofChi!dren'1.I Health 
Association ofAsian PMlfie Comtnllnit)' Health Oraaninrtions 
Association of Community Organizations for Refunn Now 
AS$ociaUun of Schools of Publ~e Health: 
AUl)Ciatlon ofWomen'll Health. Ob~tetrje. Mil Ne¢M~n.1 Nutlt$ 

Atlanta Women'! Fund 
Avance Fa;mily Support and Educatioo Program 
Bazelon Center for Ment.'ll H<:<lah Law 

&n & Jcny';, lhnncmmJt;, (0<;, 


:.& Girllt Clubs of0reater Wal'hinc:tor. 

.ad for the City and ~~acu$ F'ee Clink:.. rll';. 


Bu,iness and Profcss1onai WomenlUSA 

Cap!",i Hill Group Ministr)! 

catholic Community Scrvtces 


. €bUd ,Ocw1opment Unit - Tho Ch1ldro:n:'" ftQi$pital 
ClIfld Watc.h of IaclGonville, Florida 
Child Welfan> League ofAmerica 
ChUdTtn Fim For Oregon 
Children Now 

,Cbildnm at Ri.k 
Children'sActloo Alliance 

Childml', Alliance 

Children's Defense: Fwd 

Childrm'$Ho;aIth Fund 

Ch11drM'. Health Program: 

Children's Home SocldYQfVirginia 

CblIdml's Hospitll ofPitmburgb 

~~$ Trust Fund 

Cid1:OlU' Comm~ for ChUdtcn QfNtw v~ [tIC. 


Citizens for MWmlrlf Childnro
• 

Citizenship education Fund" 
Coalitlo. OIllluman Nwio 
Comm1nee for Cbtldrtn 
Commutrleations Worbra of Am~rWa, AFlrCJO 
Connecticut Association for Human SerVIces 
Connolly C""uliing 
Con.wrtlum fot Citi""" With Di&lbilities - Health Task FOIXo 
Cowdl ofChJefStalC SchQoI omGef1 
COUJ.tCU .ofthe Gre6t City S<:hools 
DC Action for Cblldren 
Dade CQunty Chlldren', SeNiccs Council 
Disability IUghfs __ Be Oef""" Fund 

Divl$;on tOJ" t3mty Childho<.X3 oftho Co\meU tor ~coptwllol 
. Cblldren 
__B>pfut Clu,,'" 

End Hunget Networl< 

Epl>:opal Ch_ 
Bvangolleal LutherAn Cltllf'Oh in AmwWc - Lutbmm Offioe for 

Gcvemml:;ntal Ai'falrs 
Families USA 

FwnUy Voices 

Fooenttlon for Children Wilh SpecieJ N~ 


Fedtl'lllnon forCitiums with Special Needs 

Federatiop f,'!(Fmnilles fQf Children's Mental Heatth 

Friends Association Cor Children 

G&£T«l CO\lnty Coommi$sion (Of Women 

Gen~r.' F~on ofWompn'~ Cl\1bt 

Genenttioos United . 

Geqrgia Council on Child Abuse 

Girl Scouts: l)SA 

Orny Pmtl.\Cl'$ 

Health Aece.....o: California 

HennnnQ;'l y Hermnnas Mayure$ 

i 

http:Childho<.X3
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HATCH-KENNEDY CHILDLEGISLATlON, S.525 AND 8.520 

Supporters 


PJgbts Campaign 
America 

lnd~ Health Conte". Inc. 
I.n$titu.te for Chitd Health PoHcy 
Institute for FA.milr-Ccntc:red em:. 
Inte:rHea!th 
Int.cmational Fc:demtion of'Professional4t Technical Engineers 
1$ItIrrl Community Relatkms 
Jack and JIll ot America. 1nc,1 
J«I,O D. Bland <ft.JtNdCh Minilltty 

Jewish Counell fot Public Affilirx 
Jewish Women International; 
Julie Community Center, Inc! 
Jusuce for All ! 
K:id$1?'roject 

Latino Cour.eil on AI¢¢hol &. Tobacco 
~e of Women Voters oftile U.S.A. 
L..eagtte ofWomen Voters (Iowa) 
~e of Women Vota.$ (VirginUl) 
Legal Services ofNQrtht'nt V1rshUa and the Law ~ntcr for 

ChUdren : 

Lincoln COngregWonal Temple U.c.c 

Maine Children's AlllaOOe : 

Maine Wmv:::ll';J l,Qbby 


(" ,...muset!s Advocncy " ....... 

( ~usetts Campaign for CbU<im1 
Ma1$aeh=..Medical SocIety 

. Maternal and Child Hea1th Cornmlnee 
,Mtmloriul Child Gtltdim,.o CUnl,. 
Michi~ Head StartlEerly Childhood Profl,l<UU ~. 

~ Mississippi Forum on Children and 'am.iU~ 
. M\ihiCUlrural Family tmd Youth FQUndatlon 
Multiple Exceptioaalities und Needs Support Orllup 

, National AlUance to End Homete","eb 
NatiooaJ Association for HOmecm 

, National Association oiChild Care Resource &, Refeml 
Agencies ' 

N':ouonnl A;;:,w.;\i;tion of Ghi-ldteu'/I. Ho,spitab. 

