















































SKEPTICAL ABOUT ADEQUACY OF FINANCING

QUESTION:

I am very skeptical about the adequacy of the proposed financing.
The success of the entire package rides on the ability to achieve
the very ambitious budget savings you have proposed for the
public and private sectors. (Stark)

ANSWER:

>

Mr. Chairman, let me assure you, the numbers add up. We can
debate the policy underlying the numbers, but our arithmetic
is solid.

On the achievability of the health care savings we have
budgeted for, I would point out that our bill gradually
phases health care spending growth down to a level that
approximates the growth in GDP -~ as do bills that you and
Cong. McDermott and other health care leaders have
introduced. Our phase in schedule, I believe is one year
faster than the Stark bill and one year slower than the
McDermott bill.

The President is very firm in his commitment to achieving
health care savings. We are the only country on Earth that
has not achieved affordability in health care. We owe it to
the American people to make every effort to make our health
care system as e@fficient as possible.
























STATE WAIVERS
QUESTION:

What criteria would be used by the Secretary of HHS to evaluate
whether States should receive the waiver to absorb all Medicare
beneficiaries? How will the Secretary assure that Medicare
beneficiaries are adequately protected under the State plan?
(stark)

ANSWER:

> HHS will be developing adequate protections, just as we do
now, to eneure that Medicare beneficiaries are adequately
protected.

> We have a lot of experience reviewing state plans and

managing the Medicare program which we will utilize. Wwe
will also have the ability, under our plan, to collect new
data, which we will evaluate carefully and incorporate into
our protections.



MEDICARE UNDER GLOBAL BUDGETS
QUESTION:

Clarify the treatment of Medicare beneficiaries within alliance
budgets. (Stark)

ANSWER:

> To the extent that Medicare beneficiaries choose to enroll
in plans under regional alliances rather than under
Medicare, we would expect that premiums for Medicare
beneficiaries would fall within premium limitationa of the
alliance.

> We recognize that there are technical questions regarding
the methodology for including premiums of Medicare
beneficiaries within alliance premium limitations, and we
are working on those technical questions.

> We would be happy to work with you in developing that
methodology.



IMPLEMENTATION TIMELINE IS UNREALISTIC

QUESTION:

I believe that the time tadble for implementing this plan is
absurdly optimistic. The Administration routinely takes 18
months to issue regulations for relatively simple changes in
policy. This reform will not be simple. (Stark)

ANSWER:

> As we have learned from the thousands and thousands of
letters received from people across the nation, families are
desperately struggling to survive the status quo. We must
move forward to address their concerns and provide real
relief through reform as expeditiously as possible.

> That is why we have provided the opportunity for states who
have been working on reform programs to come into our new
system early. We also will provide for expedited review of
state reform programsé so that they can be up and running as
soon as possible.

> In addition, we have provided for funding so that start up
administrative duties and technical assistance can be

available.

> Although we anticipate that some states will be ready sooner
than others, no state must have their system ready before
1987.

> Clearly, the Congress will debate this aspect of our plan
along with all the others. We want to express again our
willingness to work closely with you. And we want to
restate our own, and the Nation's sense of urgency that real
access and affordability be achieved at the earliest
possible date.



COST CONTAINMENT

QUESTION:

How are the cost containment approaches for Medicare spending and
private health spending linked? Shouldn't a single, uniform,
approach to cost containment be used? (Stark)

ANSWER:

>

We agree that cost containment approaches must be linked --
we need to apply similar pressure on costs in both private
and public sectors and avoid the excesses of cost shifting
we have seen in the past.

Under health reform, growth in Medicare and in private
health spending will be linked since both will be budgeted
at similar growth rates. We believe that, although the two
sectors may use different approaches to cost containment,
the critical linkage is that both are held to similar rates
of growth.

+ Medicare's rate of growth will be slightly higher,
primarily to reflect the fact that its population is
growing faster.

In fact, the payment methods used to achieve these rates of
growth share certain similarities:

+ In its fee-for-service component, Medicare relies
primarily on fee schedules and rate setting to achieve
its reduced rate of growth. 1In its managed care
program, Medicare makes capitated payments to plans and
plans generally are responsible for providing benefits
within that payment amount.

+ Similarly, the private sector will also use fee
schedules in its fee for service plans, and capitated
payments for its managed care plans.



