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President Continues to Fight to Expand Health Care Coverage for Qur Nation’s Children

Today, the President anncunced that he is committed ' o assuring that the balanced budget agreement’s
children’s health plan hsve meaningful benefits and tt at it include the Senate-passed 20 cent tobacco tax which
increases the investment for children’s health care fro:n $16 billion to $24 billion. This would represent the
largest investment in children’s health since Mcdicaid passed over thirty years ago. In making this
announcement, the President outlined the principles h: will use in evaluating children’s health coverage
emerging from the Budget Agreement:

»

That coverage is meaningful: from checkups to surgery — children should get a full range of benefits
to ensure that children receive the care they ne :d to grow up strong and healthy. It cannot be a
meaningful benefit if it does not include presci iption drugs, vision, hearing, and mental health coverage.
It must also ensurc that families are not forced to shoulder excessive costs for their children.

That it supplements not supplants coverage these funds must be used wisely. This investment
should cover children who do not currently ha ‘e insurance; it should not replace public or private
money that alreadyv covers children.

That it includes revenue from the Senate-passed tobacco tax: in an overwhelming bipartisan basis,
the Scnate passed a 20 cent tobacco tax'and all >cated revenue from this tax for children’s health.
Including these additional revenues in the chililren’s health initiative will not only further reduce the
number of uninsioed children, but it will serve as a financial barricr to help prevent our children from
starting smoking in the first place.

Today’s announcemen! builds on the President’s p -evious successes in strengthening health carc
coverage for children.
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Children and Immunization. As the Presideit announced today, 90 percent or more of America's
toddlers in 1996 rcceived the most critical dose s of each of the routinely recommended vaccines --
surpassing the goal set by the President in 199:..

Children and Tubacco. The President issued guidelines to eliminate easy access to tobacco products
and to prohibit ccrapanies from advertising totacco to kids. Each day about three thousand children
become regular simokers and 1,000 of them will die from a tobacco-related illness. According to former

-~ FDA Commissio:er David Kessler, the possib: lity of a comprehensive, public health oriented

settlement with the tobacco industry could not have come about without the President’s leadership in
this area.

Children and the Kassebaum-Kennedy Law. By signing this bill into law last year, the President

helped millions of American children keep the r health care coverage when their parents lose or change
jobs.

Children and the Environment. Earlier this rear, the President signed an Executive Order to reduce
environmental health and safety risks to children by requiring agencies to strengthen policies and
improve research 10 protect children and ensur:: that new regulations consider special risks to children.

Childrcn and Medicaid. Throughout his Adr uinistration, the President has fought to preserve and
strengthen the Medicaid program,; its coverage of about 20 rnillion children, makes it the largest single
insurer of children. The Administration has partnered with states through Medicaid waivers to expand
coverage to hund:reds of thousands of children.
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FROM: Chris Jennings and Jeanne Lambrew

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

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

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

Second, there is no requirement that states provide coverage for children uninsured for only one
month. While not explicitly prohibited, it is highly unlikely since states have oﬂgg [estricted

ibilj uninsured Jeast six mopths. States are prohibited from using Federal
funds to pay for children who would otherwise have private coverage. States also are required to
caye that they are not substituting for pri e. This means, for example, that they

verify that the child’s parent.-dees-net-have-aecess-to.emplayer-based insurance or target children
like those of workers between jobs who often lack access to affordable private insurance.

—
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Third, the authors suggest that the benefits offered to children through the state initiatives will be
so much better than private coverage that families will prefer it. This is an exaggeration.
Although the benefits offered to children by states will be meaningful, they will not be more
_ generous than those received by most privately covered children. In fact, the benchmark plans
for the new coverage were purposefully chosen_bccausc.ihey.almad,y.covep-many-childmn% the
state. States also will be allowed to charge premiums and cost sharing, within limits, so that the
financial difference between state and private coverage will be small (if not zero). 3

/\

misunderstanding about them. In addition, there will be a letter to the editor of the New York
Times by Jonathan Gruber, now a deputy assistant Secretary at Treasury, who co-authored the
crowd-out study cited in the op-ed. He will object to its misuse and support the new law.

ekl % ‘"
% l We are working on a fact sheet about the law’s accountability provisions since there is a general










To the Editor:

On the day that the President signed into law the largest expansion of health insurance for
children in 30 years, I was disappointed to see my own research being used to attack that policy
by Douglas Besharov (“Beware the Real Agenda”, Op-Ed, August 5). As Besharov notes, David
Cutler of Harvard University and I have documented that there is a substitution problem with the
existing Medicaid program: as the government provides public insurance to uninsured children,
it also covers some children wha would otherwise have private insurance. This substitution
problem exists because the traditional Medicaid program is more generous than most private
insurance plans, and it is completely free, making it attractive for some privately insured to drop
their less-generous and costly private coverage and move onto the public program.

What Besharov does not recognize, however, is that the $24 billion children’s health initiative is
explicitly designed to deal with thlS problem. It allows states unprecedented flexibility in
designing the benefits package, while maintaining high quality comprehensive coverage. The
benefits package offered by states need be no more generous than the typical private insurance
policy in the state, and states are allowed to charge both copayments and premiums to enrollees.
Dropping private insurance to join the state program will be much less attractive in this
environment. Moreover, states that expand their children’s coverage are required to ensure that
the program is not substituting for private insurance.

The experience of state programs in Florida and Minnesota strongly support this argument These
states offer benefits packages in line with private insurance policies, charge nominal copayments
to low income enrollees, and have safeguards against the substitution of public for private
insurance. In both cases, researchers have documented much lower substitution than Cutler and I
found for Medicaid.

The potential for substitution should not overshadow the enormous public health benefits of
these expansions. Due to the Medicaid expansions of the 1980s and early 1990s, there are 4000
fewer infant deaths in the U.S. each year. These crucial benefits of public insurance will now be
extended to millions more American children.

Our work on children’s health is not done. There are important implementation issues to be ‘
addressed, including how to most efficiently target the new funds. We must also educate parents
about their options, including the Medicaid program: three million children are already eligible
for Medicaid, but are not enrolled, and are mostly uninsured. But as we begin the work we
should appreciate the tremendous gains for public health afforded by this historic expansion of
insurance for our nation’s children.

JONATHAN GRUBER
Deputy Assistant Secretary, U.S. Treasury Department
Professor of Economics, MIT




Implementation of Children’s Health Initiative. We have started a process with HHS, OMB,
the First Lady’s office, and others designed to assure an effective implementation of the new
children’s health initiative. By next week, we will have completed a timetable that outlines
important due dates for any necessary guidelines and regulations to help the states interpret and
design children’s health plans. It will also list meetings/forums with state representatives
(Governors, Medicaid Directors, etc.), children’s advocates, health care providers and others who
are extremely interested in the new children’s health options. We will be evaluating whether
participation by you, the First Lady, Donna and other principals may be desirable to highlight the
new Federal dollars and opportunities to cover uninsured children. We are also producing
responses to frequently asked questions about the new law, so interested parties have a good
sense of the statute and the process for implementing it. Lastly, we are now reaching out to
foundations to determine their interest in using private dollars for outreach efforts designed to
cover the 3 million children currently eligible but not enrolled in Medicaid. There seems to be a
good deal of interest and we will keep you informed of developments.
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[t's Time To Take
The Next Step.

