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CONTACT Lorie Slass
' 202-628-3030

SOC!AL SECURITY CHECKS BEING SHORTCHANGED
$2 BILLION A YEAR

4 MILLION SEN!ORS AND PEOPLE WITH DISABIL]TIES AFFECTED

Four million low-income seniors and people with disabilities, who are entitied to have .
their Medicare premiums paid for by programs established by Congress, are not
receiving such help and, instead, are having their Social Security checks slashed each
month to pay for those premiums. That is the charge leveled today in a report issued by
. the health consumer watchdog organization, Families USA.

Shortchanged: Billions Withheld From Medicare Beneficiaries found that the Social
Security Administration is withholding approximately $2 billion in annual premiums from
Medicare beneficiaries who should have their premiums subsidized through

- Congressionally enacted programs. For low-income persons living alone, mainly widows
and widowers, the amount being lost equals $5285. 60 per year For couples the loss is
$1, 051.20.

Close to half the peop!e ent tled to have their Med care prem;ums paid for are not

~ receiving such assistance, according to the Families USA analysis. The report indicates
. that many low-income seniors and people with disabilities are also entitled to have their

Medicare deductibles and co-payments subsidized but are not receiving this help.

“As Medicare costs continue to grow, low-income seniors and disabled persons
continue to see their Social Security checks shrink,” said Ron: Pollack, executive director
of Families USA. “If the Social Security Administration is responsible for cutting the
checks of these needy seniors each month, it should also be responsible for getting -
them the benefits Congress and the President established and that they desperately
need. ”

- MORE -

CONTACT: LORIE SLASS (202) 628-3030
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The following states have the highest numbers of low-income seniors and disabled
individuals eligible for payment of their Medicare premiums but are not receiving them:
Texas (370,000 to 404,000); Florida (252,000 to 275,000); Ohio (233,000 to 264,000);
Pennsylvania (202,000 to 231,000); linois (198,000 to 226,000); New York (148,000 to
1 192,000); Virginia (122,000 to 131,000); Michigan (103,000 to 118,000), Massachusetts
(94,000 to 113,000); Washington (99,000 to 107,000); Alabama (92,000 to 100,000);
and Georgia (88,000 to 103,000). [See Table attached to this press release.]

During the last decade Congress established a number of programs, known as the
“Medicare buy-in,” to help this needy population:

e The Qualified Medicare Beneficiary. (QMB) program, enacted in 1988, is designed to
pay the Medicare premiums, deductibles, and co-payments for seniors and disabled
persons whose incomes are below the poverty line — $8,292 in annual income for
people living alone and $11,100 for couples. The report finds that between 1.9 and
2.4 million of these people, the poorest seniors and people with disabilities in the
country, are not getting the benefits they are entitied to receive.

+ The Specified Low-income Medicare Beneficiaries (SLMB) program, established in
- 1990, pays for Medicare premiums for seniors and disabled persons with incomes
~ between the poverty line and 20 percent above that line. The report finds that

approximately 1.4 million people eligible for SLMB benefits are not getting them.,

» For people with incomes up to 35 percent above the poverty line, a program was
established in the Balanced Budget Act of 1997 to expand Medicare premium
subsidization. The report finds that as of June 1998, of the approximately 499,000
people funded by Congress to get this aid, only 4,723 individuals — less than one

.percent — are receiving it.

“Since Medicare premiums will more than double over the next decade,” Pollack said,
“the withholding of these benefits will result in lower and lower Social Security checks.
Unless the problems with enroliment in the Medicare buy-in programs are resolved, the -
federal government will take an even larger bite out of the meager Social Security
checks of widows and widowers in years to come.”

According to the Congressional Budget Office, Medicare premxums will increase from
$525.60 per year to $1,268.40 in the year 2008.

- MORE -
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Families USA cites lack of knowledge about the buy-in programs as the major reason
for low participation. Although Medicare beneficiaries must visit a Social Security office
to enroll in Medicare, and although the Social Security Administration deducts Medicare
premiums from Social Security checks, low-income seniors and disabled persons are
not allowed to apply for the buy-in programs at that office. Instead, people are required
to apply at state welfare and Medicaid offices. In addition, there are many bureaucratic
hurdles that must be ‘overcome to apply for buy-in benefits, including extensive
documentation and, in some states, requirements of in-person applications.

“There are some very simple steps that can be taken to ensure that more low-income
seniors and peopie with disabilities don’t lose out on these important benefits,” added
Pollack. “First and foremost, the Social Security Administration shouid directly enroli

low-income Medicare beneficiaries in the buy-in programs at Social Security offices.”

i

Medicare beneficiaries who believe they may be eligible for QMB or SLMB benefits, but are not
certain, should call the Medicare Hotline at 1-800-638-6833 for the number of the Insurance
Counseling and Assistance Program nearest you. Or, send a self-addressed stamped letter size
envelope to Families USA/Shortchanged, 1334 G Street, NW, 3rd Floor, Washington, DC
20005 for a list of the Health Insurance Counseling and Assistance Programs in your state.

Copies of Shortchanged are available from Families USA for $15 each. Please see our website
www.familiesusa.org for information on how to order the study, or call 202-628-3030.

Families USA is the national organization for health care consumers. It is non-profit and non-
partisan and advocates for high-quality health and long-term care for all Americans.
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HORTCHANGED: '

Table 1

Q QMB Q B
Alabama 209,000 92,000 - 100,000 43.9-48.0%
Alaska * * *
Arizona 118,000 70,000 - 75,000 59.6 - 63.3
Arkansas 139,000 66,000 - 74,000 47.2 - 53.0
California 826,000 74,000 - 100,000 8.9-12.1
Colorade 52,000 5,000 - 11,000 9.3 - 20.6
Connecticut 63,000 18,000 - 28,000 28.9 -43.4
Delaware 21,000 13,000 - 14,000 61.5 - 66.8
District of Columbia 32,000 18,000 - - 19,000 56.6 - 60.5
' Florida 547,000 252,000 - 275,000 46.0 - 50.2
Georgia 249,000 88,000 - 103,000 35.4-41.5
Hawaii 32,000 14,000 - 16,000 44.1 - 48.6
Idaho : 22,000 8,000 - 10,000 38.4 - 45.8
Illinois 325,000 198,000 - 226,000 61.0 - 69.5
Indiana 156,000 87,000 - 101,000 55.6 - 64.7
lowa 43,000 k¥ - 7,000 %k - 15.2
Kansas 69,000 35,000 - 42,000 50.3 - 60.4
Kentucky 149,000 49,000 - 58,000 32.8 - 38.7
Lovisiana 176,000 70,000 - 83,000 39.8-47.5
Maine 48,000 18,000 - 21,000 37.1 -43.7
Maryland 127,000 72,000 - 82,000 56.8 - 64.2
Massachusetts 218,000 94,000 - 113,000 43.2-51.9
Michigan 226,000 103,000 - 118,000 45.4 -51.9
Minnesota 86,000 36,000 - 46,000 41.7 - 53.7
Mississippi 111,000 10,000 - 17,000 9.0 - 14.9
Missouri 144,000 72,000 - 85,000 50.0 - 59.3
Montana ' 24,000 13,000 - 15,000 54.9 - 62.6
Nebraska 39,000 23,000 - 27,000 60.1 - 68.6
Nevada ' 43,000 27,000 - 29,000 63.0 - 65.8
New Hampshire 17,000 12,000 - 13,000 . 68.6 - 75.6
New Jersey 195,000 70,000 - 86,000 35.8 - 44.1
New Mexico ] 70,000 38,000 - 40,000 53.6 - 56.8
New York 476,000 148,000 - 192,000 31.0-40.4
North Carolina 270,000 §| 71,000 - 86,000 26.5 - 31.9
North Dakota 20,000 15,000 - 16,000 75.0 - 80.1
Ohio 393,000 233,000 - 264,000 59.4 - 67.1
Oklahoma 125,000 68,000 - 77,000 ~ 54.3-61.1
Oreqon 88,000 39,000 - 43,000 44.6 - 48.8
Pennsylvania 356,000 202,000 - 231,000 56.6 - 64.8
Rhode Island 43,000 28,000 - 31,000 64.6 - 72.4
South Carolina 152,000 51,000 - 54,000 33.5 - 35.7
South Dakota 22,000 11,000 - 13,000 49.2 - 59.2
Tennessee 176,000 19,000 - 33,000 10.7 - 18.9 -
Texas 684,000 370,000 - 404,000 54.0 - 59.1
Utah 22,000 9,000 - 10,000 38.7 -47.0
Vermont 19,000 6,000 - 8,000 34.1 - 40.0
Virginia 224,000 122,000 - 131,000 54.4 - 58.7
Washington 181,000 99,000 - 107,000 54.8 - 59.2
West Virginia 99,000 59,000 - 63,000 59.5 - 63.4
Wisconsin - 109,000 44,000 - 58,000 39.9 - 52.7
Wyoming 9,000 4,000 - 5,000 44.3 - 53.1
TOTAL 8,044,000 J(3,343,000 - 3,860,000 41.5-47.9

' This column presents a high and low range rounded to the nearest 1,000 of QMB and SLMB eligibles not
receiving the buy-in who, as a result, are experiencing deductions in their Social Security checks.

2 This column presents a high and low range percentage of QMB and SLMB eligibles not receiving the buy-
in. The percentages given in this column are calculated from data which have not been rounded. As a
result, they may not match percentages calculated from previous columns due to rounding error.

* We do not report for Alaska due to insufficient sample sizes.

= Less than 1,000.




Table 2

€

Annual Funds Lost By Low-Income Medicare Beneficiaries

Alabama $48,355,200 - $52,560,000
Alaska : *
Arizxona 36,792,000 - 39,420,000
Arkansas 34,689,600 - 38,894,400
California 38,894,400 - 52,560,000
Colorado 2,628,000 - 5,781,600
Connecticut 9,460,800 - 14,716,800
Delaware 6,832,800 - 7,358,400
District of Columbia 9,460,800 - 9,986,400
- _Florida 132,451,200 - 144,540,000
Georgia 454,252,800 - 54,136,800
Hawaii 7,358,400 - 8,409,600
idaho 4,204,800 - 5,256,000
Hlinois 104,068,800 - 118,785,600
Indigna 45,727,200 - 53,085,600
lowa ) k- 3,679,200
Kansas 18,396,000 - 22,075,200
Kentucky 25,754,400 - 30,484,800
Louisiang 346,792,000 - 43,624,800
Maine 9,460,800 - 11,037,600
Maryland 37,843,200 - 43,099,200
Massachusetts 49,406,400 . 59,392,800
Michigan N 54,136,800 - 62,020,800
Minnesota 18,921,600 - 24,177,600
Mississippi ) 5,256,000 - 8,935,200
Missouri 37,843,200 - 44,676,000
Mentana 6,832,800 - 7,884,000
Nebraoska 12,088,800 - 14,191,200
Nevada 14,191,200 - 15,242,400
" _New Hampshire 6,307,200 - 6,832,800
New Jersey 36,792,000 - 45,201,400
NMew Mexico 19,972,800 - 21,024,000
New York 77,788,800 - 100,915,200
North Corolina - 37,317,600 - 45,201,800
North Dakota 7,884,000 . 8,409,600
Ohio - 122,464,800 - 138,758,400
Oklahoma 35,740,800 - 40,471,200
Oregon 20,498,300 - 22,600,800
Pennsylvania - 106,171,200 - 121,413,600
Rhode !sland ' 14,716,800 - 16,293,600
South Carolina 26,805,600 - 28,382,400
South Dakota 5,781,600 . 6,832,800
~ YTeanessee 9,986,400 - 17,344,800
Texas 194,472,000 - 212,342,400
Utah 4,730,400 - 5,256,000
Vermaont 3,153,600 - 4,204,800
Virginia 64,123,200 - 68,853,600
Washington 52,034,400 - 56,239,200
West Virginia 31,010,400 - 33,112,800
Wisconsin 23,126,400 - 30,484,800
Wysming 2,102,400 - 2,628,000
TOTAL $1,757,080,000 - $2,028,816,000

'Range of dollars lost by low-income Medicare beneficiaries who are experiencing Social Security

deductions because they are not receiving their buy-in benefits.
* We do not report Alaska due to insufficient sample sizes.
« See last footnote on Table 1.
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F OUNDATI ON
The Voice for Health Care Consumers

FOR IMMEDIATE RELEASE Contact: Lorie Slass
July 6, 1998 , . 202-628-3030

President Clinton Responds to Alarming Findings in Families USA Report

New Efforts to Increase Awareness of Medicare Buy-in Programs Will Help
Millions of Low-Income Seniors and People with Disabilities

Statement by Ron Pollack — executive director of Families USA, the national
organization for health care consumers — on today’s announcement by President
Clinton to improve outreach efforts to enroll low-income Medicare beneficiaries in
Medicare buy-in programs: '

“We are delighted that the President has responded decisively to the problems low-
income seniors and people with disabilities are experiencing paying for their Medicare
premiums. The President’s actions are likely to result in significant savings for low-
income seniors and people with disabilities — savings achieved by ensuring that these
‘people have theirMedicare premiums paid for by Congressionally enacted programs. .

“In a report to be released tomorrow, Families USA found that over 4 million low-income
Medicare beneficiaries are eligible for these benefits but are not receiving them.
Instead, each month, these low-income serniors and disabled persons are having their
Social Security checks deducted to pay for their Medicare premiums — to the tune of $2
billion each year. For a low-income senior or person with a disability, the amount being
lost equals $525.60 per year.

“We gave a copy of our report to the White House, the Social Security Administration,
and the Health Care Financing Administration almost three weeks ago. | am delighted
that they have worked cooperatively together to develop a responsive plan to deal with
this problem.

“The steps outlined today by the Premdent will go a long way to ensuring that low-
income Medicare beneficiaries will have a much better chance to get their Medicare
premiums subsidized so that their meager Social Security checks are no longer
deducted.” :

CONTACT: LORlE SLASS (202) 628-3030
1334 G STREET, NW « WASHINGTON, DC 20005 « FAX 202-347-2417 « E-Mail: mfo@fami!xesusa org
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FAX MESSAGE

TO: Mr. Chris Jennings, the White House

FAX No.:  202-456-5557

From: May C. Reinhardt, | PEID(E
P6/b(6)

Date: May 17, 1998

Pages (cover included): 20

Dear Chris:

As you suggested, attached is a 10-page narrative Uwe wrote loday before he left this
afternoon--his vision of a possible commencement address to those Harvard Medical School
graduates many of whom will be future leaders in American health care.- Everything he says -
in it has been documented, as I am sure you are familiar with, and their sources are available
"upon request”. Also, Uwe will be glad to elaborate and/or clarify any of the points if :
needed. »

Also attached are two short pieces Uwe wrote from which he drew for the narrative.
You and Mrs. Clinton might find them interesting reading. The Commentary piece "Wanted:
A Clearly Articulated Social Ethic for Amcncan Health Care" especxally found wide echoes
from all comners of the land.