COST=SHIFTING

QUESTION:

Won't the President’s plan permit a significant differential to
exist between Medicare and private plan payments to hospitals and
physicians? Won't this differential blunt Alliances' ability to
meet premium targets and shouldn't we assure that the current
differentials be exacerbated?

ANSWER:

> An important principle in the design of the plan is that for
the first time comparable standards for affordability and
cost containment will be exerted in the public and private
sector precisely to address the cost shifting problems that
have arisen in the past.

> In fact, the plan uses the same phase-in schedule for cost
containment for both Medicare and the private sector to
assure that cost shifting is constrained.



LONG-TERM CARE PREMIUM UNFAIR

QUESTION:

If the long-term care home and community based initiative is an
entitlement to States, rather than individuals, then isn't
proposed $10/month premium imposed on Medicare beneficiaries
unfair? (Stark)

ANSWER:

> We had considered charging a premium for the long-term care
program.

> As you know, an important principle of our reform proposal

is responsibility, and we are asking all Americans to
contribute something toward their health plan coverage.

> Having said this, we realize that the structure of the long-
term care benefit program is not the same as the other
health benefits (e.g., it is not an insured program nor an
entitlement to individuals) consequently the issue of a
premium is still being reviewed.



INTERIM INSURANCE REFORMS

QUESTION:

what are the interim insurance reférms?

ANSWER:

>

The interim insurance reforme which we would have in place
pending full implementation include:

o Prohibitions on insurers from terminating or failing to
renew health insurance coverage for any insured person,
except for non-payment of premiums or other strictly
defined cause;

o Restrictions on premium increases.

° Minimizing preexisting condition limitations: insurers
and self-insured employers plans are prevented from
applying exclusions to new employees and their
dependents who were insured within the 90-day period
immediately prior to joining the employer.

New employees not currently insured may have exclusions
imposed for only six months.

o Prohibitions on employers and insurers from reducing
exlsting coverage for any medical condition or course
of treatment if the anticipated cost is expected to
exceed 55,000 in a year.

To assure that health insurance is available during the
transition for those who become unemployed or are otherwise
unable to obtain coverage, HHS may organize a national risk
pool.



MEDICARE “NOTCH"
QUESTION:

Your plan imposes a variety of changes on people when they turn
sixty-five: their premium contributions will change, and their
benefits will change. This creates, in effect, a "notch" that
will be an enormous political headache for years to come.

I strongly recommend that the plan be amended to make the
transitions at age 65 much less dramatic. This could be done
either through a long-range policy to equalize benefits, or
through policies that would encourage employers to continue their
wrap-around coverage for their retirees. (Stark)

ANSWER:

> We agree that the plan would create a "notch" for people
when they turn 65.

> We are looking at ways to minimize this problem, and we
would be willing to work with you on ways to address that
issue.



ELIGIBILITY FOR SUBSIDIES
QUESTION:

Should not the method for determining eligibility for low income
subsidies be uniform across alliances, as these subsidies are
funded using Federal funds? Similarly, should not the method for
retroactive adjustment of payments to individuals be applied
congistently? (Stark)

ANSWER:

> Yes, the methodg used by alliances for determining
eligibility for subsidies will be the same across the
country.

> Of course, the subsidy amounts will vary by family income
and by the average premium for that family type in the
alliance, which will differ to reflect differences in
medical care costs across alliances.



SCOPE OF BENEFITS UNDER THE GLOBAL BUDGETS
QUESTION:

The current plan may create an incentive to move individuals into
the high cost-sharing plans since these plans would have lower
preriums and thus be more likely to be below the premium target.
This incentive could be substantially reduced by including the
cost=-sharing for covered services within the budgeted amounts.
The current formulation also presumes that it will be possible to
estimate the initial premium targets net of cost-sharing. This
problem could be avoided by including cost-sharing within the
initial budget targets. (Stark)

ANSWER:

> We do not agree with the assumption that the fee-for-éervice
plan will always be the lower cost plan. Nor do we
anticipate it will always be the high cost plan. Fee-for-
service plans will need to adopt provider fee schedules that
are consistent with the overall Alliance budget.

> We are intending for individuals to have some
responsibility, through their cost sharing, for making
decisions about their own health care and thus creating
competition by the plans to not only provide reduced
premiums, but also reduced cost-sharing.