Full GME Funding for Children’s Hospitals!

The future of pediatric health care rests in our hands. Last year Congress heard the cry
for equitable graduate medical education (GME) support for children’s hospitals. We
appropriated $40 million to get started in FY2000 and then unanimously authorized
$28S million for FY2001. This year we should appropriate full, equitable GME support
for our independent children’s hospitals in FY2001. It's for all of our kids.




THE WHITE HOUSE

Office of the Press Secretary
For Immediate Release December 6, 1999

STATEMENT BY THE PRESIDENT

Today I am pleased to sign S. 580. the “Healthcare Research and Quality Act of
1999,” which authorizes appropriations for the Agency for Health Care Policy and
Research (and renames it the “Agency for Healthcare Research and Quality”) and
authorizes a new grant program to support children’s hospitals with graduate medical
education programs.

This legislation combines two important health care priorities of my
Administration: first, ensuring that our nation’s children, especially those who suffer
from complex or unusual diseases. continue to receive the highest quality care that our
health care system can provide: and second, developing the scientific evidence that we
need to improve the quality and safety of our health care system.

The Act takes an important first step to ensure the delivery of high quality health
care for America’s children by investing Federal funds in graduate medical education at
freestanding children’s hospitals. This long overdue initiative was included in my
Administration’s FY 2000 budget and was strongly advocated by the First Lady. Her
leadership in this area is longstanding, and it is with great pride that I sign this
groundbreaking legislation.

In an increasingly competitive health care market dominated by managed care,
teaching hospitals struggle to cover the significant costs associated with training and
research as private reimbursements decline. Millions of American children each year
are treated by physicians affiliated with or training in one of the 60 independent
children’s hospitals across the country. While other teaching hospitals receive support
for these costs through Medicare, children’s hospitals receive virtually no Federal funds,
even though they train nearly 30 percent of the Nation’s pediatricians and nearly 50
percent of all pediatric specialists. This inequity exacerbates an already difficult
financial situation for children’s hospitals, which often serve the poorest, sickest, and
most vulnerable children. In many cases, they provide the regional safety net for
children, regardless of medical or economic need, and they are the major centers of
research on children’s health problems.

This Act creates a new grant program to provide much-needed support for
training of these critical health providers. 1 am pleased that the Consolidated
Appropriations Act that I recently approved included my full $40 million request to get
this program started.



















































Senal
WW
Mnited States Senate

WASHINGTON, DC 20510

March 10, 2000

The Honorable Arlen Specter The Honarable Tom Harkin

Chairman Rapking Member

Subcommittee an Labor, HHS, & Education Subcammittee on Labor, HHS, & Education
Senate Appropriations Committee Senats Appropriations C ommittee

186 Dirlesen Senate Office Building 123 Hart Senate Office Building
Washingtan, DC 20510 Washington, DC 20510

Dear Senators Specter and Harlan,

With yaur leadership last year, Congress provided initial funding for graduate medical
educetion (GME) in our nation's independent children's bospitals. For the first time, the federal
govermment recognized the essential contributions these hospitals provide in training the
physicians who care for our children. This year, we hope that we can take an impartant step
towards full funding for this important program.

With strong bipartisan support, Congress authorized up to $285 million for this program
for each of fiscal years 2000 and 2001. We understand the difficulties you will face in setting
priorities during this year’s appropriations cycle and understand that full funding may not be
possible this year, However, we respectfully request funding for the children’s hospitals GME
program of $125 million. This would be a significant step forward in providing the critical
support we began last year for childrenand children's hospitals' efforts to train the doctors who

treat them.

!

The ever-changing world of health care simply does not compensate children’s hospitals
for their teaching and academic missions. Hospitals that do not receive medical education
support from outside sources will simply not be able to maintain their teaching programs. Yet
children’s hospitals are essentially left out of the current GME financing systern, which relies
substantially on Medicare. Fully funded, this program would provide children’s hospitals with
GME funding equitable to that provided to other teaching hospitals, allowing them to sustain
their core missions — medical care, teaching and research — which benefit all children

We know that yau appreciate the essential contributions of our children's hospitals. They
serve as the health care safety net for Jow-income children in their respective communities and
arc often the sole regional providers of many critical pediatric services. These institutions also
serve as centers of excellence far very sick children acrass the nation. Their teaching mission is
also essential — comprising less than ane percent of all hospitals, children's hospitals train fve
percent of all physicians, nearly 30 percent of all pediatricians, and almost S0 parcent of all
pediatric specialists.












American Academy of Pediatrics
141 Northwest Point Blvd., Elk Grove Village, IL 60007

National Association of Children’s Hospitals
401 Wythe St., Alexandria, VA 22314

July 2000

Dear Senator:

On behalf of the American Academy of Pediatrics (AAP) and the National Association of Children’s
IHospitals (N.A.C.H.). we urge Congress to make a critically important investment in the future of pediatric
medicine and the nation’s pediatric worktforce.

Please pass a FY 2001 appropriation for graduate medical education (GME) funding for independent
children’s hospitals as close as possible to the full authorization of $285 million. which the House and Senate
both approved by unanimous consent just last November.

The AAP is an organization of 55.000 primary care pediatricians. pediatric medical specialists. and pediatric
surgical specialists dedicated to the health. safety. and well being of infants. children. adolescents. and voung
adults. N.A.C.H. represents more than 100 independent children’s hospitals. children’s hospitals organized
within larger medical svstems. and children’s specialty and rehabilitation hospitals across the country.

The AAP and N.A.C.H. are very invested in the education of the future pediatricians. We recognize that
independent children’s hospitals play an essential role. They represent less than 1% of all hospitals but
educate nearly 30% of all pediatricians and nearly half of all pediatric specialists. Yet. thev qualify for
virtually no GME support from Medicare. the nation’s one. remaining significant source of financial support
for phvsician training. only because they care for children. not the elderly. Funding of $285 million
represents equitable GME support — the amount of federal GME funding children’s hospitals would receive
if they qualified for the same level of GME support other teaching hospitals novx receive through Medicare.

Both of our organizations and their respective members advocate comprehensive GME financing reform for
all hospitals. but 1ts achievement may well be vears away. In the interim. the inability of independent
children’s teaching hospitals to continue their substantial contribution to training the next generation of
pediatricians will be increasingly disadvantaged. without equitable tederal GME support.

Please include equitable GME funding -- the full authorization - for children’s hospitals in the FY 2001
I.abor-HIHS Appropriations Bill. For more information. call Karen M. Hendricks. AAP. at 202/347-8600. or
Peters Willson. N.A.C.H.. 703/684-1355. Thank vou for vour consideration.

Sincerely.