Uwe w1ll be back tomorrow evenmg and will be in Prmceton most of next week
except for Wednesday afternoon when he will be in NYC to receive a special award at
Columbia School of Nursing’s commencement. He leaves for Hong Kong early morning
Friday, May 22. From May 23-26 we may be reached at the Hong Kong Grand Hyatt.
Please do not hesitate to call if you or Mrs. Clinton need to.

Have fun with the project. Please give Uwe‘s and my wa.rm'cst regards to Mrs.
Clinton. I am certain this is one assignment she will really enjoy.

- _ All the best,
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IDEAS FOR ADDRESS ON HEALTH

Uwe E. Reinhardt e
Princeton University
May 17, 1998

After a more general survey of the current heaith-care delivery system, of the current
insurance status of Americans and of recent Inltiatives In federal health policy, one might focus
more narrowly on major issues that confront the graduates themselves, in a very personal way.

-If | were the speaker, | would make it a bit provocarwe So that they would remember my speech.
Thus it might conrinua

As you embark upon your career in medicine, you will have to grapple with two ma;t)r
issues whose resolution will dlrectly affect your daﬂy work:

\

First, who will "manage" the treatment of your patients? Take it for granted that
it won't any longer be you alone--the lone-ranger physiclan--as it has been for
Amerlcan physiclans for so many decades. But will it be you and other members
- of your health-care team who will jointly manage the treatment of your patients,
along with your patients themselves, or will it be done, as it now so often Is, by
. strangers who monltor what you do and mlcro»manage you via an 800 number?

if you regam whatever ccntro! over clinical decismns your predecessors have |ost
in recent years, will you be able to exercise that contral in @ manner that rebullds
the trust American policy makers and the public once had in the medical
profession? Think about it! What must you do to regain that trust?

Second, do you care what broader social ethic govems the distribution of healith
care in America, or should that question be left strictly to business executives and
to politiclans whose wishes in this regard you will faithfully execute? Remarkably,
the bulk of your predecessors have remained aloof of this important decision,
~ leaving it in the hands of politicians and executives. To make It very concrete,

consider the following simple question [*****1 had posed It recently in an op-ed .
piece in The Journal of the American medical Association--see the attached copy
and especually, the nasty Ietters thereto and my (eply""']

To the extenr that a haa}rh systsm can make Ir poss:bfs shou/d the

chiid of, say, a low-income gas-station attendant or restaurant

worker have the same chance of staying haalthy and the same

chance of being cured from a given ilingss as the child of a

corporate executive?

Do you have a view on this question’? Should your view carry political clout, as you have
to live with the soclal ethic we impose on our health system? Your place in the history of
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American medicine will be determined largely by how you will cope with these two challenges
describe above. Because my remarks on them have been a bit provocative, let me examine both
~ challenges in some more depth, looking at "managed care" first and "soclal ethics” theragfter.

A. WHO WlLL‘ "MANAGE" HEALTH CARE IN AMERICA?
" . Inyour conversatlons with older physicians, you will undoubtedly have discerned the deep
disillusionment that has befallen many of them. Many of them would counsel their children against

entering a profession that seems to have lost its professional freedom, its solid economic base

and even its dignity. Older physicians may talk to you about the golden age of American
medicine, when the Individual physician was free to be the best for his or her patients and, in the
process, made American medicine what they consider “the best in the world."

Surely you must have asked yourself: How was this golden age lost, and who stole it?

The answer, I'm afrald, is that the golden age was lost alright, but it was not stolen away.

It simply was lfost by a profession that took it too much for granted. American soclety was no

longer able and wnlhng to underwrite the rapldly rising cost of the clinical and economic freedom

it had accorded its physiclans. You had bettar get used to it: that golden age will never come

back!

Only days after the election victory of then President-glect Clinton in the fall of 1992,
American corporate executives jetted to Little Rock there to plead for halp in addressing the
seemingly Intractable problem of rising health care costs. These costs, argued the executives,
made it hard for them to compete In the global economy Mayors, govemors and the members
of the United States Congress came to Arkansas, too, besleging the President-elect for help in
addressing the deep Inroads that health care was making into their budgets. In retrospect, it is
truly remarkable that the leaders of academic medicine and of organized medicine pald these
anguished voices so little haed. Was not the hand-writing of some form of “managed care" clearly
on the wall? ”

- What American medicine took for granted waé the, perpetuatnon of two rather nanve behefs .

among pollcy makers and the general public, to wm

First, that the practice of modem medlcme rested on solidly well teszed scientific
research--that it was solidly "evldance-based " as we now put it.

Second, that the providers of health care would not use more ‘resources than were
necessary to manage the heaith system.

o N
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On these two credos, for example, rested the methods by which physiclans were
compensated until the early 1990s. Private employers, who. provide close to two thirds of
Americans wnh private health Insurance and account for about one. third of all-heaith spendlng |
in this country basically told American physiclans:

"When our employees come to yéu for advice or treatment, do for them ’;vhat you, |
the individual doctor, thinks best and then send us a blll at your usual fees. We
promise promptly to pay your blll, as long as It Is at all reasonable.”

Formally this method of compensation was known as the "UCR" method, which stands for "usual,
customary and reasonable.” In practice, unless a physiclan's fee for a procedure exceeded the
90th percentile of fees for that procedure charged by physicians in the region, that physician was
peid the fee. Furthermore, few If any private insurance companles then ever dared question the
physician’s clinical judgement. .

Many of you may know that, at its inceptlon; Medicare adapted itself to this UCR method
as well. It did so untll the mid 1870s, when the Inflationary force of such a system became

apparent and the Congress stanted to put a celling on that was considered "reasonable" fees. In

the end, that effort resulted in a common fee schedule for Medicare to-which, ironically, many
private insurance companies now adapt themselives. But although both Medicare and Medicaid
did In the end put ceilings on the fees they would pay, neither program did much if anything to
interfere in the individual physician's clinical freedom. Managed care as we know it did not exist.

The ultimate result of this open-ended social contract Americans -had with their health
system was that their health system became too expensive and, moreover, that there seemed
to be little observable correlation between what was spent on health care in various regions of

the Unlted States and the outcomes that were achieved with. these expenditures. Both factors -

served to undemine the erstwhile blind trust Americans had in their health-care professionals,
and both naturally led to tha era of "managed care,” which Is best defined as

‘the external proctonng and, if necessary, mlcro-managmg of the medfcai
treatments otherwise managed by doctors and their patients.

Let me first say a few words about costs and then about the relatlonshnp between costs
and outcome.

lntaierable Cost Increases:
During the late 1980s, when GDP per capita (In current dollars) was rising in the
nelghborhood of 5.5 percent per year, the premlums private employers paid for health insurance

* rose by an average of between 15% to 20% per year. What individual fimms paid fluctuated widaly

around these averages. Unabie to pass on these costs to consumers in our increasingly
compaetitive global economy, employers simply cut the premiums out of thelr workers’ take-home
pay. Health care was literally taking ever deeper bites out of the average Amedcan employee’s
paycheck : .

1 Although covering close to two thirds of Amerlcans private employer-paid health insurance
account for only one third spending because they cover mainly low-cost, young peop!e while the.
public sector covers the old, the very poor, and the dlsabled

« W4



ClRLG e i reay 11U 20 N N N T YW R RO

By 1992, totai natlonai health spendlng m the United Stetes had ciimbed to about 13 5
percent of the GDP, far ahead of health spending in other Industrialized nations with much older
_populations, all of whom spent less than 10-percent of their GDP on health care, -with no visible,
deleterious effect on the population's heaith status. ,

More alarming still, the Congressional Budget office at that time produced forecasts

. according to which the United States would be spending about 18% of the GDP on health care -

_ by the year 2000--aimost every fifth dollar of the GDP. You may recall when, as part of the
Presidents health- reform plan it was proposed to constrain that figure to about 17%, there was
a huge outcry in the press that such a poiicy wouid requrre a degree of rationmg unheard of in
the United Statesi : S

['"*" | atiach two copres of Xmas cards | then mads, spoof ng tms entire scene"’"‘]

it shouid have been obvious to anyone that the spending trends begotten by our trusting,

_open-ended soclal contract with American medicine could not be sustalned-any ionger. Someone

had to break these trends, ba It private payers, the government, or both in tandem: As already

noted, neither the leaders of academic medicine nor those of organized medicine seem to have

been alert to that prospect. On the contrary, year after year there were laments that Medicare:

- (whose outlays then grew at an annual rate of over 10%) was being brutally "cut" and that."cost
- containment had gone too far

Is it any wonder, then, that both the private sector and govemment looked to people
outside the medical profession--thet is the managed care industry--to gam better control over
health spending. : : '

Lack of Evidence Based Clinical Practice :

But the intolerable spending trends were not the only force that eroded society’s trust in
its medical profession. Just as disturbing was the mounting evidence coming from the health-
services research community that much of medical practice in this country (and, for that matter,
elsewhere in the world!) lacked a solid scientific base. Because that is so brazen a proposition
for a lay-person to.offer--especially at this hallowed center of medical research--let me seek cover

here behind the words of Dr. Kenneth Shire, the Prasident of the prest:gious institute of Mecircine '

of the National Academy of’ Sciences

“if we ask the question whether physrcrans have based their practice on sc:entrﬁc :
- principles, It Is clear that the pmfesslon has been sorely !acklng : ‘

[ 1 shor a sifde of this statement but don't have the exact source athand. it -
can be gotten however in any avent | have rhe siide off a prfnted text.]

, ‘Ywo strands of research from the health- services research commumiy support thlS
troublesome proposition. , ,

First, as the pioneering research of epidemloiogist and physician John Wennberg and his

. assoclates at Dartmouth University shows, even after adjustment for geographic difference in the

" age, gender and health status of the population, there remain huge, inexplicable variations In the

per—capita use of health services and total health spending. To illustrate, the President has to
budget over twice as much per eldedy residing in Florida or New York than for similar elderly In

« 22



|EL: "Fidy L0 Jo (L0 NU.LUUL T . UD

Minnesota, Oregon or the State of Washington. Why should that be so? Similarly, as Dr.
Waennberg had shown in sarller work, why is the per-capita use of health care in Boston so much
higher than it is in' New Haven, even after adjustments for the demographic mix of the
populations? -In the late 1980s, Dr. Wennberg estimated that if all Americans were treated as
Bostonlans then were, the U.S. would be spending then close to 17% of the GDP on health care.
On the other hand, If all Americans were treated like New Havenites, then only 9% of the GPD
would have been spent on health care ln the United States. That is a huge difference by any
standard. _

If you doubt my words, look at Dr. Wennberg’s recently published Dartmouth Atias of
Health Care, which is accessible also on a website. You will be stunned by the hitherto
inexplicable geographic practice variations in health spending and health-care use that are
exhibited in that volume.

- A second quite distrubing strand of research bearing during the 19803 had focused on the
clinical appropriateness of health care that was actually delivered to patients. Using clinical
protocols carefully composed by panels of clinical experts, researchers at the Rand Corporation
and elsewhere raked through large samples of actual patient-files and discovered that a
disturbingly high percentage--often in excess of 20%--of the procedures such as pacemaker
. implants, coronary bypass surgery, expensive imaging tests and so on that were actually applied
to American patlents would have been judged unnecessary by these expert panels. .

Both strands of research subsequently have led to a new field of research generally known
as "outcomes research” or “evidence-based medicing." That research seeks to shore up the
practice of medicine with a more solid scientific basis. Dr. Barbara McNeil and Dr. David
Blumenthal of this university are but two of many researchers engaged nationwide in this"
. research. Many of you will devote a good part of your life to this research as well. And you have

the President’s full support for that important research- which, lncidentally, is now a woridw1de'< -

campaign.

Soclaty 8 Responsse: Managed Care: : - -
But my point here Is not so much to plug outcomes research as It Is to explain why,

. sometime in the late 1980s, American soclety lost its erstwhile blind trust in its medical profession,
in spite of the leadership American physicians had assumed in world medical affalrs.

The unvamished truth Is that the profession did seem to need outsnde help in managing
the nation’s health resources productively, even if the profession liself seemed unaware of the ‘
need for that help. Unable to find support for better clinical and economic control of health care
among physicians themselves, private and public payers naturally looked to others fof that
assistance.That "someone else’ was the managed-care industry, which one may view as private
health-care regu!ators ready to take the place of4 govemment regulators. As you may- recall,

“managed care" was to be the central control device alsc on the President's healht-raform:plan:
[***** In some of my wrlting, | have even called them "bounty hunters*--see the attached title page’
Qf a pa‘)er -umn]

At the turn of the current decade, the managed-care mdustry faced a uniquely propitlous
constellation of three economic circumstances that helped it jump into the breach.

Flrst, throughout the 1980s American industry was: buslly restmctunng ‘ts workforce, which
had put in jeopardy many ]ObS that seemed hitherto secure.
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Second, staring with the stock-market crash of 1987, the American economy slid.into a
recession that lasted until about 1992 and amplified the Job Insecurity among American workers.

v Both factors allowed employers to destroy one of the sacred pillars of American health

care: the completely free cholce of doctors and hospitals Americans traditionally had at time of
iliness. Henceforth, employers said, that choice would be restricted to physicians and hospitals
in a closed health care network run by an Iinsurance company--be it a Health Mamtenance
Organization or a preferred prowdar network. )

The sacrifice of free choice of providers by employees mads it possible for the insurance
Industry to engage a third propitious factor, namely, its decade old experimentation with closed-
ended health panels and rather novel managed-care techniques. The willingness of employees
to accept limited choice allowed insurers to engage In selective contracting with doctors and
hospitals. Selective contracting became the legal foundation for a massive shift of market power
from doctors and hospitals to the insurance industry. It is the sine qua non of the idea of

S

“managed competition" (which forces heaith plans to compete tairly for enrollsees) and “managed -

care" (which allows health plans better to’ control doctors and hospitals).

Selective contracting is the central pillar of “managed care," because it allows a health
. plan to extract steep price discounts from doctors and other providers of care, as a condition for
inclusion in the health pian’s network. The economic power inherent in selective contracting also
allows the health plan to impose upon freedom-loving physicians the straightjacket of extemally

imposed clinical practice guldelines, often read to the physician by a non-physuclan over an 800 -

telephone line. .