SHIFT BETWEEN MEDICARE AND ALLIANCES
QUESTION:

Are beneficiaries allowed to switch back and forth between the
alliance and Medicare, and if 80, couldn't they be dumped back
into Medicare as they go older and sicker and the plans increase
their premium rate? (Ways and Means staff)

ANSWER:

> Measures are needed to assure beneficiary choice, while
still protecting Medicare against adverse selection. There
are a number of options under consideration, including
limiting the number of times a beneficiary can elect into
and out of Medicare.

> We welcome your views and suggestions.



COMMUNITY AND MIGRANT HEALTH CENTERS
QUESTION:

What does your health reform plan do for Community and Migrant
Health Centers (C/MHCs)?

ANSWER:

> The President's health care reform plan affirms that C/MHCs
are a successful model for providing primary care in
underserved areas of urban and rural America.

> HHS has requested expanded funding for C/MHCs by $100 per
year in FY 1995 - 1998 for new C/MHC delivery sites.

> our plan continues direct project funding through
categorical authorities (Section 330 and 329).

> The plan will offer designation to C/MHCs as "essential
comnunity providers." This designation will give special
payment protections and access to capital to providers
serving wvulnerable populations. Under this provision,
health plans will be required to contract with C/MHCs for at
least 5 years and pay a rate no less than their Medicare
rate.

> In addition, it provides new authorities to the Public
Health Service to increase access in underserved urban and
rural areas ($700 million in FY 1996). C/MHCs could apply
for these funds, but it is also envisioned the funds could
be used to build networks around other entities, including
small rural hospitals, public hospitals, and individual
providers.

> Expands the National Health Service Corps (NHSC)
significantly ($75 million in FY 1996 and 5,000 new
scholarships) and enacts a new set of strategies to redirect
physiclan training to primary care specialties. C/MHCs
often rely on the Corps for their primary care workforce.

> We anticipate that CHCs and MHCs will be likely partners in
telemedicine networks with Academic Health Centers.

KEY INFORMATION:

The Community Health Center and the Migrant Health Center
Programs (Sections 330 and 329, respectively) are funded through
categorical grants to community-based organizations. C/MHCs
provide comprehensive primary care services to vulnerable
populations living in rural and urban medically underserved
areas. Services are provided at 1,465 sites serving an estimated
6 million people in 1993. In FY 1991, 64 percent of those served
by CHCs were non-white, including 31 percent black.



CHC funding in 1993 was $558.8 million, with an additional nearly
$4 million for MHCe. In 1994, the CHC appropriation rose to
$617.3 million, while the MHC funding remained consistent.



PRIMARY CARE TRAINING

QUESTION:

Is your plan to increase the number of primary care
physicians and decrease the number of specialists, so ag to
achieve a 50-50 mix of training slots by the year 2000,
excesgsive government regulation?

ANSWER:

> Any decisions made by the Secretary of HHS will be based on
the recommendations of a non-governmental National Medical
Education Advisory Board composed of private citizens,
including practicing physicians, medical educators and

consumers.
> Accreditation of training programs and the recruitment and
selection of students will remain a totally private sector
responsibility.
> We believe the benefits to consumers of a better balanced

workforce far outweigh this minimal amount of decision-
making on the part of DHHS.



OB/GYNS AS PRIMARY CARE PHYSICIANS

QUESTION:

Will OB/GYN8 be included in the definition of primary care
physicians?

Answer:

> Yes. Since OB/GYNs provide a significant amount of primary
care in their care of women, we have decided to include them
as primary care providers.

> We recognize that a portion of OB/GYN's services are
specialty services, therefore it may be necessary to adjust
our year 2000 goals on primary care-specialty mix (to 57 %
primary care and 43 % speclalists to compensate for the
specialty component in OB/GYN).



BLOCK GRANTING OF PHS PROGRAMS?

QUESTION:

Does your health reform program expand block granting of PHS
programsg?

ANSWER:
> No expansion of current block grants or new block grants are
contemplated.

> All new public health spending is through project grants.



COST OF NEW PUBLIC HEALTH INITIATIVE
QUESTION:

How much new net spending in public health will there be?

ANSWER:

> The preliminary estimates released in mid-September call for
new spending in FY 1996 of $3.0 billion and savings from new
third-party payments to our grantees of $2.0 billion. We
are further refining the estimates and evaluating the need
for new spending.