] MM{%}’WE fw&ww Q .Mf W
e M. Sanders. Jr.. M.D. Lawrence A. McAndrews

Executive Director President and CEO

American Academy of Pediatrics National Association of Children’s

Hospitals



ASSOCIATION OF MEDICAL ScHOOL PEDIATRIC DEPARTMENT CHAIRS, INC.

Elizabeth R. McAnarney, MD Jean Bartholomew
President Coordinator
Professor and Chair American Board of Pediatrics
Department of Pediatrics ) 111 Silver Cedar Court
Pediatrician-in-Chief Chapel Hill, North Carolina 27514
Children's Hospital at Strong Phone: (919) 942-1993
601 Eimwood Avenue. Box 777 Fax: (919) 929-9255
Rochester. New York 14642-8777 E-Mail: jbarthoiomew@abpeds.ore
Phone:  (716) 275-4673

Fax: (716) 273-1079

E-Mail: carole_berger@urmc.rochester.edu

March 12, 2800

The Honorable Arlen Specter The Honorable David Obey

United States Senate U.S. House of Representatives
Washington, D.C. 20510 Washington, D.C. 20515

The Honorable Tom Harkin The Honorable John Edward Porter
United States Senate U.S. House of Representatives
Washington, D.C. 2051C Washington, D.C. 2C515

Dear Mr. Chairmen/Ranking Members:

As the chairs of pediatric departments in medical schools across this country, we are writing to
urge your support in making equitable graduate medical education (GME) funding for children's
hospitals a priority in the FY2001 Labor-HHS Appropriations bull.

With vour leadership, and strong bipartisan support, Congress appropriated $4J million for
FY'2CCC children's hospitals GME in 1999. Shortly after the appropriations bill passed, Congress
then enacted an authorization of $285 million annually for the program with strong bipartisan
support. The level of funding in the authorization would provide independent children's
hospitals with federal funding comparable to the Medicare GME support provided to other
teaching hospitals.

Congress has taken a critically needed first step in recognizing the contributions of these
institutions in training our children's doctors. We respectfully ask that you build on this
important beginning and provide a funding level as close as possible to the full authorization so
that independent children's hospitals’ GME contributions may be treated equitably with other
institutions.

This funding is essential not only to these pediatric academic medical centers but also to pediatrics
overall. Because they care only for children, not the elderly, children's hospitals' are unable to
qualify for significant support from the one reliable source of GME funding - Medicare. In an
increasingly price-driven market place, that puts at risk their ability to sustain their core missions
of caring for all children, teaching and research. It is a risk we cannor afford for the future of our
pediatric workforce and advancements in children's care.
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Although they represent less than one percent of all hospitals, these children's teaching hospitals
train almost 30 percent of all pediatricians, almost half of pediatric specialists and two-thirds of
pediatric critical care physicians. They are the major pipeline for future pediatric researchers, and
they and their affiliated pediatric departments are among our nation's leading centers of pediatric

research.

Equitable GME funding for children's hospitals 1s a sound investment in the future of pediatric
medicine and children's health. Please provide a FY 2001 Labor-HHS-Appropriation for
children’s hospitals GME that moves as close as possible to the full authorization of 5285 million.

Sincerely,

s fd ST

Robert C. Boerth, M.D., Ph.D.

Professor and Chair, Department of Pediatrics
University of South Alabama

Mobile, Alabama

Debra Fiser, M.D.

Professor and Chair, Department of Pediatrics
University of Arkansas for Medical Sciences
Little Rock, Arkansas

Protessor and>Ghdir
Department of Pediatrics and Child Health
Howard University College of Medicine
Washington, District of Columbia

i/
L/ Mars (T~
Douglas J. Barrett, M.D.
Professor and Chair, Department of Pediatrics
University of Florida
Gainesville, Florida

2
Bernard Pollara, M.D., Ph.D.
Professor and Chair, Department of Pediatrics
University of So. Florida
Tampa, Florida

. S 2 %’;w .
Sérgio Stagno, M.D.
Professor and Chair, Department of Pediatrics
The Children’s Hospital at Alabama

Birmingham, Alabama

A 7 By A
Mark Batshaw, M.D.
Professor and Chair, Department of Pediatrics
Children’s National Medical Center
Washington, District of Columbia

David B. Nelson, M.D., M.Sc.
Interim Chair, Department of Pediatrics

Georgetown University
Washington, District of Columbia

AL ~
R. Rodney Howell, M.D.

Professor and Chair, Department of Pediatrics
University of Miami School of Medicine
Miami, Florida

wh P é\w&«/
P. Bowyar, M.D.
Professor and Chair, Department of Pediatrics

Mercer University School of Medicine
Macon, Georgia
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J. Devn Cornish, M.D.
Professor and Chair, Department of Pediatrics
Emory University School of Medicine
Atlanta, Georgia

[ttt Pl 2..n),

William P. Kanto, Jr.,, M

Professor and Chair, Department of Pediatrics
Medical College of Georgia

Augusta, Georgia

Vipul N. Mankad, M.D.

Professor and Chair, Department of Pediatrics
University of Kentucky Medical School
Lexington, Kentucky

J/

2 & 5
John E. Lewy, MD.
Professor and Chair, Depaf

Tulane University Schoof of Medicine
New Orleans, Louisianna

enc of Pediatrics

-~

'

N .
George J. Dover, M.D.

Chair, Department of Pediatrics

Johns Hopkins University School of Medicine
(Balumore, Maryland

@ e
rances J. Du

én, MD.,MP.H.
Chair, Department of Pediatrics
Morehouse School of Medicine

Atlanta, Georgia

—Oonh .
Larry N. Cook, M.D.
Bill F. Andrews Professor and Chair
Department of Pediatrics
University of Louisville School of Medicine
Louisville, Kentucky

4
orensen, Nd.D.

Prifesfor and Acting Chair
Department of Pediatrics
LSU Medical Center

New Orleans, Louisitanna

4{‘(@ }AEW_

[ldy fv}. Katona, M.D., CAPT, MC, USN
Chair, Department of Pediatrics

Professor of Pediatrics and Medicine
Uniformed Services Univ. of Health Sciences
F. Edward Hebert School of Medicine
Bethesda, Maryland

S 144

Terrence L. Stull, M.D.

Hobbs-Recknagel Professor and Chair
Department of Pediatrics

University of Oklahoma Health Sciences Center

Oklahoma City, Oklahoma
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jay A erman, M.D.

Prof or and Chatr, Department of Pediatrics
University of Maryland School of Medicine
Baltuimore, Maryland

Jod S. Abramson, M.D.
Weston M. Kelsey Professor and Chair
Department of Pediatrics

Wake Forest University School of Medicine
Winston-Salem, North Carolina

)
Roberta G. Williams, M.D.
Professor and Chair, Department of Pediatrics
University of North Carolina/Chape! Hill
UNC School of Medicine
Chapel Hill, North Carolina

Robert éfiloc M.D.