That such a reglme was anathema to physicians Is understandable. That In the crisis
mood of the late 1980s and early 1890s it was unavoidable should be understood by physiclans
as well. Managed care was not a consplracy visited by some evil force upon an angellc
profession and its clients, the patients. Rather, It was at the time the only feasible response of
payers whose budgets could no longer absorb the rapld annual increases Imposed on them by
the health sector. o

Seen in this light, one must give the managed care industry credit for breaking the
frightening cost trends of the last decade, even though there is now some question about the
future of the Industry’s ability to constrain costs. If the managed-care industry has trouble of its
own now, it is for other reasons.

“The Future of Managed Care
For one, since about 1992, we have enjoyed sustained economic growth, driving the

‘unemployment rate to 4.3 percent, a low leval it had not attained In 30 years. In such a tight labor .

market, employees once again sit in the drivers seat and it is difficult to force them into limited-

cholce health care. Point of service contracts, direct accéss of specialists and very wide physlclan
networks have been the answer of the managed care industry. But in widening theit netwarks,

the managed-care companles lost much of the economic clout Inherent in selective contracting.
Consequently, physicians and hospltals are regaining much of the economic power they thought
they had lost in the early 1990s.

The moral of the story is that economic boom times are good for physlcians, and
you should thank those who you believe helped us get these economic boom times. As
you can imagine, | have my own theory on that, but | wilt gpare you the details.
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Furthermore, howeaver, the managed care Industry also made a few tactical mistakes that
eamed it the wrath of the public and amplified the difficulties it would have encountered by virtue
of the economic boom. Kicking people out of the hospitals earier and earlier may be clinically
safe; but the point is: is it what patients as consumers want? If this is to be a so-called "consumar
driven" health sector, then should the managed-care industry not have heeded these consumers?
Should patients or thelr physiclans not have more say in how long they stay in the hospital?
Should consumers not have been given Information about the health plans--the private health-
care regulators--they are forced to choose? Shoild there not be grievance procedures through
which a-denial of cara can be quickly and easlly appealed?

It appears that the American people believe there should be those consumers rights, and
they now have turned to polltlclans prominently among them the President, to address their
concems.

Frankly, after the painful deleat of the President’s health reform plan, It Is nothing short
of ironical that some of the most regulatory legislation to be imposed on the managed-care

industry comes not from Liberal Democrats, but from staunchly conservative Republicans, such

as Republican Govemor Whitman of New Jersey, or Congressman Harwood and Senator
D'Amato at the federal level. After the demise of the President's health-reform proposal in 1994,
‘there arose the mantra that the American people wanted the “government off its back." A new
religion had taken hold, namely, that market forces In the private sector would be able to regulate
health care propery, and better than government ever could. Perhaps even Republicans have
now leamed an Important truth about health care: - .

By their very nature, market forces in health care can work to soclety s advantage
only of they are gulded and strictly constrained by careful govemment regulation.
In the end, properly functioning "managed competition" In heaith care wiil always
become ‘regulated competition.”

During World War |1, as Americans were hesitant to enter the fray. Wwinston Churchill xs reported
to have remarked: ,

In the long run, Americans will always do the nght thing, after explorlng a!/ othef
altemarlves : . :

This Is so In health care as it is in war. Perhaps. Americans first had to see first hand what a
relatively unfettered health care market would mean to them, where the proverbial rubber hits the
road: in their own medical treatments. Perhaps the public, policy makers and the providers of
health care have leamed In the meantime and will appreciate better that the proper management
of a health system will always have to be a close, cooperative enterprise of govemmerit and the
private sector. Perhaps, when the health reform train comes around the next time, we shall ali be
rWiser L —

The next time the train comes around may be sooner than you think. it could come from
the private sector in the seemingly unlikely event of a major recassion. Should private employers
find a severe decline in Its profits, they would undoubtediy look to their out!ays on health care as
a source of relief.- ,

But more probably the train will leave the station of Medicare,'ﬁhose outlays must be
better controlied In the face of the retiring Baby Boomers. Whatever particulars the now working
Bipartisan Commission on Medicare will recommend, among them is likely the idea to have more

O
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of the program regulated by private health-care regulators. These regulators may continue to be
the insurance Industry. But It could also be you--network of doctors and hospitals ready to take
capitation payments directly tfrom medicare (and eventually from private employers) and ready
to assume full flnanclal risk for the lliness of large enrolled population. Under its Health Partners

umbrella, the Massachussets General Hospital already takes such full risk for some 250,000
insured lives. If you are ready for it, that form of managed care could be the wave of the future.

How well that might work woyld depend in large part not on your brains but on your souls.
The problem is this: under the fee for service system patlents know that physicians might profit
from extra procedures, but there is the ablding belisf that more health care Is better than less.
Patlents have always accepted that economic conflict of interest with relative equanimity. Under
capitation, however, providers earn more, the more of the capitation they keep--the less testing
and other services they put Into the treatment of an lliness. That conflict of interest is more
problematic in the eyes of patients. There might come a day when the media spread the story
that physicians in the mammoth Hippocrates Clinic, PLC enjoyed banner profits, but there might
also be anecdotes of patlents who feel they were shortchanged on health care by that clinic. In
other words, ,

one of the most serious challenges you will face as physicians In practices that
assume full risk for patients will be to gain and to retain the trust of your patients.

Ars you ready for this challenge? Do you have concrete ideas on how to build this needed trust,

and on how to nourish it as you go along? If so, good luck. You will face exciting and

professionally rewarding times. If not, better let the insurance industry be the flak catcher and
work under their tutelage, acting as the patient’s trusted friend. Think about it!

B. THE GUIDING SOCIAL ETHIC FOR AMERICAN HEALTH CARE

So much for the question of who will "manage* health care in the 21st century--you, or the
insurance industry. Let me now come to the second major challenge that | mentioned at the
beginning--the choice of a social ethic that should drive American health care in the next century.

The puzziing truth is this: uniquely in the industralized world, Americans have never been
able to agree on the distributive ethic that should govemn American health care. The Canadians
" actually have written down that ethic and have only recently reaffirmed it, The statemeant says that -
being sick is trouble enough, and that the cost of the calamity should be shared by all members
of soclety. Europeans have a similar expliclt code of ethics in what they call the contract of social
solidarity. Only Americans have shied away from ever making an explicit statement on this issue.
Indeed, we seem too shy ever to discuss it openly, as we should. :

Let me repeat the question posed eadier/ln«this connection, namely:

. . : \ lory o . —

To the extent that a health system can make it possible, should the child of, say,
a low-incormne gas-station attendant or restaurant worker have the same chance of
staying healthy and the same chance of bemg cured from a given liiness as the
child of a corporate executiva?

if you think Americans are of one mind of this question, think again! [***=~ Without being
prasumptuous, perhaps this would be the spot to cite my JAMA piecs and the stunning letters on
that plece--especially the Ietter by law professcr Epsteln' You may aiso enjoy my reply to his
{euer !ﬂ”!'ttl«ti] ’ )

D
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There are two polar views on this Issue in our. Iand and many more nuanced vlews i
g between The polar extremee are these . R

' A.~ " Health care s & socfal good to which all Amencans should have access on roughty K
' equal terms, regardless of thelr own ability to pay for that access. The United _
- States should never ration the health care a famziy recelves oy the famlly 3 :ncome nT
- and wealth. : :

-z ‘thfe heaith care may be 8 basic necess;ty-—l:ke food and c/othlng-—:t is mherenr!y; '
- no different from these other basic consumer goods. Whlle people should have'

access to a basic minimum of care, it is quits alﬁght to ration a fam:lys access to

: health care by its lncome and wealth L . Lo '

“If you had read-or hstened carefully to the debate on the President s health reform plan LR

in 1993-94, you would have noticed that much of that debate actually was not over actuarial or
economic technicalities at all, but over the tundamental question which of these two social ethics
should drive the American health system. In his State of the Union address of 1991, President
Bush had left matters a bit ambiguous when he said "Good health care is every American's nght R

" What did he mean by good haalth care"?

~ Even_so, his statement seems a far shade to the Ieft of the prevalling sentlment in .
Congress which. would not now approve a sensa-of-the Congress reso!utxon that “good health 4
. carels even/ Amencans nght " : o .

- In my view, the health- oare-ls-just-hke-food' ethic (2) carried the day In 1994, at Ieast for+

the duration. Whether the average American actually appreciates-the full implications of that
outcome remains a mystery. In any event, we now face a growing number of uninsured. The
count is 41 to 44 mill lon now; it was 35-37 million in 1892. The rolls of the uninsured keep rsing :
~ Inspite of the ooommg economy Gone us the myth that economic growth will solve the probiem U

tis no secret that | Iean heavrly towards viaw. (A)--have aII of my li lfe and probably always" ,
- will. But my:purpose Is not to proselytize on' this occasion. Instead, | slmply invite you to ask -~
.. yourssif: In which world would you rether practice medicine, In & world driven by ethic (A).even

If not perfectly, of in a world driven by ethic (2)? Of which world would- ‘you be prouder as an
* American citizen? In which worid would you feel more comfortable as a prospective patlent What -
do.you think the typical American would want--especially if they stood behind Harvard Professor

John Rawls’ famous "veil of ignorance" and.did-not know whether one day they wau be nch or' -

. poor, chronlcally healthy or chronlcaliy |Il Lo P
Wohd (Z). whlch declares health care (o} be bas:cally a pnvate consumpnon good probably '
., would be more proﬂtable for you as physsc{ans ‘Word (A) might be less profitable, because only
. -govermnment intervention ¢an .actually drive a health' system toward a: reasonably. egahtanan‘e :
dsstnbunon of health care. But which world wou!d you ﬂnd more professaonally rewardlng"

» Although 1o their credtt The Journa! of the Amencan Medfcel Assoc!at:on and. The New :
- England Journal of Medicine have consnstenﬂy kept the matter of social othiés before their
~_readers’ mind, it can faidy be said that most practicing American _physicians and even organized
. labor as it lobbies the législators have remained remarkably aloof of this important dxmanslon of
4 health system. | urge you to be more engaged in the issue. ‘We the people look to.you not only -
- as industrious folks who mastered a body a science and a bag full of clinical tricks. We know you
* are bright and have been tramed beyond the strict conﬂnes of clinical med cme We also know
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that you know the drama of bedside health care not only In Its clinical facet, but also Its soc:al and
economic facets.

The Hippocratic oath, helpful as it is, deals in the main only with the professional sthic that
physiciang ought to observe at the bedside of those patlents who have come to the physician (As
an aside, In its classical version, the Oath also blnds physiclans to keep medical education strictly

within the male progenyl)

"Primum non ‘nocejrel”‘ says the Hippocratlc Oath. "First do no harm!" A good admonition
it is. But | plead with you, the future leaders of our health system, to think beyond the bedsids,
to see medicine as part of a larger society. | urge you to ask also the question: How can | heip
to avoid the harmm that comas to my fellow human belngs who, for want of ability to pay, do not
even come to the site at which the Hippocratic Oath takes over. ,

Never forget that studied silencs on that issue does ham, too!

b4
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Turning Our Gaze From Bread And Circus Games

by Uwe E. Reinhardt

Daniel Yankelovich argues that this na-
tion's recent attempt at health care reform
failed largely because the American public

falled to “deliberate” properly on the issue.

By “deliberation” Yankelovich mecans “mull-
ing over” the costs and bencfits of alterna-
tive choices and making rough choices, all
in a serious “give-and-take” with the na-
tlon’s “leadesship class.” Yankelovich places
blame for the public’s failure to deliberate
squarely on the shoulders of the leadership
class, which, according to him, deliberated
only within its own canks.

Embedded in Yankelovich’s grand thesis
are three hypotheses that warrant closer
scrutiny: (1) The leadership class itself prop-
erly “deliberated” on health care reform but

failed to communicate the product of thar.

“deliberation” to the public; (2) there exist
channels of communication through which
the leadership class could, if it wished, en-
gage in a “give-and-take” with the public;
and (3) the public is intellectually and tem-
peramentally predisposed to “deliberate”
sincerely on complex issues of public policy
and to make the tough choices in s lengthy
conversation with leaders.

The validity of these hypotheses can be
questioned. Indeed, they saike me as uto-
pian, as does Yankelovich’s strategy for fix-
ing the “disconnect” between leaders and
the public.

Deliberation In _Th‘c Leadership Class

" Whén America's leadership class sets out
to debate health policy, its members invari-
ably preface their deliberations with the
mantra: “We all want the same things in
health care. We are merely arguing over the
means to that end.” This is utter nonsense.

The great health care reform debate of:

Uwe Reinhardr is James Madison Professor of
Political Economy at Princeton University's
Woodrow Wilson School of Public and Eco-

nomic Affairs.

1993-1994 was not just a technical dispute
over alternative means of reaching a widely
shared goal. It was a fiercely fought ideoclogi-
cal bartle over the goal {wself. The nation’s
leadership class was and remains deeply di-
vided over the ethical precepts that should
govem the distibution of health care.

Ac one end of the ideological spectrum

are the pure egalitadans who would like o
see health care treared as a social good o be
made available to all members of socie:v, on

equal terms, regardless of a person's ability to -

pay for it. This school of thought would like
to see health care financed collectively,
through mandatory contributions that vary
strictly by households’ ability to pay and
cerwainly not by the health seatus of a house-
hold’s members.

At the other end of the ideological spec-
trum is what one may dub the “food people.”
They are puzzled why anyone would make a
distinction between health care and other
basic, private consumption goods, such as
food and housing. As Rep. Richard K.
Armmey (R-TX}, anewlyelecred leader inthe
House of Representatives, put it to The Wall
Street Jowmnal in his inimitably blunt seyle:
“Health care is just a commodity, just like

bread, and just like housing and everything
else.™ The “food people” regard the procure-

ment and financing of health care as chiefly
the responsibility of the individual, whase
own behavior is thought to be a major deter-
minant of his or her health seawus. Tobe sure,
the members of this school of thought do

admit that cthe etiology of illness can be

external, and thiey are prepared to guararitee
. the poor and near-poor at least a basic ration
of cnncally needed healrh care. At the same
titne, however, they see nothing wrong with
a health system in which the quantity, time-
liness, and quality of the health care received
by American families varies systematically
and positively with household income. If
one believes, as this school of thought tends
to believe, that the American cconomy is
the closest spproximation worldwide to a
true meritocracy, then an income-based




. creasingly be driven tothese public facilities,

el s

‘health care system is much more defensible
on ethical grounds than a purely egalitariun
one would be.
The “food people” won the great health
care reform battle of 1993-1994 squarely,
although perhaps nor fairly. One may ques-

" .tion the faimess of che battle, because it was -

never fought openly, in the blunt language
favored by Congressman Arnncy. Instead,
much of the action was camouflaged behind
soothing code words such as “empower-
ment,” “personal responsibility,” the “free-
dom to choose whether or not tobe insured,”
and 50 on-—code words all adding up to the
proposition that well-to-do Americans
should be empowered to allocare their in-
come to health care and other commodities
as they see fit, and that poor and low-income
households should be empowered todo like-
wise with cheir much more meager budgets.