PREVENTION SCHEDULE IN BENEFITS PACKAGE

QUESTION:

How did we arrive at the prevention schedule in the benefits
description of the plan?

ANSWER:

>

The content and frequency of the clinical preventive
gservices included in the core benefit package are supported
by an extensive science base and are the recommendations of
the US Preventive S8ervices Task Force.

This Task Force is a non-governmental expert body which uses
scientific evidence to develop its recommendatione. Thelr
work is highly respected by clinical professionals and
widely published in scientific journals.

We recognize that there is not always universal agreement in
medicine about the optimal time or frequency to screen for
certain conditions. The plan addresses this by
incorporating targeted screening provisions for those tests
which must be left up to the clinical judgment of the
physician and discussions with the patient.

Therefore, as science advances, the National Health Board
can update these recommendations to reflect the most
effective way to prolong life and reduce disease.



SPENDING CONSTRAINTS ON MEDICARE/MEDICAID TOO TIGHT

QUESTION:

The spending constraintse on Medicare are not politically
feasible. (Stark)

ANSWER:

>

The savings targets result from applying a limit on spending
increases to the entire health care system. That limit
approximates the growth in spending of GDP. This type and
level of budget target has already been proposed in
legislation authored by Cong. Stark, Cong. McDermott, and
other health leaders in the Congress.

We are applying a slightly higher budget target to Medicare
than to the private sector, reflecting the fact that
population growth in the Medicare population is higher.

We have recommended a series of specific policy changes to
achieve these spending levels. As you will see, a
significant portion of the savings comes from extending the
kinds of reconciliation changes that the Congress recently
passed. Our savings proposals in these areas would begin as
the effects of the recently enacted reconciliation bill are
wearing off.

Another category of savings is derived from retargeting and
reducing special paymente to offset graduate medical
education and uncompensated care expenses.

Finally, we are talking about applying these spending limits
in the context of overall reform. As you Kknow, projected
Medicare spending in the absence of reform suggests $1.4
trillion in Medicare expenditures over the period we are
discussing. Permitting such unchecked growth will be hard
to defend, politically, and the burden &x the federal
treasury and the taxpayer will be problematic, as well.



\Q_H_«{j ¥ Means

Medicare Savings

How is it possible to accomplish 3124 billion in Medicare savings without reducing the benefits
of Medicare beneficiaries?

Medicare savings must be viewed in the context of overall health reform.

In_the

Without overall health policy reform we would oppose savings of this magnitude,
because there would be no way to protect Medicare beneficiaries from serious risks
of benefit reductions.

During the budget debate the Administration opposed an "entitlement cap" for this
very reason. The cap would have forced reductions in the Medicare program --
whether or not we accomplish overall health care reform controlling private sector
health care costs -- and whether or not beneficiaries could be protected.

context of health reform Medicare beneficiaries can be protected.

Health care reform will protect against two factors which now make it difficult to
contain Medicare costs without hurting beneficiaries: cost shifting that results from
uncompensated care and price pressures arising from the difference between private
and public reimbursement rates.

Universal coverage will make it unnecessary for providers to look for ways to shift
costs for uncompensated care to paying customers -- which includes Medicare as well
as private insurance.

Controlling private sector health costs will bring public and private reimbursement rates
closer together. By restraining the growth in spending on the private side, it is
possible to restrain the growth on the public side while at the same time reducing the
risk that providers will elect not to treat Medicare patients in favor of patients with
private insurance.

The health plan will not reduce Medicare spending. It will only slow the rate of
growth from three times inflation to twice inflation. In the context of universal
coverage and corresponding private sector cost restraint, there is no reason why this
reduction in the rate of growth should harm beneficiaries.

In _contrast to other proposals, the Administration only supports Medicare savings of this

magnitude in the context of health reform.

43 Senators voted for the entitlement cap without a corresponding cap in private
health care costs, and without any assurances about the impact on Medicare
beneficiaries.

Other health care proposals call for Medicare savings comparable to or greater than
ours, but fail to meet the critical test of protecting beneficiaries because they fail to
provide universal coverage (and therefore put an end to uncompensated care) or to



control private health care spending (and therefore reduce the differential between
private and public reimbursement).

The Clinton Administration only supports Medicare savings of this magnitude in the
context of health reform that removes these risks that beneficiaries will be hurt.
The Chafee/Dole plan, in contrast, would result in comparable Medicare savings
[$111 billion]. However, the Chafee/Dole plan would not guarantee cost controls in

the private health care system and it would not guarantee universal coverage or
expanded Medicare benefits.