National A~lation of Ct'Immh$km for Women 
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A Brief Biography of Marian Wrighl Edelman hUp:lfwww.ehBdrensdetense.orgfblo.hunl, 

A Brief Biography of Marian Wright 
, Edelman 
I(, 

Marian Wright Edelman, founder and 
president of the Children's Defense Fund 
(CDF), has been an advocate for disadvantaged 
Americans for her entire professional career. 
Under her leadership, the Washington-based 
CDF has become a strong national voice for 
children and families. CDF's mission is to 
educate the nation about the needs of children 
and encourage preventive investment in 
children before they get sick, drop out of 

school, suffer too-early pregnancy or family breakdown, or get into 
trouble, On the eve of a new centl,lfY and millennium, CDF seeks to 
ensure that no child is left behind ahd 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 ofcaring parents and communities, 

Mrs. Edelman. a graduate ofSpelmal1 College and Yale Law School, 
began her career in the mid-60s when, as the first black woman 
admitted to the Mississippi Bar, she dire<:ted the NAACP Legal 
Defense and Educational Fund office in Jackson. Mississippi. In 1968, 
she moved to Washington. D,C., as counsel for t.he Poor People's 
March that Dr. Martin Luther King, Jr., began organizing before his 

{ death, She founded the Washington Research Project, u public interest 
\, law finn 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 1913 began CDF, 

Mrs. Edelman has received many honorary degrees and awards 
including the Albert Schweitzer Humanitarian Prize~ the Heinz Award, 
and was a MacArthur foundation Prize Fellow. She served On the 
Board ofTrustees ofSpelman College, which she chaired from 1976 to 
1987. She is the author ofseveral books, including Families in Peril: 
An Agenda/ar Social Change. The Measure o/Our Success: A Letter 
to My Children and Yours, and a new 1995 book, Guide My Feet: 
ldeditaJions and Prayers on Loving and Working/or Children. 

Marian Wright Edelman is married to Peter Bdelman, a Professor at 
Georgetown Law School. They have three sons: Joshua) Jonah, and 
Ezra, 
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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. 

Annual budget: $14 million. 
( 
\. 	 The basic story: Feisty. 

fast~talkjng, tireless crusader for kids. 
Through the Children's Defense Fund, 
organized the Stand for Children 
march on Washington, D.C., which 

• 	 drew 200,000+ people to Washington 
j last June. Recently, she publicly 
" 	 criticized long~time friend President 

Clinton for signing a bill cutting 
welfare benefits, saying that it makes a 
"mockery" of his professed advocacy 
for kids, 

"r love going to 
Harvard Law \ 
SchoolanCi 

Burn: June 6, 1939, in Bennettsville, S.C., the 
youngest of five children of a Baptist minister. 

Education: B.A" Spelman College, 1960; 
J.D., Yale Law School. 1963. 

The wn:y up: Just out of law school in 1964, 
she opened and ran the Mississippi office of the 
NAACP Legal Defense and Education Fund. 
She brought then-New York Senator Robert F. 
Kennedy to the homes of poor :Mississippians 
in it successful quest to draw attention to the ' 
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, 
seeing kids ,who 
started out in 
Headstart. " (. 

( 

. 
, 

( 

1of) 

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 ufter his death, and in the 
process fonned the Washington Research 
Project, a public interest law flrm. It in turn 
started tile Children's Defense Fund in 1973. 

On bow things bave changed: "We now take 
it for granted that children who are mentally. 
physically and emotionally challenged go to 
schoo),\. Edelman says. HI love going to 
Harvard Law School and seeing kids who 
started out in HeadstarLH 

The march: Wbile critics called thc Stand for 
ChHdren march a defense of big government. 
Edelman says, HIt wasn't about big government, 
it was about a just government. We ought to 
hold the Defense Department to the same 
standards ofeffectiveness and need as we do 
Headstarl. We have to stop the slogans." 

On family "alues: "We talk about family 
values, but then we make it very hard for 
parents 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!'" 

Web site: The Childrenfs Defense fund 
organized the Stand for Children in part on the 
Net The march gained the support of 3,700 
organi7,ations. 

07/1619715:17:04 

http://women.com/t


, 
Profile - Marian Wright Edelman . . 

: 

( 
\ 

( 


http://womcltComlI996Jaugl960807.profile.html 

Household: Husband Peter Edelman is the 
assistant secretaiy for planning and evaluation 
in the department of Health and Human 
Services and a fonner Robert F, Kennedy 
staffer j whom she met when RFK came to 
Mississippi, They have three sons, Joshua, 26, 
Jonah, 24; and Ezra> 21, Her besH.cUing book, 
"The Measure of Our Success," was born ofa 
letter she "\ljfOte to Joshua on his 21st birthday. 

Balancing 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. I don't know what I would have 
done had I been a single parent ,. 

On her reputation: tll know people talk about 
my not being willing to compromise. On the 
other hand I don't know what middle ground 
there is between immlU1izing a child and not 
immunizing a child. Between children dying 
from guns and not. Ifthat's self~righteous or 
holier than thou, then sorry." 

~-Jonathan Sapers 

Posted: 8n196 

Any comments? Tell us. Who else would you like to see profiled here? 
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