Professor and Chair, Department of Pediatrics
University of Oklahoma College of Med.
Tulsa, Oklahoma

% y ;W//f/:“/

P
John W. Sparks, M.D.

Professor and Chair, Department of Pediatrics
University of Texas, Houston Medical School
Houston, Texas

Colt

Charles P. Darby, M.D.

Professor and Chair, Department of Pediatrics
Medical University of South Carolina
Charleston, South Carolina

=

Owen B. Evans, M.D.

Professor and Chair, Department of Pediatrics
University of Mississippt Medical Center
Jackson, Mississippi

Michael M. Frank, M.D.
Professor and Chair, Department of Pediatrics

Duke University School of Medicine
Durham, North Carolina

A / :
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Sus:mne Tropez -Sims, M.D., M.P.H.

Professor and Chair, Department of Pediatrics
Meharry Medical College
Nashville, Tennessee

oL

Charles M. Ginsburg, M. D,

Protessor and Chair

Marilyn R. Corrigan Distinguished Chair in
Pediatrics

Department of Pediatrics

Southwestern Medical Center at Dallas
Dallas, Texas

%

C. Warren Derric

William Weston Professor and Chair
Department of Pediatrics

University of South Carolina School of Medicine
Columbia, South Carolina
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Russell W. Chesney, M.D.

Le Bonheur Professor and Cha
Department of Pediatrics
University of Tennessee, Memphis
College of Medicine

Memphis, Tennessee

el )l

David Kalwinsky, M.D.
Interim Chair

- E
Department of Pediatrics

East Tennessee State University
James H. Quillen College of Medicine
Johnson City, Tennessee

Ralph Dgigin, M.D.

President & ].S. Abercromb:e Professor of
Pediatrics

Chair, Department of Pediatrics

Bavlor College of Medicine
Houston, Texas

s W
Celia [. Kave, M.D., Ph.D.
Protessor and Chair, Department of Pediatrics

Health Science Center at San Antonto
San Antonio, Texas

4/@%//74;“ ad

Walter J. Meyer, M.D.

Interim Chair, Department of Peduatrics
Unuversity of Texas Medical Branch, Galveston
Children's Hospital

Galveston, Texas

CRE . gl

Robert L. Chevalier, M.D.

Benjamin Armistead Shepherd Protessor and Chair
Department of Pediatrics

Univ. of Virginia Children’s Medical Center,
School of Medicine

Charlottesville, Virginia

Arno L. Zaritsky, M.D.
Professor and Chair, Department of Pediatrics

Eastern Virginia Medical School
Norfolk, Virginia

(%%

Professor and Chair, Department of Pediatrics
Texas A&M University College of Medicine
Scott and White Children’s Health Center

Temple, Texas

170
‘ / 0/ —)
indsey Grdssman, M.D.
Interim Chair, Department of Pediatrics
Medical College of Virginia

Virginia Commonwealth University

Richmond, Virginia

%5’%_5776;@4,% 2

F. Bruder Stapleton, M.D.
Ford/Morgan Professor and Chair
Department of Pediatrics

Children’s Hospital and Medical Center
Seattle, Washington



March 12, 2000
Page 6 of 12

Harvey . Cohe
Professor and
Department of Pediatrics

Stanford UJniversity School of Medicine

Professor and Chair
Department of Pediatrics
University of California, Irvine
Orange, California

e

Edward McCabe, M.D., Ph.D.
Professor and Executive Chair
Department of Pediatrics

UCLA School of Medicine
Physician-1n-Chief

Martel Children's Hospital at UCLA
Los Angeles, California

&MQ“W

Frederick W. James, M.D.

Protessor and Chair, Department of Peduatrics
Charles R. Drew Univ. of Medicine/Sciencs
Los Angeles, Calitornia

P

Larry J. Shapiro, M.D.

W .H. and Marie Wattis Distinguished Professor
Chairman, Department of Pediatrics

Chief, Pediatric Services

University of California San Francisco

San Francisco, California

A

Dale C. Ggr J M.D.

Chair, Depa#fment of Pediatrics
University of Southern California
Children's Hospital of Los A ngeles
Los A._...., Cdefespia

}7“4‘</‘\ -

John Wéldon Mace, M.D.

Professor and Chair

Department of Pediatrics

Loma Linda University School of Medicine 11175
Loma Linda, California

MM/{7 (& (& \
Stanley ?fﬁ(endoza, .
Professof and Chair

Department of Pediatrics
University of California, San Diego

UCSD Medical Center

San Diego, California

-
-
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Anthony F. Phllnpps M.D.

Professor and Chair, Department of Pediatrics
UC Davis School of Medicine

Sacramento, California

on W Kisd
Ron G. Rosenfeld, M.D.
Professor and Chair, Department of Pediatrics

Doernbecher Children’s Hospital
Portland, Oregon
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Paul H. Dworkin, M.D.

Professor and Chair, Department of Pediatrics
University of Connecticut School of Medicine
Connecticut Children’s Medical Center
Hartford, Connecticut

Alan Ezekowitz, M.B., Ch.B., D.Phil.
Charles Wilder Professor of Pediatrics
Chief, Pediatric Services

Harvard Medical School

Massachusetts General Hospital for Children
Boston, Massachusetts

MXQ N\%%vv

Philip A. P1zzo, M.D.

Thomas Morgan Rotch Professor and Chair
Department of Pediatrics

Harvard Medical School

Physician-in-Chief, Children’s Hospital
Boston, Massachusetts

Jos h‘/ M W/

. Warshaw, M.D.
Protessor and Chair
Department of Pediatrics
Yale University School of Medicine
New Haven, Connecticut

M aris e P2
Marianne E. Felice, M.D.
Professor and Chair, Department of Pediatrics

University of Massachusetts Medical School
Worcester, Massachusetts

Frederick C. Morin, III, M.D.

Chatr, Department of Pediatrics

State University of New York/Buffalo
Children's Hospital of Buffalo
Buffalo, New York

3 _ %

=

Barry S. Zuckerman, M.D.

Professor and Chair

Department of Pediatrics

Boston University School of Medicine
818 Harrison Avenue

Dowling Building, South, Suite 3CO
Boston, Massachusetts

/

L™
‘tlliam Oh, M.D.

Sylvia Kay Hassenfeld Professor and Chair
Pediatrician-In-Chief, Rhode Island Hospital
Department of Pediatrics

Brown University School of Medicine
Providence, Rhode Island

i\\ Vv\o(i}—\-n/ 1)

jg in F. Modlin , M.D.
Acting Chair

Depkrtment of Pediatrics
Darmouth Medical School
Lebanon, New Hampshire

L

Lewis R. First, M.D.

Professor and Chair, Department of Pediatrics
University of Vermont

College of Medicine

Burlington, Vermont
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Fre c_)rick]. Suchy, M.D.
{ HerlYfert H. Lehman Professor and Chaxr
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Mr. Chairman, my name is Russell Chesney, M.D.