Three-tier system. In pracrical terms,
the victory of the “food people” represents
the official sanction, by the U.S. Congress,
of an income-based health care system with
the following three tiers.

For uninsured Americans whoare pooror

~ near-poor—<hiefly, families of persons who
work full time at low wages and salaries—we -

shall reserve and perhaps expand our current
parchwork of public hospitals and clinics.

These publicly financed institutions will be .

sotely underfunded, as they always have
been, thus forcing severe limits on thelir
physical capacity. Such limits, in um, will
beget the long quetes that have always been
the classic instrument of rationing. Lack of
funding also will limit the medical technol-

" ogy available to physi¢ians working in these

public institutions.. The uninsured will in-

as governmient programs and private man-
aged care systemns eat ever more deeply into
the profit margins of private hospitals,
thereby limiting these institutions' financial
abiliry to act as insurers of last resort.

. The employed broad middle class will
increasingly be enrolled in capitated health
plans. such as health maintenance organiza-
tions (HMOs). These plans will be budgeted
prospectively, on a per capita basis, through
competitively bid premiums. To cantrol
their outlays, the plans necessarily must
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limit patients’ choice of doctor and hospital
at time of illness. Furthermore, they inevita-
bly will come to withhold some care thar
patients and their physicians might judge
desirable, but that the HMO's management
(and the clinical experts advising them) may
find w00 expensive relative to the expected
medical benefits.

Finally, for well-to-do Americans there
will continue to be the open-ended, free-

. choice, fee-for-service health care system

without eatloning of any form, cven in in-
stances in which additional care is of dubicus
clinical or economic merit. Well-to-do
Americans will demand no less, and they
will always have it. Furthermore, they will
continue to have {t on.a fully tax-deductible
basis, a tax preference to the rich that no
economist would ever defend, but that no
politician would dare to remove.

While che official sanction of this three-
tier system by Congress is now a fait accompli,
it cannot be said to be based upon a broad
consensus among the leadership class. In
Yankelovich's sense of the term, thar class
did not deliberate properly on the matrer
either. But even if there had been a forth-
right deliberation and there had been a con-
sensus on the merit of a three-tier health
care system, it would have been an ex-
tremely delicate task to explore thar idea in

‘an open give-and-take with the general pub-

lic, large segments of which would find
themselves at the short end of this arrange-
ment. Furthermiore, what channels actually
exist for such a conversation?

Media As Communication Channel

Yankelovich takes the by now almost ‘

cbhgatory sivipe at the media wich his asser-

.tion that jourmnalists were morc interested in

the political ramificatlons of the Clinton
plan than in its contents. Although there is
somcthing to thar proposition, his {5 much

too broad an indictment. At the very least,

a distincrion should be made berween the

telovision media and the print media.’
Television may, in the future, become a

medium through which policymakers could

communicate thh the general public in an.

H

P )
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informative “give-and-take.” So far, how- for at che very beginning of the Health Se-

ever, that medium has not been structured
to facilitate such an exchange. Both C-Span
and the public television scations sllow the
public to observe experts in the act of “de-
liberation,” but that is not a conversation
with the public. The remainder of the tele-
vision industry has not been able to facilitate
even a coherent one-way, top-down com-
. munication with the general public, aside
from a bewildering scatter of sound bites.
The producers of television programs de-
voted to public policy invariably feel com-
pelled to pack these programs with a variery
of opposing views. By the time this dictum
of “faimess” and the imperative of commer-
cials have been accommodated, any one per-
- son’s role on the program is limited to a few
" minutes of air time. The thought of using a
simple graph or even a simple table to am-
plify a point in such discussions is uickly
discouraged by the producers as 1o intellec-
tually xing for the general public.

The print media offer a becter potential
in this respect. Indeed, the staff reporters of
~ the major newspapers deserve high marks for
their ceaseless efforts at digging out the rele-
vant facts on the Clinton plan and other
health care reform plans. They also deserve
high marks for their skill in presenting these
facts to the public. Unfortunately, this chan-
nel is best suited for the one-way, top-down
communication Yankelovich decries. Fur-
‘thermore. it is not clear that the general
public even had the patience to digest the
lengthier, excellent articles on health care
reform in the major dailies.

- To the extent that the print media dxd
improperly politicize the recent healch care
. refort debate, as Yankelovich suggests, one
must blame the leaders of the industry, not

the rank and file. A concrete case can serve

to illuserate chis assereion.

In a commentary dramatically entitled
“The Clintons’ Lethal Patemalism,” pub-
lished in the widely read weekly Newsweek,
syndicated columnist George F. Will flacly
asserced that under the Clinton plan “there
would be 15-year jail terms for people driven

.to bribery for care they feel they need but the
govermnment does not deem ‘necessary’.” To
the best of my knowledge, this isa falschood,

curity Act, it is stated chat “Nothing in this
Act shall be construed as prohibiting the
{ollowing: (1) An individual from purchas-
ing any health services. (2) An individual
from purchasing supplemental insurance
({offered consistent with this Act) to cover
health care not included within the compre-
hensive benefit package.)

Because it would be truly astounding to
see an American president advocate fifteen-
vear jail terms for anyone seeking to pur-
chase a health service that the government
deems unnecessary {(and therefore excludes
from the mandated benefit package), I re-
quested that Will pinpoint the paragraph in
the Health Security Act that calls for the
alleged penalcy. So far, In my view, he has
not been able to do that, and | doubt that he
ever will.* One must wonder whether any
senior editor of Newsweek at the time ever
challenged him likewise on this point, as he
ought to have been challenged.

It Is entirely proper for a syndicated coi-
ummnist to refract particular policy recom-

" mendations through the prism of his or her

own ideology and to judge them on that
basts. It is another matter entirely, however,
when syndicated columnists use the exrraor-
dinary peivilege granted them by the media
to proffer their own ideclogy in the guise of

- synthetic “faces” chat are likely to be ac-

cepred by the geners] public as reliable. Edi-
tors who passively accept that particular
form of “spin doctoring” shortchange not
only thelr own conscientious staff reporters,
but the general public as well. They allow &
potentially useful channel of communica-
tion to be polluted with static and thereby
make it all the more difficult for conscien-

tious leadérs to communicate with the pub-
“lic. Thetecent debacle of health-care reform

offers media leaders an opportunity for some
soul searching on this polnt.

Deliberation By The Public

BRut suppose that America's leadesship
class had deliberated properly on health care
reform, and suppose the leaders of the print
media had acted responsibly, carefully
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" togrips with reality,” 1

leLd

g 'ci'\eCLlng the veracity of ‘whatcver was pre-
-~ sented as fact in thelr publications. Would -’
- this happy circumstance then have led to a*

productive give-and-take between the lead-

' ';ershlp class and the general public, and -
++ would'ic have triggered the proper-delibera- -
“ i _, tion within the general public? .
7. One
“Yankelovich's own paper s anything bt
-~ teassuring on this question. He deplorés the
.- American public's habit of “bl am[lng] ‘the -

wishes -ir- were " so.

system rither chan lr.self its failure to “come

ful thinking'and .

costs.” “Polhng daa on health care.” he

' writes, “afe replete with evidence that peo-

ple neither understand nor accepr the con-

-sequences of implementing their wish list of
" -expanded health care benefirs.”

If one.had to distill Yanke!ow&h s -de-

scription of American public oplnion on
~ health care reform into one adjective, it .
- would be “adolescent.”
cence of the plebs is.by no means confined

This etérnal adoles-

only to he:ﬂth policy, not is it a ‘uniquely

‘American, trait.. Of the Roman plebs, for

example, that era’s great poet Juvenal wrote, -

in the first century A.D.: “Duas tantum res -

~ anxus optat, panem et circenses. (s anxious

" longing is confined robue twmhmgs—brcad
. and circus games.)".

Yankelovich’s. | paper suggests that not

- much has changed in the'course of civiliz-
tion. Although, unlike their peers in other -
nations, America's leadership class seems
unduly eager to pay homage to the legendary -

perspicaciry of the grass roots, Yankclowch'

~ suevey of public opinion leads o oné to wonder
whether, even in the minds of politicians, -
. their habitual praise of the grass roots rcally .

is mote than an expedient courtesy.

wonder whether the American public .is
either intellecrually or temperamentally in-

" clined ever to engage in the protracted, sin-
cere, public dcliberation of complex public .-
policics called for by the optimistic author.

If successful health care reform must await

the day when the public musters the pa-

" Alas, |

ts “persistence of wish- ",
. fallure o wrestle with.
hard choices,” and its “continuing belief that
. [the public} can have it all~—qualicyand con- -
venlence and high-tech medicine and lower’
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- tience to deliberate carefully on the hard. '

“choices before us, at the price of abandoning”
the endless. “circus games” that engage its”

mmd then we may have to wait a long time.
. As someone neither born'not schooled in

'thss country, | cerrainly do not mean co be,
~ distespectful of a basically admirable peop le.
Nor am_1 persuaded, however, that the =
,‘Amerxcan public somehow stands out

amung its counterparts elsewhere  in the

‘world in its willingness and abilicy to delib- -
“erate seriously on serious. issues of public
policy. My observation of this nation during
_the past thirty years persuades me that, in
-almost all cases, successful major initiatives
“in public pelicy occurred when the leader-
“ ship class hed reached a broad consensus on
“the matter and then simply told the rest of .
“the natlon whar was good for it. Pnasldent ‘
Reagan’s

34

supply-side economics” was en-
acted on that basis, and so was the quite

' revoluclonary tax act of 1986. In either case,
the genceral public had only the dimmest idea.
of what these policies enmiled; it Slmply- .-

took the leadership's assurances on faith.

Given the general public’s age:- -old preoc- o

cupation with panem and circenses, it will
generally go along passively with its leader-

ship,.unless that leadership makes evidently,
egregious mistakes or is evidently divided: -

Thus we start wars, thus we bomb whomever

" our leadership has decided to'bomb, thus we

. end wats, thus we pass tax laws.and civil -

rights laws, thus we allow. the leademhnp, )

(along with leaders ‘of sundry special ‘inter-

ests) to regulate and sometimes toderegulate
the conduct of the plebs, and thus, perhaps
one day, we shall undcrtake a major reform C

of Quf, health insurance syStcm Perhapu
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'Commentary

atenacious ideological debate whose essence can be distilledinto

 the following pointed question: As a matter of national policy,

and to the extent that a pation’s hea

debat,e hands down decades ago, and these nations have
worked hard to put in place health insurance and health care

‘systems to match that predominant sentiment. In the United
- States, on the othér hand, the “nays” so far-have carried the

day. Asamatter of consclous national policy, the United States

-always has and still does openly countenance the practice of
~ rationing ‘health care for millions of Amencan childrenby their
~ parents’ ability to procure health insurance for the family or,

if the family is uninsured, by their parents’ willingness and

ability to pay for health care out of their own pocket or, if the
family is unable to pay, by the parents’ willingness and ability
to procure charity care in their role as health care beggars.

- At any moment, over 40 million Americans find themselves -
~ without health insurance coverage, among them some 10 million
.- children younger than 18 years. All available evidence suggests
~ that this number will grow.! America’s policymaking elite has
- remained unfazed by these statistics, reciting the soothing man-

tra that “to be uninsured in these United States does not means
to be without care.” There is, to be sure, some truth to the man-

tra. Criticallyill, uninsured Americans of all ages usually receive
adequate if untimely care under an informal, albeit unreliable,
catastrophic health insurance program operated by hospitals
and many physicians, largely on a voluntary basis. Under t.hat

11 SVSLLIN ca N aie NG~ :
il!g_,’ .uu'a.u ',“ me

“chance of avoxdmgpreventable illness or of being cured from a

" givenillpess as does the child of a rich American family?
" The “yeas” in all other industrialized nations had won that

 Wanted: A Clearly Artlculated Somal Ethlc
for American Health Care

- Throughout the past 3 decades, Americans have beenlockedin status is poor or on!y fair3 Studles have shown that uninsured

Americans relying on the emergeng:y de ts of heavily

~ crowded public hospitals experience very long waits beforebe-

ing seen by a physician, sometimes so long that they leave be- -
cause they are too sick to wait any longer.*¢ Studies have found

‘that after careful statistical control for a host of socioeconomic
- and medical factors, uninsured Americans tend to die in hospi-

tals from the same illness at up to triple the rate that is observed

. for equally situated insured Americans? and that, over the fong

run, uninsured Americans tend to die at an earlier age than do

, sumlarly situated insured Americans.® Indeed, before theman- .
‘ agedmremdusnycutﬂ\e[ewpmd phymmmssufﬁaentlytomake '
- fees paid by Medicaid look relatively attractive to physicians and -
, hospxtals even patients insured by that program found it diffi-
“cult to find access totimely care. In one study, in which research
~ assistants approached private medical practices pretending to
~ be Medicaid patients in need of care, 63% of them were denied
. access because the fees paid by Medicaid were then still paltry

relative to the much higher fees from commercial insurers.®

If the champions of the uninsured believe that the assembly
and dissemination of these statistics can move the nation’s poli-
cymaking elite to embrace universal coverage, they may be in

for a disappointment. The working majority of that elitenotonly |

are unperturbed by these statistics, but they believe that ra-’
tioning by price and ability to pay actually serves a greater na-
tional purpose. In that belief they find ample support in the writ-
ing of distinguished American academics. Commenting eritically
on the State Childrens’ Health Insurance Program enacted by

~ Congress in August 1997 as part of its overall budget bill, for ex-

ample, Richard Epstein, author of the recently published Mor-
tal Peril: Our Inalienable Riahtto Health Care?."® warnsdarklv
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Commentary “

Wanted: A Clearly Ar’uculated Somal Etth

for American Health Care

Throughout the past 3 decades, Americans have beenlocked in -

_atenaciousideological debate whose essencecanbe distilledinto

 the following pointed question: As a matter of national policy,
and to the extent that a nation’s health system can make it pos-
gible, should the child of a poor American family have the same
chance of avoiding preventable illness or of being cured from a
given illnegs as does the child of a rich American family?