Reform and Competition will reduce Medicare costs.

Competitive forces will reduce the cost of health care for people over 65 as well as
for people under 65. With cost differentials of 300 percent between Miami and
Wisconsin, there is much room for savings from competition.

Streamlined administrative procedures will reduce the costs to providers of caring for
Medicare patients.

Health reform plan will specify detailed policies to achieve Medicare savings.

Unlike proposed "entitlement caps" which leave the difficult task of finding specific
savings to be determined in the future, the health reform plan will propose specific
policies to achieve $124 billion in savings over five years.

If Congress believes that other specific measures are more appropriate, we will work
with Congress on designing alternative savings measures.

The Administration is firm on the amount of Medicare savings that are necessary. If
the specific measures that are enacted fail to meet the projected spending levels, we
are prepared to work with Congress on streamlined procedures to ensure that policies
are put in place to achieve the spending targets.

Medicare savings will be used to provide new Medicare benefits.

Savings from Medicare will be used to finance prescription drug benefits and long-
term care benefits for Medicare recipients.
















































































































































Energy and Commerce Committee
Responses to Written Comments

The Energy and Commerce Committee written comments were prepared by
Henry Waxman’s staff. These issues raised in these comments have all been discussed at
meetings with Waxman and/or his staff. The discussion below indicates how we have
responded to these issues in the course of these meetings.

Medicare

Rather than respond to inquiries regarding individual Medicare cuts, we would
recommend using the more general talking points on Medicare savings.

How is it possible to accomplish $124 billion in Medicare savings without reducing the
henefits of Medicare beneficiaries? :

Medicare savings must be viewed in the context of overall health reform.

Without overall health policy reform we would oppose savings of this magnitude, ,
because there would be no way to protect Medicare beneficiaries from serious
risks of benefit reductions.

During the budget debate the Administration opposed an "entitlement cap” for
this very reason. The cap would have forced reductions in the Medicare program
-- whether or not we accomplish overall health care reform controlling private
sector health care costs -- and whether or not beneficiaries could be protected.

In the context of health reform Medicare beneficiaries can be protected.

Health care reform will protect against two factors which now make it difficult to
contain Medicare costs without hurting beneficiaries: cost shifting that results
from uncompensated care and price pressures arising from the difference between
private and public reimbursement rates.

Universal coverage will make it unnecessary for providers to look for ways to shift
costs for uncompensated care to paying customers -- which includes Medicare as
well as private insurance.

Controlling private sector health costs will bring public and private reimbursement
rates closer together. By restraining the growth in spending on the private side, it
is possible to restrain the growth on the public side while at the same time
reducing the risk that providers will elect not to treat Medicare patients in favor
of patients with private insurance.




The health plan will not reduce Medicare spending. It will only slow the rate of
growth from three times inflation to twice inflation. In the context of universal

coverage and corresponding private sector cost restraint, there is no reason why

this reduction in the rate of growth should harm beneficiaries.

In contrast to other proposals, the Administration only supports Medicare savings of
this magnitude in the context of health reform.

43 Senators voted for the entitlement cap without a corresponding cap in private
health care costs, and without any assurances about the impact on Medicare
beneficiaries.

Other health care proposals call for Medicare savings comparable to or greater
than ours, but fail to meet the critical test of protecting beneficiaries because they
fail to provide universal coverage (and therefore put an end to uncompensated
care) or to control private health care spending (and therefore reduce the
differential between private and public reimbursement).

The Clinton Administration only supports Medicare savings of this magnitude in
the context of health reform that removes these risks that beneficiaries will be
hurt.

Reform and Competition will reduce Medicare costs.

Competitive forces will reduce the cost of health care for people over 65 as well
as for people under 65. With cost differentials of 300 percent between Miami and
Wisconsin, there is much room for savings from competition.

Streamlined administrative procedures will reduce the costs to providers of caring
for Medicare patients.

Health reform plan will specify detailed policies to achieve Medicare savings.

Unlike proposed "entitlement caps" which leave the difficult task of finding
specific savings to be determined in the future, the health reform plan will
propose specific policies to achieve $124 billion in savings over five years.

[f Congress believes that other specific measures are more appropriate, we will
work with Congress on designing alternative savings measures.