Thank you for the opportunity to testify on behalf of the National Association of
Children’s Hospitals (N.A.C.H.) in Alexandria. VA, in support of equitable federal
investment in the future of the graduate medical education (GME) programs of the
nation’s independent children’s teaching hospitals. This investment is authorized
under P.L. 106-129 and administered by the Bureau of Health Professions (BHPr) in
the Health Resources and Services Administration (HRSA).

Background

I am Vice President for Academic Affairs of Le Bonheur Children’s Medical Center in
Memphis, TN. I am also Le Bonheur Professor and Chair of the Department of
Pediatrics and Professor of Biochemistry at The University of Tennessee in Memphis.

My entire career has been devoted not only to clinical care of children but also to
academic pediatric medicine, including training and research. I have served the larger
pediatric academic community in a number of capacities. Currently, I am President-
elect of the Association of Medical School Pediatric Department Chairs (AMPSDC),
which represents the pediatric leadership of the nation’s medical schools. I also am
Secretary-Treasurer of the American Board of Pediatrics (ABP), which is responsible
for the board certification of most of the nation’s pediatric workforce.

In addition, I recently completed three years of service as Vice Chairman of the Future
of Pediatric Education Task Force II (FOPE II), a project of the entire pediatric
community. It was sponsored by the American Academy of Pediatrics, AMPSDC, ABP,
and others with financial support of the David and Lucile Packard Foundation and the
federal Maternal and Child Health Bureau to address the future supply and education
of pediatricians and the provision of care to children into the next millennium.

N.A.C.H. is a non-profit trade association, representing more than 100 children’s
hospitals across the country. They include independent acute care children’s
hospitals, such as Children’s Memorial Hospital in Chicago; acute care children’s
hospitals organized within larger medical centers, such as Le Bonheur Children’s
Medical Center in Memphis; and children’s specialty and rehabilitation hospitals, such
as Hospital for Sick Children in Washington, DC.

N.A.C.H. seeks to serve its member hospitals’ ability to fulfill their four-fold missions
of clinical care, education, research, and advocacy devoted to the health and
wellbeing of the children of their communities. Children’s hospitals are regional and
national centers of excellence for children with serious and complex conditions. They
are centers of biomedical and health services research for children and the major
pipeline for future pediatric researchers. They train a significant number of our
children’s doctors. These institutions are advocates for the public health of children,
and they are often the health care safety net for children of low-income families.



N.A.C.H. Recommendation for FY 2001

N.A.C.H. deeply appreciates the Subcommittee’s recognition of the need for new
federal GME support for independent children’s hospitals by including $40 million
for this program in last year’s appropriation bill.

Congress has authorized GME funding for children’s hospitals at $285 million for FY
2001 - an amount that would provide these institutions with federal funding
equitable to the level of GME support provided to other teaching hospitals under
Medicare. On behalf of N.A.C.H., I urge you to build on the initial funding
provided in FY 2000 and move toward full funding for this program by
appropriating a minimum of $125 million for independent children’s hospitals
in FY 2001. This would represent a significant step toward achievement of the full
authorization level.

This investment is important to the future of our independent children’s hospitals. It
also is essential to the future of the nation’s entire pediatric workforce, including our
pediatric research enterprise.

Importance of GME Support for Children’s Hospitals
to the Future of Pediatric Medicine

Independent children’s teaching hospitals provide a disproportionately large source
of training for the nation’s workforce of pediatricians and pediatric subspecialists.
They represent less than 1% of all hospitals in the country, comprising approximately
48 acute care children’s hospitals and 11 specialty or rehabilitation facilities -
children’s hospitals that operate under their own Medicare provider number for
purposes of patient care billing.

But they train nearly 30% of the nation’s pediatricians, nearly half of the nation’s
pediatric subspecialists, and the majority of selected subspecialists, such as pediatric
emergency care physicians. In addition, they are the pipeline of training for many of
the nation’s pediatric research scientists.

As a consequence, they are essential to the training of the pediatric workforce overall.
They are essential to the training of the pediatric subspecialty workforce. And they
are essential to the training of our pediatric research scientist workforce. The future
of pediatric clinical care and pediatric science depends considerably upon them.

That is why among its 34 recommendations, the Future of Pediatric Education II Task
Force specifically recommended:

“Pediatric residents and fellows at freestanding children’s hospitals should
receive the same level of federal support as those trained elsewbere.”
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The recommendations of the FOPE II Task Force culminated three years of work by
pediatric leaders in consultation with the entire pediatric community and the many
professional organizations within it.

The academic community, including N.A.C.H., strongly endorses the goal of achieving
broad-based financing of GME with the support of all payers. But the achievement of
that goal is not on the political horizon. Until it can be achieved, it is critical that
equitable federal support for independent children’s teaching hospitals, which would
amount to about $285 million annually, be invested.

Absence of GME Support for Independent Children’s Hospitals

In today’s increasingly price competitive health care market place, all teaching
hospitals, including independent children’s hospitals, face mounting challenges to
their ability to cover the added costs that result from their teaching missions.

However, independent children’s teaching hospitals face an additional financial
challenge, which other teaching hospitals do not face. Because they care for children,
not the elderly, independent children’s teaching hospitals qualify for virtually no GME
support from the one remaining, significant source of funding for physician training —
the federal Medicare program.

On average per resident full time equivalent (FTE), in FY 1997 independent children’s
hospitals received Medicare GME support that amounted to less than 0.5% of the
Medicare GME support that other teaching hospitals received. Were independent
children’s teaching hospitals to receive federal GME support comparable in amount to
the Medicare GME support that other teaching hospitals receive, it would total
approximately $285 million for 59 institutions, according to estimates of The Lewin
Group, an independent health policy analysis firm.

The combination of price competition and inability to qualify for significant Medicare
GME support places children’s hospitals at a serious competitive disadvantage.
According to data from the National Association of Children’s Hospitals and Related
Institutions (NACHRI), while the financial performance of children’s hospitals has
been positive on average, it is due largely to two factors. The first is state Medicaid
disproportionate share payments, and the seconds is investment of endowment
income in the financial markets. However, federal Medicaid disproportionate share
funding is scheduled to decline by 17% between 1997 and 2002, with the largest
reductions coming in FY 2001 and 2002. And financial market performance is by no
means guaranteed, as market changes in recent weeks demonstrate.

Indeed, in hospitals’ fiscal year 1998,



e more than 69% of the independent acute care children’s teaching hospitals
experienced patient care operating losses.

¢ more than 20% experienced financial losses on total operations, and

more than 15% had total losses; that is, total expenses exceeded total revenues.

In every region of the country — north, south, east, and west -- there are independent
children’s teaching hospitals today, which already are experiencing very serious
financial challenges to their ability to sustain their missions. In addition to the
challenges of covering the costs of their academic programs, they also include
challenges in covering the higher costs of sicker patients in a price competitive
marketplace, meeting the costs of uncovered services such as child protection services
and poison control centers, and assuming the costs of devoting a large portion of
their patient care to children of low-income families.