The “yeas” in all other industrialized nations had won that

debate hands down decades ago, and these nations have
worked hard to put in place health insurance and health care
systems to match that predominant sentiment. In the United
States, on the other hand, the “nays” so far have carried the
day. Asamatter of conscious national policy, the United States
- always has and still does openly countenancs the practice of
rationing health care for millions of American children by their
parents’ ability to procure health insurance for the family or,

if the family is uninsured, by their parents’ willingness and -

ability to pay for health care out of their own pocket or, if the
family is unable to pay, by the parents’ willingness and ability
to procure charity eare in their role as health care beggars.
At any moment, over 40 million Americans find themselves
without health insurance coverage, among themsome 10 million
children younger than 18 years. All available evidence suggests
that this number will grow.! America’s policymaking elite has
remained unfazed by these statistics, reciting the soothing man-
tra that “to be uninsured in these United States does not means
to be without care.” There is, to be sure, some truth to the man-
tra, Critically ill, uninsured Americans of allages usually receive
adequate if untimely care under an informal, albeit unreliable,
catastrophic health insurance program operated by hospitals
and many physicians, largely on a voluntary basis. Under that
informal program, hospitals and physicians effectively become

insirance underwriters who provide succor to hard-strickenun-

ingured and who extract the premium for that insurance through
higher chargesto paying patients. The alarming prospect is thut
the more effective the techniques of “managed care” will be in
controlling the flow of revenue to physicians and hospitals, the

- more difficult it will be to play this insurance scheme otherwise
known asthe “cost shift.” [t canbe expected that, withinthe next
decade, the growing number of the nation’s uninsured will find
themselves in increasingly dire straits.

But these straits have never been smooth for the umnsured
notwithstanding the soothing mantra cited earlier. Empirical re-
gearch must have convinced policymakers long ago that cur na-
tion rations health care, health status, and life-years by ability
to pay. It is known that other socioeconomic factors (such as in-
come, family status, location, and so on) being equal, uninsured
Americansreceive, onaverage, only about 60% of the health ser-
vices received by equally situated insured Americans* This ap-

pears to be trie even for the subgroup of adults whose health

From Woodrow Wilson School of Public and Intemational Alfeirg, Princeton Univer.
sity, Princeton, NI

Raprints; Uws £. Reinhardl, PhD, Woodfow wiison School of Public and intema- A

tiona! Alfalrs, Princaton University, Roberison Hall, Princaton, NJ 0654¢ {e -mall:
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status ig poor or only fair? Studies have shown that uninsured
Americans relying on the emergency departments of heavily
crowded publie hospitals experience very long waits before be-
ing seen by a physician, sometimes so long that they leave be-
cause they are too sick to wait any longer.*® Studies have found
that after careful statistical control for a host of soefoeconomie
and medical factors, uninsured Americans tend to die in hospi-

~ tals from the same illness at up to triple the rate thatis observed

for equally situated insured Americans’ and that, over the long
run, uninsured Americans tand to die at an earlier.age than do
similarly situated insured Americans? Indeed, before the man-
aged careindustry cut the fees paid physicians suffiently tomake
feea paid by Medicaid look relatively attractive to physicians and
hospitals, even patients insured by that program found it difG-
cult to find access to timely care. In one study, in which research
assigtants approached private medical practices pretending to

- be Medicaid patients in need of care, 63% of them were denied -
~ access because the fees paid by Medicaid were then still paltry

relative to the much higher fees from commercial insurers.?

If the champions of the uninsured believe that the assembly
and dissemination of these statistics can move the nation’s poli-
cymaking elite to embrace universal coverage, they may bein
for adisappointment. The working majority of that elite not only
are unperturbed by thege statistics, but they believe that ra-
tioning by price and ability to pay actually serves a greater na-

.tional purpose. Inthst belief they find ample support inthe writ-

ing of distinguished American academics. Commenting critically
on the State Childrens’ Health Insurance Program enacted by
Congress in August 1997 as part of its overall budget bill, for ex-
ample, Richard Epstein, author of the recently published Mor-
tal Peril Our Inalienable Right to Health Care?," warns darkly
that the new federal plan “introduces large deadweight admin-
istrative costs, invites overuse of medical care and reduces pa-

- rental incentives to prevent accidents or illness.” Summing up,
‘he concludes: “We could do better withless regulation and less

subsidy. Scarcity matters, even in health care” (italics added).!
Clearly, the scarcity Epstein would like to matter in health -
care would impinge much more heavily on’ the poor than it
would on members of his own economic class, as Epsteinsurely
is aware. In his view, by the way, Epstein finds distinguished
company in former University of Chicago colleague Milton
Friedman, the widely celebrated Nobel laureate in economics,
who had proposed in 1981 that for the sake of economic effi-

. ciency, Medicare and Medicaid-be sbolished altogether and

every American family have merely a catastrophic health in-
surance poliey with a deductible of $20 000 per year or 80% of
the previous 2 years’ income, whichever is lower.”® Certainly,
Epsbem and Friedman would be content to let price and family
income ration the health care of Arncncnn children. They rank
prominently among the “nays.”

In his book, Epsatsin frames the debate over the nght to
health care ss a choice between the “maximization of social .
wealth" as a national objective and the “maximization of util-
ity,” by which he means human happiness. “Under wealth
maximization,” he writes, “individual preferences countonlyil .
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they are backed by dollurs. Preferonces, however genuine,
that are unmediated by wealth just do not count.” ™™ QOne

implication of rosource allocation with the objective of wealth

- maximlzation is that a physician visit to the healthy infant of
a rich family is viewed as a more valuable activity thanisa
physician visit tothesick child of s poor family.? Ifone does not
accept that relative valuation, then one does not favor wealth
maximization as the binding soclal objective.

Although conceding thst weslth maximization does implya
harsh algorithm for the allocation of scarce resources,. ‘Epstein - -

nevertheless appears to embrace it, even for health care. Es-
tablishing positive legal rights to health care regardless of abil-
ity to pay, he argues, could well be counterproductivein thelong

run, because it detracts from the accumulation of wealth, “Al-

lowing wealth to matter [in the allocation of health]islikely to do
- farbetterinthelongrunthanany policy that insists on allocating
health care without regard toability to pay. To repeat, any effort

to redistribute from rich to poor in the present generstion nec- ..
essarily entails the redistribution from the future tothe present -

generation."¥Applying his proposition to the question posed at

the outset of this commentary, the argument seems to be that .

poor childrenin one generation can properly be left to suffer, so
that all children of future generations may be made better off
than they otherwise would have been.

One need not share Epstein’s soclsl ethic to agree with him

that, over the long run, 8 nation that allocates resources gerier-
ousgly to the unproductive frail, whether rich or poor, is likely to
register arelatively slower growth of material wealth than does
& nation that is more parsimonious vis-2-vis the frail.'®!¥ Nor
does one need to share his gocial ethic to admire him for his
courage to expose his conviction so boldly for open debate. Deep

down, many members of this nation’s policymaking elite, includ-
ing many pundits who inspire that elite, and certainly a working. -
majority of the Congress, share Epstain’s view, although only .

rarely do they have the temerity to reveal their social ethic to

public serutiny. A.lt.hough this school of thought may not hold.a

numerical majority in American society, they appear to hold

~ powerful sway over the political process as it operates in this
country.* In any event, they have for decades been able to pre-

serve a status quo that keeps millions of American families un-
+ insured, among them about 10 million children.

At therisk of violating the American taboo against class war- -
fare, it is legitimate to observe that virtually everyone whoshares -
Epstein’s and Friedman’s distributive ethic tends to be rather |

comfortably ensconced in the upper tiers of the nation’s income
distribution. Their prescriptions do not emanate from behind a
Rawsian'® veil of ignorance concerning their own families’ sta-

tionin life. Furthermore, most well-to-do Americans whostrongly -

oppose government-subsidized health insurance for low-

income families and who see the need for rationing health care

" by price and ability to pay enjoy the full protection of governmient-
subsidized, employer-provided, private haalth insurance that af-
fords their families comprehensive coverage with out-of-

‘pocket payments that are trivial relative to their own incomes .
and therefore spare their own families the pain of rationing al-

together. The government subsidy in thase policies flows from
the regressivatax preference traditionally accorded employment-
based health insurance in this country, whose premiums are paid
out of pretax income.!® Thig subsidy was estimated to have
amounted to about $70 billion in 199]; of which 26% accrued to
high-income households with annual incomes over $75 000." The
subsidy probably is closer to $100 billion now—much more than

JAMA, November S, 1987—Vol 278, No, 17
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- it would:cost for ¢very uninsured American to afford the type

of coverage enjoyed by insured Americans. In fairness it must

_be stated that at lcast some eritics of government-financed health -
msurance—Epstem among them—arguc against this tax pref- - -

erence 28 well. /%% Byt that untoward tax preference has wide-

_spread supporters among members of Congress of all political -

stripes, and also in the executive guites of corporate America,

This regressive tax preference would only be enlarged fur- -
therunder the medical savings accounts (MSAs) now favored by
organized American medicine. Under that concept, families
would purchase catastrophic health insurance policies with an.-

- nwal deductibles of $3000 to $5000 per family, and they would

finance their deductible out of MSAs into which they could de-
posit $3000 to $5000 per year out of the family’s pretax income.
Interms of absolute, after-tax dollars, this construct effectively
would meke the out-of-pocket cast of 2 medical procedure much
lower for high-income families (in high marginal tax brackets)
than it would for low-income families. It is surely remarkable to
see such steadfast support in the Congress for this subsidy for
the well-to-do, in & nation that claims to lack the resources to

.afford every mother and child the peace of mind and the health
- benefits that corne with universal health insurance, a privilege -

mothers and children in other countries have long taken for
granted. Unwittingly, perhaps, by favoring this regressive
schemeto finance héalth care, physicians take adistinct stand on
the preferred distributive ethic for American health care. After
all, can it be doubted that the MSA construct would lead to .
rationing childrens’ health care by income class?

Typically, the opponents of universal health {nsurance cloak
their sentiments in actuarial technicalities or in the mellifluous
language of the standard economic theory of merkets,* thereby
avoiding adebate onideology that truly might engsge the public.
Itistime, after somany decades, that the rival factions in Ameri-

_ ca's policymaking elite debate openly their distinct visions of 8

distributive ethic for health care in this country, so that the
gencral public can decide by which of the rival elites it wishes to
beruled. A good start in that debate could be made by answering

- .forthnghtly the pombed question posed &t the outset. -

Uwe E. Rainhardt, PhD

1. Thcrpe KE.Ths Rising NuméchfUmmumd Workers: An Agproacking Crists in
Health Care F‘tmm Washington, DC: The Natlena! Coalition on Health Cm

Sepwmber IWI .
tions Jor Eslvmatm !Ju Kffects q{ llaallh Care Propomta
Wuhington DC: Cangressional Budget, Office; Novomber 196 Twble 3uviil,
3, Long BH, Marquis MS. Universe! Health Insurance and Uninsursd People
Effeclaon UVssand Costa: Report to Congress, Washin E‘m DC: Office of Technology
mment ;;;d Congmulonxl Rescmh Bervice, Librery of Congress; Augu& B,
;Pigure

4. Kallamm AL. Too sick ta wnlL JANA, 19812661123 1124.
. & BakerDW,Stavens CD,Brook RH. Patients wholeavupuhhchaapitalemergoncy

department without balna secn by a physician. JAMA. 1991:266:1685-1000.
6.  Bindman AB, Grumbach K, Kaane D, Rauch L, Luce JM. G

ofq
hospital emergency deparhmnt JAMA. 1991:266:1081- 1096,

Fltal patients. JAMA 1991,205:374-378. )
ks P, Clancy CM, Gold MB. Health {nsurance und mortality; evidence fromsa
natlond cohoﬂ. JAMA, 1933210?3'7 741, '

9. The vltimate denlal; rationing is s reality. Iseus Scan. Q Rep Health Care Isaues
Trends From Searis. 19944( 6‘

10. Epsteln RA. Mortal PmL Dur Inalisnabla Right o Health Carel New Yark,NY:'

’ Addlury'l«’osloy. 1907, -
- I1. Epstain RA. Lettor to the cditor. m New Yaric Times, Ay

t 10, 190714,

12. Friedman M. Gummon’s law points to health mso‘lm.{m The Wall Street Jour- .
nal Novsmber 12, 1981:A19. -

13 Reinhardt¢ UE. Abltrwtinafmm distributional effects, this
Barer M, Getacn T, Stoddard G, eds. Heali\, Health Cdn. and Healtk Economics:
Perspectivos ow Distribution. London, Englaml: John Wiley & Sana Ld; 1997:1-58,
. Taylor H, Reinhurdt UE, Doas the system Ait! Health Manage Q, 1991; 18(83:2-10,
16. RawlaJ. A Theory of Justice. Cambridge, Mass: Harvard University Preas: 1971,

ey Is officent In:

.. 1& Relnhardt UE, Reorgunizing the finandd flows in American heaith care. Heclth
AT {Milluod). 1933; muppmmaa
. 17. Buller 8M. A poli

s gui ide to the health care erlsis, 1. Herilags Talking
Points, Washingten, DC: The Hentnge Foundalion; February 12, 19925.
18. Relnhardt UE. Emnomlm JAMA. X?%W 1802-1804, .

B . VUSNGRURSIIOR L


http:Rclnha.rd
http:EctIM.,.iu
http:poln!.ll
http:tpaLolnRA.M<n14IPeTiI:0I<"[Mli8Jt4bLlRigllt~HeuUACi\",1NewYork.NY
http:PaLlen!.ll
http:income.1G
http:therelorespa.re
http:regist.er
http:poorfamily.13

TEL:

May Lo vo (00 MU .UUL I .1y

Letters “

Artlculating a Social Ethic for Heslth Care
To the Editor—Dr Reinhardt’s! recent attack on my book

Mortal Peril® presents this challenge: “to the extent anation’s

health system can make it possible, should the child of a poor

American family have the same chance of avoiding prevent-

ableillness or of being cured froma giveniliness as does a child
of a rich American family?” The correct anawer ig no.

The hedlth of youngsters is intimately tied to their parental
care and attentlon; nutrition, location, and even the family car

determine in part who will become injured or ill. Reinhardt.

toleratesthese inequalities because they lie outside the health
care system. But & consistent egalitarian should redress all
sources ofinequality, including child care, education, and erime
prevention. Yet, Reinhardt neither justifies his priorities nor
explaing how to fund a full-scale initiative without destroying
the gocial wealth it needs for support. Self-interest is not a
universal and omnipresent hurnanimpulse, but it is a powerful
one. Toopen the doors to forced redistribution induces the rich
to spend more defending their wealth, and the poor to spend
more to take it away. Both sides cannot win, and a smaller pie
leads to worse health for the very persons Reinhardt cares
mostabout. =, ;o

Even within health care, his proposal for equal medical
treatment perversely requires more care to children of poor
parentsthanto children of rich ones, precigely because the rich
families can more easily avoid injury and illness and can better
pick up any slack in health care delivery. Worse, program-
maticsuccess depends not just on offering carrots but on wield-

To the Editor.—I admire the zeal of Dr Reinhardt.! Not a
phyzician, he has missed the intimate view of medical science,
medical practice, yes, even of poverty, which i part of every
physician’s training. L T
Reinhardt views medical care in the ideological abstract.
Couple his zealotry with his lack of actual medical care expe-
rience and his Commentary, it seems, becomes socialist pro-
paganda. His “pointed question” becomes a loaded question
complete with the ancient propagandistic use of children.
Asserting the superiority of accesg to care in other nations
ignores the quality of that care once accessed. Who is the
patient’s advocate? Who actually delivers quality scientific

" medical care? At a pragmatic patient level, who gets cured,

“helped, and comforted, or who becomnes a unit to process as
quickly and inexpensively as possible? Even though foment-
ing clzes distinctions s now fashionable, a large middle classis
much less inclined to zealously do so. Many Americans value
equality of opportunity rather than finaneial homogeneity.
Reinhardt failed to mention the large middie class when dis-
cussing the rich and the plight of the poor. There is a curious
implieation in such positions. There are the rich, the poor, and

" those with power to protect the poor. The manipulation of

|

ingsticks by overriding parental judgmentsonchildren'sfood, °

lifestyle, and education. Yet, Reinhardt never explaing how
any ambitious program can curb political excesses, control
administrative costs, prevent overutilization of resources, or
ensure that equality in treatment comes from raising care for
the poor instead of lowering it for the rich. Political interven-
tionsto date have created a 2-tier system that funds enormous
Medicare subsidies In part by payroll taxes on the poor. Why
expect the next generation of soclal programs to do better?

There.is an alternative atrategy. Do not increase taxes by

ramping up subsidies and regulation. Reverse field and in-
crease access by lowering costs, dismantling entry barriers,
cutting subsidies, and increasing disposable income. Then, re-

pair our tattered tradition of charitable service now crowded

out by state-run programs. We can improve the situation for
people at the bottom without lurching to Reinhardt's egali-
tarianideul, which promises the same disastrous ¢consequences
in health care at homne as it has wreaked in the world at large.
How sad that at this late date Reinhardt has to search fora
clearly articulated social ethic having none of his own to offer.
After 30 years of trying, he should recognize that his concep-
tual cabinet is empty.

Richard A. Epstein, LLB

Univarsity of Chicage

Chieago, Ill -

1. Relnhardt U. Wanted: a clourly articulated social ethie for American hesith sare.
JAMA, 199T278:1446- 147

2 Epstein BA. Mortal Peril: Qur Inalienabls Right o Health Cars? New York NY:

Addison Wealey; 1097, .

Edited by Margaret A, Winker, MD. Senior Editor, ana Phil 8. Fontanaross,

MD, Senior Bditor.
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dependence is left unsaid.
control. .

" Medieal care insurance is not insuranea. Claims control is
impossible. Health care insurance is the problem, not the so-
lution. Catastrophic tare insurance is insurance and makes
sense when patients and their physiclans have free choice
among competitive alternatives. Medical savings accounts
make eminently good sense for the majority of Americans,
Nelther fits with the socialist need for power and control,
under which patients are vulnerable and physicians are nearly
powarless. More and more third-party interests are inter-
posed between patients and physicians. Who now is the pa-
tient’s personal advocate? - :

A social ethic holds that patient and physician each must
have free choice among competitive alternatives. The vital
special role of physiciang'and the vulnerability of patients must
be valuad and protected from subjugation or abuse. Physi-
c¢ians must be held to the highest technical and ethical stan-
dards. Each physician must cherish and practice the sacred

Hidden s the quest for powerand

s
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copyright transfer, and acknowledgment s essentlal for publica-
tion. Letters not meeting these specifications ars generally not
considered. Letters will not be returned unless specifically requested.
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duty to care for all patients with dignity and compassion irre-
spective of ability to pay, and they must teach those who can

‘follow this highly demanding calling.

Donald G. Lindsay, MD
Venturs, Calif :

1 geinhudt U, Wanted: s dlearly articulotod secial ethie for American health care,

© JAMA 19ITRIR1E-1KT.

* To the Editor~—Dr Reinhardt! paints & bleak pomit.of '

Americaas a Dickensian society that woefully and consciously

neglectsits young. Few would admit to being amemberof that'

society and few can argue with him since he has adroitly po-

. sitioned himself so securely on the moral high ground that the

rest of us, particularly those who may carp with some of his
arguments, wallow in the swamps of social callousness and
indifference. While other Western nations have said “yes” to

‘his model for & nation’s health care system, Reinhardt likely

sees the United States as a primitive, socially backward soci-
ety on the road to moral bankruptey.,

Why the contrast inattitudes about health care systemsand
social programs among these nationis? Is it a fierce sense of

‘rugged individualism, Independence, and self-reliance that -

have been and stfll are the hallmarks of the American ethos?
Is it because Americans have gaid “nay” not to a system that
denies care but “yea” to the historical right of 2 democratic
society to makeits choices unintimidated by the steely hand of

" pernicious governmental influence and free of the specter of

social systems that mre bleeding the economies of Western
Europe? S :

Reinhardt'sbogeymenare the ns ion’sf‘pcliéﬁﬁﬂdng elite”
" He portrays them as a covert enemy, a cabal, ready to formu-

1ate policy that would deny social justice to the downtrodden

and the dispossessed. Who are the members of this all-pow-.
_erful elite? Where do they meet? Do they have an Internet

address? I'm sure he realizes that it is not physiciuns who

.- control the political process and the focus of heslth care. In
Reinhardt’s home state of New Jersey, physicians have be- .

come Bo politically impotent that they are attempting the un-
thinkable for professionals—joining a labor union. Reinhardt

-~ does tell us that 8 majority of the members of Congress are -
part of the nation's policymaking elite. If so, his argumentis

with the American people as theirleaders and representatives

. mirror the ideas and sentiments of thelr constituency, If this -

elite that controls the direction of the nation's health care ig
special interest and lobbylng groups, then Reinhardt's dis-
tress is with the current American political process. Rein-
hardt may be uncomfortable with this, but as we approach the
fin de sfécle, it is this same American political process that has
triumphed in this century. ‘

It has been said that “nearly every great domestic policy
debate has revolved around the poles of elitism and egalitan-
anism.”® In keeping with that theme and with all the guileofa

polished politician, Rein}:ardt could not resist the temptation

. to frame his thesis in terms of class struggle and a redistribu-" ©

tion of wealth. Reinhardt has much to contribute to the na-
tional debate about health care system reform; unfortunately,
he dilutes his fine rhetorical skills by resorting to the effete

ploy of class warfare,

James F. Lally, MD ,
. Christisna Hospital - . -
Newark, Del ‘

1. Reinhardt UE. Wanted:a dea.ﬂy'-n.kula(_ad social ethic for American health care.

JAMA 199TZTB:1446-1441. S
2 Henry WE. In Defense of Elitiom. Naw York, NY: Doubleday; 1994,

In Reply.—Only Mr Epsteiﬁ“ answers my pointed question.
forthrightly; Dr Lindsay and Dr Lally beg the question with

sermons. . :
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" Epstein considers it perverse to give more health care to
poor children than to rich children whose parents can help
them avoid illness or injury. To call giving disenfranchised
children the health care that their parents cannot or neglect to
givethema “deviation from what is cons{dered right and good”
(the meaning of “perverse”) reflects his distinct social ethic

--and de gustibus non est disputandum. 1 wonder how many

other Americans share that ethic? As to his query as to why
redistributing wealth through health care is preferable to z °
- full-seale but destructive redistribution of wealth, one answer
{g this: targeting subsidies narrowly on health care to avoid
acute human suffering or stave off early death requires much

" less redistribution,

While impugning the quality of care that phyziciansin other
countries give children, Lindsay sidesteps my question with

. thedictum that “each physician must cherish and practice the

- sacred duty to care for all patients with dignity and compas-
sion irrespective of ability to pay.” His is a romantic egalitari-
anism for which cost presurnably is to be borne by the indi-
vidual physician rather than by society as a whole. How could
this work in practice? Inthe end, his approach would ration
health care by ability to pay simply through the loca* onal
choices of physicians. ' »

Lally writes of “a fierce sense of rugged individualism, in-
dependence, and gelf-reliance that have been and still are the -
hallmarks of the American ethos.” Where are these rugged
individualists? Are they among the rugged farmers, who can-
not make {t through the day without huge government subsi-
dies? Are they among any of the Americans who plead for
‘federu! fundy and for the Federal Emergency Management
Agency whenever disaster strikes, or, perchancs, among the

" {nvestment bankers whose investments in Hampton Beach

properties are protected by the US Army Corps of Engineers
and by federal flood insurance? Would I find them in the medi-
- csl professfon, whose members rely so heavily on public sub-
sidies for their education and the science they apply, who now
seek a federal tax preference for medical savings accounts,
who plead with government to funish managed care organi-
zations that arelatein paying bills, toimpose on managed care
organizations any-willing-provider Jaws, and to regulate man-
aged care organizations with countless other strictures, and
who have never balked at using archai¢ licensure laws to pro-
tect their own economie turf? Are there reslly any rugged
individualists at allin this society of imagined victims whorun
to the courts for succor at their slightest discomfiture? .
As all of these self-styled, rugged individualists enlist their -
government’s coercive powerto protect theirownfiscal health,
"they might more gracefully countenance the use of that power

+0 s alsolprotact the physical health of poor children and, in-
. deed, of all poor people. After all, gerious illness is a natural

 disaster too.
Uwe E. Reinhardt, PhD

_ Prineeton University
Princeton, NJ

Antlhypertensive Therapy: . .
Recommendations and Realltles

- To the Editor.—~Experienced physicians may be unenthusias- .
ticaboutthe FifthJoint National Committee on the Detection,
Evaluation, and Treatment of High Blood Pressure (JNC V)
recommendations for treatment of hypertension for reasons
not addressed by Drs Siegel and Lopez.' B-Blockers signifi-
cantly impair quality of life for many patients. For instance, if

_ & husband neglects to mention his drug-related impotence to
a physician, his wife might do so. Lethargy, constipation, and

“bronchospasm are common enough adverse effects to engen-
der reluctance among physicians to burden patients with g-

[P
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Burton D. Fretz Gerald MclIntyre

Executive Director Directing Attorney

Washington, DC Los Angeles, CA
MEMORANDUM

TO: Jeanne Lambrew

FROM: Trish Nemore

RE: Administration commutment to effecrive implementation of buy-in programs for low
income Medicare beneficiaries. *

DATE: February 20, 1998

Jeanne, as you know, last year the Kaiser Eoundatiéﬁ released a report prepared by
the Law Center cxamining the causes of low participation in federally-mandated buy-in
programs for low-income Medicare beneficiaries. The report txamined issues that exist for
the QMB, SLMB and QDWI (Qualified Disabled and Workmg Individuals) groups; now,
as a résule of the Balanced Budget Act, we have two new buy-in groups called Qualified
Individuals: QI-1s and QI-2s. Parncipanion barriers identfied in the report include
unfamiliarity with the program, unfamihariry wich the Stare Medicaid system and offices,

- and excessive application and verification requirements.

Throughour the BBA debare last spring and summer, as Medicare was being
dramatically restructured, press reports touted the Administration’s support for financial
protecuons for low-income Medicarce bencficiaries. The Administration now has a golden
opporruniry to take direct action to demonstrate that Support.

During the nine years of the mandatory buy-in programs (QMB began in 1989),
Members of Congress and advocacy groups have urged that the Social Security
Administrauon take applications for the benefits; Social Security has resisted doing this,
claiming overwork and inability to make the state-specific eligibility determinations required

- for buy-in. In 1990, Congress amended the Medicare law to require HHS to establish a

beneficiary assistance program that, among other activities, offers assistance “through
operauon using local Federal offices that provide mforrnatxon on the mcdncare program.”
(A copy of the law is attachf:d to this memo.) ‘

'We now have both a new Commissioner of Social Security and a new Administrator

of the Healch Care Financing Administration; the time is ripe for conversation between

Los Angeles Office: 2639 S. La Cienega Blvd. + Los Angeles, CA 90034 « (310) 204-6015 « FAX (310) 204-0891 '
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these two agencies concerning cooperation to berter implement buy-in benefirs.

We suggest the following possibilities for collaboration between HICFA and the
Social Security Administration to improve participation in the programs:

1. At SSA offices, screen all new Medicare enrollees for possible buy-in eligibility.
Take applications for buy-in programs from all those who enroll in Medicare who appear to
be buy-in eligible. This could be done by agreement with the states, similar to a 1634
process or the process by which SSA administers mandatory and optional SSI state
supplements. Or, Social Security could complete short-form buy-in applications that would
be forwarded to the states.

2. Enroll every SSI/State Supplement (SSP) recipient in QMB as part of their
SSI/SSP application; include notice of enrollment to the state in the routine State Dara
Exchange (SDX) transmission. ~

3. Use SDX darta to inform states of buy-in eligibility of those receiving SSI, SSP or
of those who are cut off of SSI but whose Title II income is at or below buy-in eligibility.
The SDX indicators currently contain 2 “QMB” entry which is not used, but is identified as
“for furure use.” This could be expanded to include all the buy-in programs, not just the
QMB program, i.¢. to reflect those for whom SSA’s information is that the individual has
income below 17’5% poverty.

4. Include in every annual COLA/Medicare ércmium notice letter (or ar least for

' thosc with incomes below 175% of poverty) informartion about eligibility and application

for buy-in. This should be specially highlighted — in boldface type or in a box.

5. As an alternative to No. 1, above, include information in every SSI and Title
1I/Medicare award letter where the award is for a monthly benefit under 175% of poverty
that the individual may be cligible to have her/his state pay some portion of the Medicare

~cost-sharing.