On average, independent acute care children’s hospitals devote nearly half of their
patient care to children who are assisted by Medicaid or are uninsured. They devote
more than 75% of their care for children with one or more chronic or congenital
conditions. For children with rare and complex conditions, independent children’s
hospitals often provide the majority of care in their region or even nationwide.

Left unresolved, children’s hospitals’ financial challenges will seriously affect not only
their academic programs of education and research but also their clinical care
missions as safety net providers and centers of excellence. In fact, their roles as safety
net providers and centers of excellence are made possible in part by their having
strong academic programs.

Congress’ Recognition of the Need for GME Support
for Independent Children’'s Teaching Hospitals

In 1999, the 106" Congress took two important steps to recognize the need for
equitable GME support for independent children’s teaching hospitals.

First — with an authorization bill pending -- Congress appropriated initial funding of
$40 million to begin to address the need for GME support for these institutions.
Second, in the final hours of its first session, the 106" Congress enacted legislation
authorizing $285 million for FY 2001.

This legislation had broad, bipartisan support in Congress. The pediatric community
- including the American Academy of Pediatrics, American Pediatric Society,



Association of Medical School Pediatric Chairs, and Society for Pediatric Research, as
well as N.A.C.H. - agrees on the need to address this issue.

Conclusion

Mr. Chairman, we know that the Subcommittee faces many challenges of its own as it
seeks to craft its annual funding bill that balances fairly competing priorities for
limited resources.

Support for a strong investment in graduate medical education at independent
children’s teaching hospitals is consistent with the repeated concern the
Subcommittee has expressed for the health and well-being of our nation’s children ---
through education, health, and social welfare programs.

It also is consistent with the Subcommittee’s repeated emphasis on the importance of
enhanced investment in the National Institutes of Health (NIH) overall, and in NIH
support for pediatric research in particular, for which we are very grateful. Without
strong GME programs, children’s hospitals cannot maintain their pediatric
research programs or compete effectively for new research support.

Again, I urge you to include a minimum funding level of §125 million in FY 2001 for
independent children’s hospitals’ GME. Thank you for this opportunity to appear
before your subcommittee.
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The National Association of Children's Hospitals (N.A.C.H.) in Alexandria, VA, has not
received any federal grants, contracts, subcontracts, or other federal funding in the
current or previous two fiscal years.

Russell W. Chesney, M.D., Chair of the Department of Pediatrics, The University of
Tennessee, Memphis, TN, is a principal in two federally funded grant projects:

e National Institute of Child Health and Human Development, National Institutes
of Health, U.S. Department of Health and Human Services

“Network of Pediatric Pharmacology Research Investigators”
Principal Investigator: Russell W. Chesney

Agency NIH - UO1 HD31326-05

Funding Period: 1994 - 2000

Total Direct -- $154,175

Year Direct -- $1,872,126

e Maternal and Child Health Bureau, Health Resources and Services
Administration, U.S. Department of Health and Human Services

“The Future of Pediatric Education II: Organizing Pediatric Education to Meet the
Needs of Infants, Children, Adolescents, and Young Adults in the 21* Century”
Principal Investigator: American Academy of Pediatrics

Agency: Maternal and Child Health Bureau, Project #MCJ379381

Funding Period: 1998 — 2000

Total Direct -- $80,000

Year Direct -- $250,000
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PRESS BRIEFING BY
CHRIS JENNINGS, DEPUTY ASSISTANT TO THE PRESIDENT
FOR HEALTH CARE POLICY

The Briefing Room

1:12 P.M. EST

MS. WEISS: Ladies and gentlemen, today Chris Jennings
will brief you on what the President will be announcing in the
next hour. The President will launch a national outreach
campaign called "Insure Kids Now," which is aimed to enroll
eligible, but uninsured children in Medicaid by promoting
awareness and increasing enrollment in the Children’s Health
Insurance program, also known as CHIPS.

Chris Jennings is the Deputy Assistant to the President
for Health care Policy.

MR. JENNINGS: Today we'’re very excited; on the heals
of the NGA meeting over this weekend, we have been working with
them very, very closely, as well as a whole bunch of corporate
entities, in developing a major new outreach campaign for
eligible children who are eligible for either -- millions of
eligible children, over 5 million children in this country are
eligible and not enrolled in either the Medicaid program or the
new CHIP program the President signed into law in 1997.

It builds on a whole host of other initiatives that the
President and the First Lady and the Vice President have been
involved in the last year. I’m going to just briefly talk about
that, and then I’'m going to talk about what we’re doing today.

After the enactment of the historic $24 billion CHIP
program, the President and the First Lady and the Vice President
held a series of events, working with the governors and over 11
agencies in the federal government, to develop ways to use our
resources to target these children and make them aware of this
information about the new children’s programs, as well as to help
enroll them more effectively.

One of the big challenges in targeting and enrolling
children is not just making sure they’re aware of the program,
but also simplifying applications procedures, actually going to
where those children are, whether it be in the school, whether it
be in public housing, whether it be in churches and other places,
and what we’ve done last year was to work with all our federal

agencies -- not just HHS, which has done a remarkably good job
this year for us, but also agencies you wouldn’t necessarily
think automatically -- Agriculture, Labor, HUD, Justice -- all of

the 11 agencies have been participating very, very actively.

And what we’ve done is laid the groundwork for being
able to enroll the children very, very effectively. But really,
what we need to do now is to not just make sure we have the on-
the-ground support and the infrastructure and the enrollment
forms, but we have to make sure kids are actually aware of the
programs and have a place to go to get information about these
programs.



So what we’ve been doing with NGA, working very closely
and working with Bell Atlantic, is developing an 800 toll-free
number. And the toll-free number is now up and running, as of
today. I just called it about two minutes ago and they answered,
and they have information. The number is: 1-877-KID-SNOW. And
that number translates into 1-877-543-7669.

Now, what we’re doing today is announcing the
availability of that toll-free number, and what’s most
interesting about this, this is the first time we’ve ever done
this nationally. Anyone who calls that number, wherever they are
in the country will be automatically forwarded to an operator and
an information worker within the state they’re calling. So if I
call from the State of Washington or Utah or whatever, I’'ll go
the national number, but I’'ll be routed back to the state, where
someone will know information about this program, which is really
very, very important.

But now that we have this national campaign, and
national toll-free number up and running today, we can actually
utilize our resources, working with the networks, working with a
whole bunch of corporate entities, to advertise this number.

And I want to give you a couple of examples about this,
because we’re really thrilled about this. First, NBC is going to
be -- they have made a commitment to air a public service
announcement beginning February 24th, using NBC stars from well-
known shows. ABC has made a similar commitment as well -- we’re
quite pleased about that, Sam -- as well as a whole host of other
people, including Turner Broadcasting, Univision, the National
Association of Broadcasters, Univision and others.

Getting the information out is critically important for
-- and particularly about how to access it, through the toll-free
number -- is something very, very important. But also, we need
to do this, not just in terms of national networks, but we have
to do targeted -- both networks and targeted radio. And we have
gotten commitments for radio ads in 45 states -- Bonneville
Communications and others are going to be doing a whole host of
radio announcements as well -- as has a whole host of print media
establishments, too.