6. Post Buy-in Posters in every SSA office.

7. Give a simple brochure describing the buy-in programs to every Medicare
enrollee. '

These are some ideas to begin the conversation. Ilook forward to talking with you
further abour efforts to improve access to health care for low-mncome Medicare beneficiaries.
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| Welcome and Introductions

OFFICE OF

THE VICE PRESIDENT

WASHINGTON 2\ %

AGENDA FOR PLANNING SEMINAR

FAMILY RE-UNION 7: FAMILIES AND HEALTH %@/ d%

Vice President’s Ceremonial Office

1:30-4:00 PM

October 28,1997 | RN R%
\‘ ~
1:30-1:40

The Family Re-Union Policy Initiative - 1:40-1:45
Comments from Sponsors and Chair A 1:45-1:55
Welcome from Vice President Gore | A 1:55-2:00
Presentations | 2:00-2:30
° ANN RCSEWATER:

Families and Health

L BEVERLY JOHNSON: What is family centered care‘?

o JUDITH KATZ LEAVY: Implications f:)r mental health care

° BARBARA HUFF The parents’ perspective

® KAREN SCHROCK: Implications for a state—wide‘pub]ic health system
® BOB BLUM: Family iﬁvblvement in édolescent health
Discussion led by Vice President Gore : v 1 2:30-27:55

Implications for Conference Plan and General DiScussion | 3:00-4:00
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L structures when an entlre famdy is 1nvolved in pneventton decrslon-maklng and care.. They have

o,

at Vanderbtlt Umversrty and is scheduled for June 22 and 23 1998 f’f

e Imttal planmng drscussrons have mcluded leaders from the ﬁelds of farmly oentered care
mental health publlc health farmly members and physrclans 1nvolved in the care of’ chromcally'lll
chrldren and experts in managed care among others. They have 1ntroduced the body of research‘ 1
demonstrates reduced mortahz and health costs, 1mproved pauent outcomes and strengthened family

the issues ‘of trarmng of health care professtonals the 1mpact of managed care and publlc health polic

support needed for. whole families of chnomcally rll dependents and the lrnportance of treaung e

members as full partners m health care o
The early dtscussrons have also dealt wrth the constrtuencres that must be mvolved in any o
systemlc change ‘heath care professronals famrhes who are. consumers purchasers of managed care; N
“health care’ executrves commumty-based orgamzauons etc. Specral attentton has been drawn to. the 1ssues
-of famrly pari:nershlp in mental health care, neo-natal care oncology, and'in 1solated rural and poor urban
“areas, pedratrtc AIDS and other more speczahzed issues. Innovauve strategtes have been explored such as
brmgtng pedlatnc medtcal students to the homes of famrhes wrth chromcally 1ll ch1ldren to understand the
realltles of the1r care. : ~

~

_ mvolve famrhes as partners in mamtammg, 1mprovmg and restormg thelr health and that of thelr - :
dependents Health care should not be sornethmg that is “done to’ famthes The mental health and farmly
strength of those copmg with chronic 1llness of the very young or elderly f: amrly members 1s achreved by‘ E
thoughtf ul teamwork The rest of the planmng process and the. oonference 1tself wrll bnng th@e issues 1o
‘leaders in practrce and pohcy and result in. programmauc and pohcy change to amore famtly centered
approach T e : ‘ '

Ca ~, y o e o '.,.-

The conference wrll agam be co-sponsored by the Clnldren Youth & Famlly Consortmm of
the Umverstty of’ anesota and the Child and Famrly Pohcy Center of Vanderbtlt Umverstty As in the,,..‘} e
-past there will be hundreds of down-link sites around the oountry as well asafew selected mteractlve t
sites, and numerous workshops “The UCLA Center for Communications and the Boston Umversrty o
School of Film and Bnoadcastxng will produoe short films addressmg this topic, and follow up actrvrtres R
especrally those addressmg professronal trmnmg wrll be desrgned R
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. BRIEF LIST OF SOME FAMILY RE-UNION OUTCOM

’ FAMILY RE UNION Apnl 24 1992 ~ S ,

s . This conference was built around a behef in the stnengths and assets of whole farmhes d
,urged the nnportance of llstemng carefully to thelr self-deﬁned needs in deterrmmng pohcy, rather ]
L burldmg bureaucrac1es around the pathologres of mdrvrduals Vlce Presrdent Gore was the Jumor Sena

Local groups from around the state took up the ldea of “Care Fairs” suggested by:oni
E speaker ‘These were gathenngs held before the openmg of school at a local elementary_schoo
R whrch brought together all servrces for famrhes in'one locatron glvmg fanuhes better access
I B and commumtres an opportumty to burld networks i
e e The 800 partrcrpants agreed that major changes in pohcy a.nd pmgrams were essentral
RN families were not gomg to be tomn apart by attempts to “fix” mdrvrduals Senator Gore
promrsed to reconvene the conference the followmg year Y pursue thrs pohcy shlf

v \.
- : : \\4_ : o,

FAMILY RE-UNION no REINVENTING FAMILY POLICY July 30, 1993 ‘f'i S :
S Adoptmg the perspectlve of the ﬁrst “Farmly Re—Umon the Vice Presrdent and representauves '

i -‘of federal state and local govemment held a day-long series of roundtables seekmg to understand what we ..
e mean by “Llstenmg to families”, how programs and pollcles would work if they used thls approach how

, e we would | measure and reward success 1f farmly strength were the goal and how pcllcy would have to

i 'change as a result. -

© o *An mtergovemmental partnershrp of maJor federal agencres and state and local govermnent

. known as. “Partnerships for Stronger Famllres” was: formed and contintes toexist. .
The Part;nershlp has worked toachieve’ bottom-up reform and benchmarkmg of results in such

. mmatwes asthe Indlana Step-Ahead Councrls the Oregon Optlon and the , k AR
, Cormectlcut Memorandum of Understandmg In each case state and local govemment A

~ has sought ﬂexrbrhty of: federal fundmg and guidelines that would - respond to local rmtratrves S

L and be accountable to local measures m order to respond to the needs of famrlres and |

e ‘Atthe Vtce Presrdent s request semor representatrves of the Departments of Health and A
- - 'Human Servroes Educatron Housmg and Urban Development Justice, Labor and Agnculture ’ '
. ‘metto detenmne a set of prmeiples of famrly policy denved from the work of the o
‘ conference ' : : ) o

. '« These pnncrples were used in, desr gnmg ‘the apphcahon process for the newly created

o Commumty Empowerment initiatwe led by Vrce Presrdent Gore. Local commumnes
-were encouraged to deﬁne their ¢ own goals and needs and strategres such as a “smgle pomt of
contact were employed to facrhtate the federal response f N
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refonn pmgrams pollcres research and personnel practrces so that they proactrvely strength}
e e ,fatherhood wherever appropnate The mteragency worlung group whrch formed i in response
.17 o thisequest meets regularly and has affected real change. Among many are the following:
e Changes in t’ederal housmg regulatlons SO that fathers are not excluded from publrc

L ‘fathers redesrgned requests for proposals whrch encourage father parhcrpatron and P i T
‘ -personnel ‘policies which encourage fathérs’. active partrcrpatron in therr chrldren s lrves :‘f,'
A yearl later the: Vice President charred a large conference of federal workers in orderl"* -
", toreview progrees and: suggest additional strategies. - v Lo
e Recently, the Natlonal Center on Fathers and Famrlres rssued a report on thrs

" conference, - : el e e .

. FatherNet an mteractwe electrcmc resource for mdmdual fathers researchers i
S orgamzatrons and eommumtres is thnvrng and prvovrdmg a lrvely exchange of 1nfonnatron o
ST this toprc Ttis housed at the Umversrty of anesota. ' *

e FAMILY RE-UNION \IV FAMILY AND MEDIA July 10 1995 S ,
o ‘» . ’Spurred bya concem the: prevrous year oni messages chrldren were recervrng from medra about”
. the role of men and fathers whrch was too often deprcted as vrolent and destructlve the sponsors and the ‘
. " Vice President tumed their attention’to the  positive and negative roles that media plays in the lives of -~
e '{V"}.chrldren and their families. Bnngrng together mdustry leaders, educators psychologrsts and experts in" "
R 'technology, Famrly Re-Umon 1V broadened the options for famrhes concemed about the impact of medra }
e e Presrdent Clmton announced the. legrslatron whrch made the “V- Chlp” a realrty and wrll g
requtre that all televrsrons are equrpped with a devrce that enables parents to control therr ‘_

N f.chrldren § access to vrolent programmmg : SRS

: s Followmg a Whlte House Summit;. ‘on Chlldren’s Televrsron in 1996 broadcasters

. ,voluntanly agreed toa ratmg system to help parents screen content for children. \'
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‘ K An 1mproved ratlng systemswas agreed to in October of 1997

' s Ata:White House Summxt on, Chlldren’s Programmmg the m eed
R prov:deammtmum of three hours of quallty chrldren’s programmmg week. Thts
'plan was adopted by the FCC and went into effectin September 199’? S e

- *The Nat:onal Instrtute on Medla and the Family msprred by the conference was RO
) founded by Dr Davrd Walsh in Mlnnesota. The center has become an mternauo' ally '

l-jfrecogmzed resource on l’hlS 1ssue w L o

FAMILY RE-UNION V ",‘FAMILY AND WORK June 24 1996 o
' . A growing tensnon between the demands of work and farnlly had been outlm e ,ln,sevetal of -
the conferences and FR_V tackled tlus 1ssue head on. Bnnglng together corporate leaders. labor leaders L
workers acadenncs studymg the balancmg act that famrhes expenence and 1ts 1mpact on the WOrkplace
. the conference explored strategles such-as telecommutlng, flemble work schedules _]ob shanng and the
e \ role of quallty c}nld care and workplace atutudes : N
e OPresrdent Cllnton called foran expansion of the Fan'nly and Medrcal Leave Act: "~ = '
B that would enable farmhes to parucxpate 1n thelr chlldren 'S schools and take them and elders 1n ,' S
- the farmlyto medtcal appotntrnents L SOl E T Vo
i . The President. also’ announceda“comp trme” proposal that would glve workers Vi o
‘ _"dlscrenon to take time in lieu of compensauon = - L ..
. .+ A Presidential Memorandum requlred all federal agencles and programs to re-examme o
-.and rewnte thelr personnel pollc1es so they created d “"Famlly Frlendly Federal - .
' Workplace” The Vlce President has Just presenteda report to the Presrdent on the
' successes: and rernalmng tasks related to that initiative. - C
S « The Vlce President and.members of his staff have addressed numerous conferences gmups S
wof employees and human resource managers seekmg advice on tlns toplc

,,,,,,

B2 prmr RE-UNION VI: FAMILIES AND LEARNING June3s, 1997 . * |
oL Work and famlly dlscusswns had focused a great deal of attention’ on the 1ssue of farmly
St mvolvement in chlldren s learning. This conference rewewed the research showmg how crucxal this i 1s

o -'fnom the first days of hfe in a child’s intellectual and emononal development. l—hghlx ghnng remarkable

, examples of famxly/school partnersmp, the conference explored ways in whtch thls approach transforms A
_Children’s leammg, parent S ltves and j()b prospects teachers and admrmsuators understandmg of' students‘.

A and connecnon to. the commumty, and ultunately, school govemance and structure ~ -

' * elIn November 1997 a collaboratlon of’ four graduate schools of educatlon formed > R
in plannmg the conference together with the Partnershlp for Famlly lnvolvement of the AT
Department of Educatlon co—sponsors anational teleconference - provrdmg trammg t‘or L L
teachers in. successful techniques to involve. parents. A gurde w1|l be publlshed and wrdely o
drstnbuted to the many satellite downlink: sites. ‘ o G _ ]

* Some statewide and local downlink s1tes have: orgamzed a response to the telwonference
wlnch w1ll move the agenda in many parts of the country

\
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Planmng Semmar, for Famil

Meeung called by Nancy Hort
Staff contact:
Bneﬁng prepared by Nancy Hort

- conference sponsors w111 not be expected to speak except dunng the general dlscussron
' NO’I‘E. Martr Enckson is on a speaklng tour in Austraha and in her absence R : S

. ‘Dr Robert Blum who ischairof the Consortlum is represenhng the Umversrty of

T '{mvolvement in posmve outcomes for adolescents

\ OUR ROLE AND CONTRIBUTION

i ,‘ :pollcy development process; and to your understandmg ofa complex issue.. Although thls
R conference '

ﬁt’I’I‘ACI-IMENTS

~ “Families & "Health” .
) Ceremomal Ofﬁce e
1 55-2 55 PM Tuesday October 28 §1‘997

Nancy Hoit, Tmpersan dors

:; ‘_j‘,wﬂl each speak bneﬂy on thelr toprcs 50 that there wrll be trme for drscussron The

Do anesota “An mtemahonally reeegmzed expert on adolescence he has gamed w1de
L recogmtton for his recently released study demonstratmg the 1mportance of parenta.l

S O

' "’"'i You wrll greet the group on amval and thank them for thelr mlhngness to contnbute to thlS l' e

. i .Session is; related to the conference toplc itis not specnﬁcally a planmng sessron for the

SN2 'lnstofAttendees S
T Agenda for the meehng
. Blographles Ofthe paxncxpants ‘ S , ; L
LA background piece on this conference and another on’ Fam11y Re-Umon .
. A summary of the outcomes of prevrous conferences ’

EERY
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Medicare Commission

Quality Commission
HCFA

Healthy Families

Long-term care

Will be in the middle of commission, issues raised

Anti-gag rules, commission report due in the sprlng, leglslatlon
. moving ' ~

Executive Orders, what Medicare/Medicaid can do to be more
family friendly.

exercise and preventive care -- skin cancer, heart disease, diabetes,

Strategies for long-term care, nursing home quahty, alternatives,
family friendly

Children’s Health Implementation  Child ca;r.e centers what families can do to get children

Physicians

Children’s health

VP Priorities

™ Genetics

== Cancer

© Mental Health
AIDS
Environment
Infant Mortality.

Tobacéo

more involved,
Helping children with long-term illnesses

Family friendly '

Reaching out to ensure children, family mvolved in children’s
health care, child care centers.

Healthy babies, building on Mrs. Gore s SIDS campalgn Well baby well
child care.
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Robert Blum‘ TMD PhD Professor and Dtrector Dwrsron of Pedlatrlcs & Adolescent Heal'

L “importance of-the parental role in the social, academtc and emotlonal health of the adolescen

k 'Campaxgn to Prevent Teen Pregnancy, and consults wrth UNICEF and other mternauonal '

IR representmg the co-sponsoring organization in Dr Enckson’s absence.-‘.f

o ,natlonal famrly-run orgamzahon for chlldren with emotional, behavroral or mental disorders. d
o thelr fatmites I-Iavmg develoPed a state-w1de chlldren s mental health advocacy orgamzatlo

' BIOGRAPHIES IN ORDER OF PRESENTATIONS = -

the Umvers1ty of Nhnnesota recelved 1nternat10nal acclalm for the study recently released on th

.Editor: of two books over.a hundred arhcles and reports he is. past Prestdent of the Socrety for
.ZAdolescent Medrcme serves 1n leadershlp mles in the Guttmacher Insutute and the Nattonal

- ';orgamzauons As. Chair of ‘the Chxldren, Youth & Family Consortium he is

3 ) Barbara Huff Execuuve Drrector Federahon of Famrhes for Chrldren s Mental Health, a

N Kansas in 1988 ‘'she was the first presrdent of the Fedexanon and i§ herself the parent of a daughter

S w1th setious emotlonal problems She pro\udes trarmng, Workshops and lectures to orgamz.atlons

o acnoss the country, and has recerved nurnerous awards and represents the Federauon on many
’ ’natlonal boards and task forces e : , :

- K Beverly Johnson Presrdent and CEO Instltute for Fannly Centered Care in Bathesda MD and
i'herself a former pedratnc pauent in. chromc care. Begrnmng asa famrly support worker ina"
. children’s hospital, she later sérved as trustee of Children’s Nat10nal Medical Center in Al :
' _' ‘Washmgton and as Executtve D1rector of the Assocratlon for the Care of Chrldxen s I—Iealth She
- has co—authored books on fanuly centered practlee for matermty care, newborn intensive care, and
e y gmdelmes for hospltals She is cunently developmg famlly centered matenals for adult oncology

= VShe has produced two award wmmng ﬁlms

t

L ‘:'Judlth Katz-Leavy, Semor Pohcy Analyst Office of Pohcy, Planmng and Admrmstrahon
' - federal Center for. Mental Health Serv1ces She 1s the co-founder of the Child and Adolescent

- Service. System Program (CASSP), and has spent her career workmg to nnprove semce dehvery

- A'-systems for chlldren and adolescents wrth mental health needs and therr farmlres In 1993 she O

o -CareTaskForee

, served as Co~Cha1r of the Chlld Mental Health Sub-Group in the Admtmstrauon 'S Natronal Health
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: Karen Schrock Chlef Center for Substanoe Abuse Semces Mlchrgan Department of
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" Violence: agamst Women and coondmates the Department's Natronal Strategy to Prevent Teen

N Prevrously she served as Deputy Ass1stant Secretary for Human Semces Pohcy and
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f' : \,Casey, Ford and Rockefeller jt oundatrons staff director- for the US House of REpresentatlv
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AGENDA FOR PLANNING SEMINAR
FAMiLY RE-UNION 7: FAMILIES AND HEALTH
N che Presxdent s Ceremomal Ofﬁce L

| October28 1997 130-400PM

ANN ROSEWATER- ; Famlhesand Health e
BEVERLY JOHNSON' | What is famlly oemered care? R
JUDITH KATZ LEAVY. Implxcat:ons for mental healthcare

BARBARA HUFF j. The paxents perspecuve RS

KAREN SCHROCK. o Imphcauons fbr a state—wxde pubhc health system

BOB BLUM' ‘_{'. L ji: «Fz};iﬁly{i:ri\(bl_\lvqmbntlin_ad&)lf:éﬁ:ér;thealth 1 :




S BACKGROUND AND HISTORY

, »famrly pohcy conferences which he moderates. These “Famrly Re-Union™ conferences pmvrde the’ Vtce
. Tresrdent and others Wh() make pohcy at'the’ federal state and‘local level an opportumty o learn from the
SR experience | of famrhes themselves -and those who work wrth them: "The Vroe Presrdent belreves thatfo
: far 100 long we have created programs desrgned to address the pathology of 1nd1v1duals or. the néed
- the bureaucracy that serves them He seeks to fmd ways that we-can undelstand the needs ot” whole
o 'famrhes and. commumtles and burld on their strengths Each conference brmgs together 1000 1nd1vrdual :
~.on srte and thousands imore at remote satelhte sites’ and provrdes an opportumty to: explore a topr
‘ %.-suggested by the. work of the prevrous conference : ; -

" FAMILY RE-UNION: A FAMILY POLICY INITIATIVE -

\’ B

Vrce Presrdent Gore rs leadmg an. ongomg famrly pohcy 1n1tratlve that ls mformed by the annual .

The conferenees are. sponsored by the Chrldren Youth & Farmly Consortrum of the.

;o Umversrty of anesota and the Child and Famrly Policy Center at’ Vanderbrlt Umversrty Funded by Y
'lcharltable foundatrons and mdmdual donors they have: provrded a hvely exchange of 1deas among experts ’, S
“in various fields, gmssroots program drrectors academic researchem and average crtlzens The

L 'conference srte is Vanderbrlt Umversny in Nashvrlle 'I‘ennessee .

Famrly Re-Umon mruauve seeks to "rernvent" famrly pohcy so that it reﬂects the reahtles

g ‘ facrng famxhes and government today. For example in response to one of the conferences "Fam1ly Re- .

*. Union I1: The Role of Men in Chrldren s Lives", pnvate sector orgamzatrons have acted ‘on'the Vroe

R Presrdent‘s concept of a natlonal "Father to Father" program ‘created “FatherNet and a P:aetrtroners
L ;Network of those who work wrth urban fathers and a oollaboranve of foundatmns ooncemed w1th the

. famrly mvolvement in educanon and farmly centered health care

I B issue’ of father mvolvement A Presrdenttal Memorandum enntled “Supportmg the Role of Fathers m jfj- -'?-:- o
L . Famrlres 1s bemg lmplemented by a wrde anay of federal agencres and programs ~

. "\'
,.(‘ .

Each conference is the result ofa year-long planmng process that bnngs together experts and

o E academrcs in the ﬁeld along wrth pmgram leaders and individual famrly members affected They engage 1n». BT
, S .a dlalogue w1t11 each other the sponsors and the Vice President, raising crucial programmatrc and pohcy SRR
T o issues that. become the core of the' ‘conference. Perhaps the most si gmﬁcant outcome of each conference ,
Sl ‘» “has been the ongomg partnersh1ps created between orgamzatrons and mdrvrduals in each ﬁeld that have ;
" built momentum behrnd new. ways. of addressmg long standmg issues stich as the absence of fathers in:

chrldren S hves the rmpact of the media culture on children, the delrcate balance between work & famrly,

et AU



FAMILY RE-UNION 7: FAMILIES AND HEALTH PLANNING SEMINAR
: : LIST OF ATTENDEES-
Vrce Presrdent’s Ceremomal Office

October 28, 1997

CHAIR AND CO—SPONSORS : e |
| Jill Iscol, Famxly Re- Umon Chalr , S 203-972»5235
Bill Purcell, Dn'ector Clnld and Famﬂy Pohcy Center ~~ . 615-343-9905
Vanderbllt University L ‘ '
Robert Blum; Professor and Director, Division of Pedratncs S 612-626-2820

& Adolescent Health, Umversﬁy of Minnesota .
Charr of the Chlldren, Youth & Famxly Consortmm

' Barbara Huff Executlve Du'ector R *'- . - . 703-684-7710 ..
‘ Federatlon of Fan:nhes for Chrldren s Mental I-Iealth S :

Beverly Johnson, Presrdent and CEO Instltute for Farmly Centered Care 301-,65_2—6281 )
. and former pedramc patrent in, chromc care . . : C »

: Judlth Katz-lﬁavy, Semor Pollcy Analyst Ofﬁce of Pollcy, o ' 301 443-2440
‘ Planmng and Admmlstratlon federal Center for Mental Health Servrces

| Ann Rosewater Counselor to ‘the Secretary S 'A o ._v,‘ . 202-260-9923 - ,‘ o

US Department of Health and Human Servrces

 Karen Schrock Chief,. Center for Substarice Abuse Semces S 5173358808 - -

Mrchrgan Department of Commumty Health

‘ 'xLucxa Gl]hland Mrs GoresStaff



Nancy Hoxt Famlly Pohcy Adv1sor to Vlce Presxdent Gore
‘Susan LISS Chief of Staff to Mrs Gore e N
Lisa Mallory, Ch1ef of Staff National Performance Rewew ’
‘Crystal Roach, Staff to the National Performance: Revxew .
Trooper Sanders Policy Staff for Mrs Gore

'Katle Smith, White House Intern

Beverly Yates Semor Pohcy Adv1sor Nattonal Performance Rev1ew. ‘




 BIOGRAPHIES IN ORDER oF PRESENTATIONS

' Robert Blum MD PhD Professor and Dlrector Dmsmn of Pechatrrcs & Adolescent Health, -
at the Unrversrty of anesota recelved 1nternatlonal acclalm for the study recently released on :
the importance of the parental role in the social, academlc and emotronal health of the adolescent.
-~ Editor of two books over a hundred artlcles and reports, he is past Pre51dent of the Socrety for
Adolescent Medicine, serves in leadership roles in the Guttmacher lnstltute and the National '
: Campa1gn to Prevent Teen Pregnancy, and consults wrth UNICEF and other 1nternat10nal\ . :
: orgamzatlons As Chair of the Children, Youth & Falmly Consortlum he is representmg the o
o-sponsormg orgamzatlon in Dr El‘leSOIl S absence V ‘

Barbara Huff, Exeeunve Director, Federatlon of Farnllles for Chlldren ) Mental Health a

natlonal fannly-run orgamzatlon for children with emotional, behavroral or rnental dlsorders and‘» R

their farmhes Having developed a state-wide chlldren s mental health advocacy organlzatlon in

‘Kansas in 1988, she was. the first presrdent of the Federation and is ‘herself the parent ofa

~ daughter w1th serlous ernotlonal problems. She provrdes trammg, workshops ‘and. lectures to

'organrzatlons across the country, and has recelved numerous awards and represents the Federanon_ ':: :
" on rnany natlonal boards and task forces .

Beverly J ohnson, President and CEO Instltute for Famtly Centered Care in Bathcsda MD, and -
herself a former pedratrlc patlent in chronic care. Beglnmng as a famrly ‘support worker in a
children’s hospital, she later served as trustee of Chlldren $ Natlonal Medical Center in

Washmgton and as Executlve Drrector of the Assoc1atlon for the Care of Chrldren 8 Health She * -

has co—authored books on fannly centered practlce for maternlty care newborn intensive care ‘and
gu1dehr1es for hospltals She'is currently developlng fam1ly centered materlals for adult oncology
' She has produced two award wmnmg ﬁlms -

. Judlth Katz—Leavy, . Semor Pollcy Analyst Offlce of Pollcy, Planmng and Adrnmlstratlon ‘
federal Center for Mental Health Servtces She is the co- founder of the Child and Adolescent =
M Sennce System Program (CASSP) and has spent her career workrng to 1rnprove serv1ce dehvery
- systems for children ‘and adolescents with mental health needs and their families.In 1993 she
- served as Co~Charr of the Chtld Mental Health Sub Group in the Admrmstranon s National Health ,
_ Care Task Force . -



Ann Rosewater Counselor to the Secretary, US Department of Health and Human Services. -

~ Am Serves as ‘the Secretary S prtn(:lpal advisor on cross-cutting mtttatwes 1ncludmg domesttc .
V violence, follow—up to the Whtte House Conference on Early Chrldhood Development and ,)
' . Learning, and strengthemng the Department’s capacity to address health, social and economic’ "
development at the local level. She serves as co'-chairxof the- Department’s Steering Committee

on Violence against Women and coordinates'the Department’s National Strategy‘ to Prevent Teen -

Pregnancy. ‘Previously she served as Deputy Assistant Secretary for Human Services Policy and

Deputy Assistant Secretary for Pohcy and External Affairs. She has been a semor associate at the o
B ‘Chapln Hall Center for Children at the Unwersrty of Chicago and a senior consultant to the Pew, |
" Casey, Ford and Rockefeller foundations, staff dlrector for the US House of REpresentatlves o
Select Commrttee on Chlldren & Youth whtch she helped to create and in major roles wrth
o Children’s Defense Fund and the Natlonal Urban Coalttlon '

" Karen’ Schrock Chlef Center for Substance Abuse Semces M1ch1gan Department of e )
Commumty Health Prewously Ms Schrock served as Chtef of the Division of . Services to:f o

Crippled Chlldren Chref of Mmorrty Health and of the Eastern Regtonal D1v1sron of the MDPH; - r‘ .

Bureau of Community Services. She serves on several nattonal substanee abuse related boards and R

_ the boarcl of the Institute for Fanuly Centered Care. She is active in state and local orgamzatlons. :

mcludmg the PTA
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" Crash Course for Doctors
- 1n Treating the Elderly

The aging of America necessitates medical changes

medical needs. Adequately meeting them

is a growing challenge as the elderly pop-
ulation increases. Longer lives and an aging
baby-boom generation will boost the share of
the U.S. population over 65 from less than 14%
now to 20% by the year 2025,
meaning that about 70 million
Americans will be 65 or over.
Yet too few physicians are

] ike children, older people have special

" The aim'is to better acquaint
" family doctors with the

centtives Congress and President Clinton have.

approved o encourage Medicare recipients to
enroll in managed care health plans, About 12%
of seniors are now in such plans, a number

expected to double in five years. Under man- °

aged care, Medicare patients are more likely to

N be treated by a general prac-
titioner than a specialist It's
Increasingly important that
managed care providers

specialiss trained (4 gqlhproblems heyare * UDdirEang the puculs

changes that often go with. /07€ likely 1o encounzer in Besides trying to familiar-

aging. The American Geriat- the elderly than in the ‘ize doctors with these special

|| s Sockisndhe Biue  geera arns ppulcio. i probiems, e ne
s and Blue Shield Assn., R an aims. r i

* the nation’s largest health N ?ootherne_eds assoc!;ag'edwith

insurer, hope to do something about that.

The geriatrics society is offering to provide a
crash eourse in treating the elderly toabout
10,000 Blue Cross Blue Shield doctors. The aim

is not to produce more certified geriatricians—

. there are only about 8,000—but to better
acquaint family doctors with the health prob-
lems they are more likely to encounter in the

" elderly than in the general patient population.

"Those Include adverse drug reactions—older
- people are more likely to be taking a number of

medications, raising the risk. of harmful’

-interactions—malnutrition, sleep disorders,
osteoporosis, depression and dementia.
Thiz initiative.follows closely on the in-

— - .-

- -

growing older—for example, whether a-

patient’s physical or'mental state indicates a
need to get help with daily living activities.

" And, recognizing that older people tend to seek

advice from their doctorz more often than
young people, the training will even suggest
that doctors set aside time each day to return

. calls to elderly patients.

Medical science has learned much and is

Jearning more each year about aging and its

special health problems. The imperative is to
gpread that knowledge more widely amon

physicians. The Blue Cross Blue Shield experi-
went provides a possiblé mo i) man-.

aged care providers,

"‘ ——
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