But, not just getting the information there, because --
well, everyone watches TV, everyone hears the radio, but we also
know where parents go. They go to grocery stores, they go to K-
K-Mart, they go to McDonald’s. And what we’re really thrilled
about today is to announce that a whole host of these corporate
entities are making commitments to educate even their own
shoppers and their consumers with access to information about the
program, and even about the toll-free number.

K-Mart, McDonald’s, General Motors -- General Motors is
going to affix a label to all their child safety seats that they
sell, so when you’re putting in your children you’re going to see
your toll-free number, how you can access -- Safeway, Rouse
Grocery Store, others are going to be putting this in all their
paperbags and everything. So people are going to know this
numpber, if we can find any way at all to do it.

But we’ve also found that, obviously, the other places
where people and their parents try to seek health care is with
their providers, whether it be their doctors, their nurses, their
dentist -- the American Dentist Hygienist Association is going to
put the toll-free number on all their toothbrushes that they send
out. We’re going to have AMA, the Nurses Association, the
American College Emergency Physicians are all going to be
providing information directly to their patients who come in.

And we’'re also thrilled about a whole host of

MORE



community-based organizations -- United Way, Volunteers of
America, Points of Light, America’s Promise, others are really
making a significant commitment in this area to get the word out
as well.

The real point of all this activity -- and I could go
on and on and on -- we have a real major commitment from the
religious organizations as well. From Amy we can give you a host
of -- a nine-page list of commitments from around the country,
and I think the most important thing is that we get out the
message -- is that children who are uninsured now have access to

a free or low-cost option, that there is no excuse that we don’t
all work together to get this information out, and we must do a
better job of target enrolling it. We’re very happy that we have
the governors on board. We think they’ve done some creative
things and we’re going to be committing today to do some more
over the next several months and weeks and months to come, and
I'd be happy to answer any questions specifically about this
initiative.

Q CHIPS was created two years ago. Why has it taken
so long to deal with the enrollment problem? Because,
presumably, is millions of kids is still out there.

MR. JENNINGS: Actually, it’s true. CHIP was enacted
into law -- it was the end of 1997. What we’re actually quite
thrilled about is less than a year after enacting it, we have
over 45 states who are now up and running, and they’re
projecting, I think it’s about 2.5 million kids that they will
eventually get to. But again, the programs are just up and
running.

The most important thing is, you start the programs;
now that they’re up and running, now that we’re doing these
easier administrative application and enrollment forms, we’re
getting the information out about how to access them, really,
I've got to tell you, when you’re trying to enroll children into
these programs, it’s a lot of hard work. You’ve got to go to
where they are, you have to go to places that you otherwise might
have not immediately thought. You can’t just say I have a
program, you have to go out and find them and find their parents.

This program that we’re doing today actually we think
will go a long way to ensure CHIP is successful, but so is the
promise of the Medicaid program as well.

Q I don‘t know what you’re talking about. What is
CHIP?

MR. JENNINGS: CHIP is the Children’s Health Insurance
Program. CHIP --

Q State by state?

MR. JENNINGS: Yes, in 1997 in the balanced budget
program, the President advocated for and the Congress passed an
historic $24-billion Children’s Health Insurance Program, short
for CHIP. And it is a state-administered program. We provide
for flexibility, but --

Q Where does the money come from?
MR. JENNINGS: The money comes specifically from the
Balanced Budget Agreement. We had savings from the balanced

budget that we achieved that we redirected towards providing
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subsidies to states so they could provide for children to make
health care affordable, and in many cases free.

Q So this is for poorer families? 1In other words,
there is an eligibility requirement?

MR. JENNINGS: There is an eligibility requirement.
Actually, there is a lot of flexibility. Many states are -- all
the way up to over 200 percent of poverty, some go up to 200
percent of poverty. All these kids, almost probably 95 percent-
plus are children of working families -- families who are
workers, but who cannot afford or do not have access to health
care. And this program was designed to target that population.

As you know, we have the Medicaid program that we’ve
had some success in covering children. We have not done as good
a job as we should in terms of enrolling all of the eligible kids
even for the Medicaid program. The advantage of this activity
that we’re announcing today is, it will benefit both the Medicaid
program and the CHIP program together.

Q Chris, what are some of the leading reasons after
all this publicity that kids are not enrolled? 1Is it just
ignorance in the existence of these programs?

MR. JENNINGS: Historically, lower income programs, you
don’t have as significant enrollment as you want to have, but
what we’ve learned over the years past is you can significantly
improve your enrollment if you can go to the places where the
children are, where the populations are, and you can do it in a
way that is a non-threatening way. That is in other words, you
don’‘’t have a 100-page application form you have to fill out, you
have a five-page form. You automatically are eligible.

They almost immediately enroll you if you come in and
you come close to fulfilling eligibility. 1In many states, they
have what they call "presumptive eligibility," so they can say,
okay, you look like you’re enrolled, so I'm going to enroll you
automatically. And what we’ve found in many, many states who are
using these type of programs, and others, they are having much
greater success. But, you have to do the hard work of educating
and informing, and publicize this over and over and over again.
And you have to use the foundations, the churches, the providers,
the schools. You can’t just do this about a big public campaign.
You have to use the private entities.

And what we’re most pleased about is, we’re really
being joined today by a lot of the corporate community, to
educate people about this program, where children go every day.

Q Can you point to any pattern of health problems
among children who are not enrolled in this? 1Is there any --

MR. JENNINGS: Absolutely. I mean, what we have
learned, of course, is if you don’t have access to health care,
you frequently don‘t have access to the preventive-type coverage
that you really need to avoid the illnesses and diseases over a
period of time. And we have some really good data on that, we’d
be happy to supply to you.

But the lack of uninsured means, also, lack of even
performance in schools, a lack of ability to go day in and day
out to increase your education capability, increase your economic
standing, which again, of course, is a huge correlation between
economic standing and health care as well.
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Q How old, and how many children are we talking
about in this particular --

MR. JENNINGS: Well, in a CHIP program, we believe that
there’s about -- well, first of all there’s probably, or almost 4
million children who are eligible but still not enrolled in the
Medicaid program. In CHIP, we think it’s, you know, it’s over 2
million probably. We’re talking about a number of -- certainly
in aggregate, over 5 million kids who are eligible and not
enrolled in either Medicaid or CHIP. And those are the numbers
that we’re using right now.

And if we can just -- if we can be very effective at
targeting and enrolling these kids, we can, with programs
currently available, get millions of kids coverage that they
really desperately need.

Q And that is compared to how many that are in?
Enrolled?

MR. JENNINGS: And that’s -- well, in the Medicaid
program for children I think we have about 20 million children
today. In CHIP, we have just started the program; we'’re probably
around a million or so, and hoping to increase that number over a
period of time.

Q This is on a different subject. Tomorrow the
Medicare Commission is meeting, and there’s been some concern
about what kind of guidance the President or the White House has
been giving their four appointees, and also some concern that
they’re kind of moving on bloc and haven’t been given the
latitude to split up in their different ways over -- plan. What
can you tell us about what kind of guidance the President has
given his appointees in the Medicare Commission and where is that
commission going?

MR. JENNINGS: First, our hope, of course, is that the
Medicare Commission integrates the President’s proposal that he
announced in the State of the Union, dedicating 15 percent of the
surplus to the Medicare program. Every one of our commission
members and appointees believes strongly, as does every
independent analyst out there, that you can’t significantly
extend the life of the trust fund without an infusion of dollars.
And it almost doesn’t make sense to proceed and say that you’re
going to have really significant reforms without those infusion
of dollars.

Having said that, I’'1ll tell you -- I don’t know if
you’ve been watching our commission members -- I don’t think
people would say that Bruce Vladeck and Stuart and Laura Tyson
are always in the same exact place. They'’re not acting or
behaving like they are in a bloc vote here at all.

The President did lay out some principles, one of which
was dedicating the surplus. The other was a defined benefit; the
other was a viable prescription drug benefit; and for low-income
protections for beneficiaries. Those are just very basic
principles that I think he and his members believe in, but I
think most Democrats do believe in. And I think we’ve been
encouraged that some Republicans are.

I guess I would just say that, in general, we’re not
going to comment on individual iterations of the commission until
they complete their work. They have not completed the work, they
don’t have the details done. We have worked with Senator Breaux
for months; we’re trying to provide technical assistance and we
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will continue to do so. And as you know, we respect him greatly
and we hope that we can get something very, very positive out of
this commission.

Q Senator Breaux was actually trying to get some
time with the President this week to talk about the commission.
Has he gotten any and is there any time on the schedule for that?

MR. JENNINGS: 1I’1ll tell you what, I don’t know if he’s
talked to the President yet. I don’t believe he has, but Senator
Breaux has never had a difficulty in contacting the President and
they have a very close working relationship and I assume they’ll
be talking soon -- not just this week, but into the future as we
talk about the developments around the Medicare Commission.

Q But if the appeal is for -- if Senator Breaux
makes an appeal to the President, have one of your members vote
for this so that we can get the 11 votes, the super majority that
we need, what'’s the answer?

MR. JENNINGS: Our members -- first of all, our
members, our commission members feel very strongly about some
core principles. They feel very, very strongly about defined
benefit, they feel very strongly about the issue of a viable
prescription drug benefit that’s available for all Medicare
beneficiaries, and they also all agree very strongly that you
should dedicate the surplus to the Medicare program.

Those are things that they, independently, they’ve been
saying this for two months. Now, if the commission moves to
address all of those things, I think that they’ll see much more
openness by our members of working on this issue. But we’re just
not there just yet. We’re hopeful that we will get there. But
we’re not going to say to one commission member against their
desires to vote for something that they don’t believe in, but we
also think that Senator Breaux really values the input that our
people have given to this commission, and our hope is, over a
period of time that that will strengthen the work of the
commission.

So I'm not going to get into this political "I’'1ll give
you this and that." I really believe that this whole policy,
this whole issue of the Medicare program is too important to say
it’s all about political positioning. It really is about having
a strong product emerging from the Medicare Commission that we
can all be happy with on a bipartisan basis and that does
significantly move to extending the trust fund, but also
strengthening and improving the program as we know it today.

Q Senator Lott said today that he does not believe
-- he believes that if you can’t get the 11 votes, you will not
get Medicare reform in this Congress. Do you agree with that, or
no?

MR. JENNINGS: I think you definitely want to have a
strong vote out of the commission and have a bipartisan one. I
think that there was not a uniform agreement out of the Social
Security recommendation of the commission, and our hope has been
and continues to be, as we’ve seen in recent weeks, that there is
growing momentum to have an agreement on Social Security. So
despite the fact that the Social Security Commission had a
uniform agreement, some of the base ideas that were formed and
given to us provide a solid foundation for us to move forward.

_ The Medicare Commission, we think, with the majority or
without a majority, at least has the potential to do so.
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Obviously, our preference would be if everyone voted for -- if it
was all 17 members, it would mean that you would have a very,
very -- have a much greater chance. But I wouldn’t say that
having 11 or 10 or whatever is necessarily dispositive to whether
or not it has a significant influence on whether or not we have
strong Medicare reform emerging from this Congress.

Q Will the President embrace this thing and will he
put as much attention into Medicare as he has into Social
Security so far? What kind of priority is this?

MR. JENNINGS: Sure. One thing that people didn’t
recognize about the President, even during the whole year of
Social Security, it was the President who continually said over
and over again, he said Social Security and Medicare. It was
never Social Security independent of Medicare. He feels they’re
really joined at the hip, and he feels quite strongly that with
his foundation of dedicating the surplus to the Medicare program
and some of the reforms he would like to see of the program,
modernizing the program, making it more competitive, making it
more oriented towards being able to use the same purchasing tools
for the fee-for-service program that private sector now has, we
can significantly strengthen and improve the Medicare program,
and he hopes that as part of an overall agreement on Social
Security, we can get an overall agreement on Medicare.

THE PRESS: Thank you.

END 1:32 P.M. EST



December 10, 1997

NYC CHILDHOOD ASTHMA INITIATIVE ANNOUNCEMENT

DATE: Thursday, December 11

TIME: 11:05 am - 12:00 pm

LOCATION: South Bronx Children’s Health Center
Bronx, NY

FROM: Brenda Costello

I PURPOSE

To tour the South Bronx Children’s Health Center and mobile unit and to participate in
the announcement of plans to create the New York City Childhood Asthma Initiative.

II. BACKGROUND

NYC Asthma Initiative

Thursday’s event will announce plans to create the New York City Childhood Asthma
Initiative, addressing the incidence of childhood asthma in New York City (one of the
highest in the country). The initiative is aimed at increasing national public attention
recognizing Asthma as a serious growing health problem, particular amongst young
and high risk children, children that are medically under served, and in poor
communities.

This city-wide Asthma Initiative would demonstrate a public/ private partnership
between The Children’s Health Fund, Councilman Ken Fisher, and the New York City
Department of Health. While the Initiative is proceeding and there has been an
agreement with the city for $1.2 million earmarked in the Mayor’s budget for this
initiative, the actual contract has not yet been signed. You will help announce plans to
create the partnership rather than announcing the actual partnership.

The Initiative is comprised of the following components:

. Primary Care and asthma services, as well as provider education and awareness

. Community-based programs/School-based programs - asthma awareness and
education, community outreach

. Collaborative Component - Citywide Asthma Awareness Campaign developed

by the New York City Council, NYC Department of Health, and CHF.

Children’s Health Fund /National Children’s Health Project Network

As you know, Dr. Irwin Redlener established the CHF, which supports pediatric
programs designed to meet the complex health care needs of medically under served,
homeless and indigent children. Since its inception in 1987, CHF has provided grants











































































