The Administration is firm on the amount of Medicare savings that are necessary.
If the specific measures that are enacted fail to meet the projected spending
levels, we are prepared to work with Congress on streamlined procedures to
ensure that policies are put in place to achieve the spending targets.



The Chafee/Dole plan, in contrast, would result in comparable Medicare savings
($111 billion]). However, the Chafee/Dole plan would not guarantee cost controls
in the private health care system and it would not guarantee universal coverage or
expanded Medicare benefits.

Medicare savings will be used to provide new Medicare benefits.

Savings from Medicare will be used to finance prescription drug benefits and
long-term care benefits for Medicare recipients.

Medicaid and Low-income Issues

1. Premium and cost sharing subsidies

We understand the Committee’s concern that low income participants should have
as much choice as possible, and that they should be assured of access to a plan that will
meet their needs.

The plan is designed to improve the quality of care available to low income
participants. Medicaid patients today have limited choices -- their choices are limited to
providers who agree to accept Medicaid reimbursement. I think we would agree that in
many cases, the choices today are not what we would like them to be.

Under the health plan, all Medicaid participants will be guaranteed
comprehensive coverage through plans in their regional alliance. However, low income
participants will no longer bear the stigma of being in a separate health care system.
Simply integrating low income people into the broader health care system will provide
many with better choices than they have today.

We are exploring the suggestion that broader premium subsidies and cost sharing
subsidies be provided. We are concerned about the cost of expanding these subsidies,
but will continue to work with the Committee to explore options.

If the concern is that low income participants should not face "redlining" which
would force them into plans that cover only low income people, we are prepared to
explore either strengthening provisions which assure that boundaries not be drawn in a
discriminatory manner and that plans be open to a broad range of participants.



2. Entitlement nature of subsidies

We agree that discounts which are provided must be a matter of right. The plan
calls for reserve funds to be established to help finance extra costs at times when more
individuals and families are eligible for discounts than expected. In general, the funding
of these reserves would be through the alliances. In the event that the alliances are
unable to finance these discounts at a given time, there must a fallback of federal
funding to ensure that individuals eligible for discounts can receive their discounts. We
will work with the Committee to design an appropriate mechanism.

3. Bona Fide DSH

During the transition period when the new plan is being phased in, it will be
necessary to continue to provide assistance to hospitals that are disproportionately
serving the poor.

A portion of the Medicare DSH payments will continue, but they will be targeted
to institutions that truly merit these extra payments. In the past, DSH has been taken

advantage of and that practice must not be permitted to occur again.

We will work with the Committee on a transitional provision that addresses this
concern.

4, Medicaid Long Term Care

We agree that existing long term care community service benefits which are
individual entitlements under current law should remain so.

S. Supplemental Services

The plan proposes to continue to provide supplemental services to cash
beneficiaries as under current law. Supplemental services for non-AFDC and SSI
medicaid recipients could be converted into a block grant through the states. We are
considering extending the current law treatment to the non-cash population (which
includes many pregnant women who are not yet eligible for AFDC). [The states reacted
very negatively when they heard that we were discussing this change with Waxman.]

6. Illegal Aliens

The plan would target federal assistance to providers who serve illegal aliens.” We
are exploring mechanisms to guarantee funding to providers in areas where service is
provided to illegal aliens.



Public Health Initiatives and Savings

1. Public Health Offsets/Savings

Savings in this area will develop as presently uninsured patients become covered.
We are exploring ways to reinvest these savings, as well as additional new dollars to
support this system.

2, Formula Grants for Access

We have agreed that these funds will continue to flow through existing programs
rather than a block grant.

3. Core Public Health Functions

We have agreed that a new infrastructure grant program should be proposed
instead of a formula grant program.

4. Priority Health Problems Initiative

We have agreed that increased funding should flow through existing programs,
rather than through a consolidated program, with administrative simplification and
expanded demonstration authority.

3. Essential communitv providers

We understand the Committee’s concern with the five year limit on the essential
provider provisions and we are reviewing the recommendation that the period be
extended beyond five years. The essential provider provisions are intended to ease the
transition for these providers to be integrated into plans or to form new community
based plans. We will work with the Committee to make certain that essential services
are available in traditionally underserved areas.

6. Amount of Public Health Investment

The plan was designed to provide a significant increase in funding for traditional
public health programs -- such as TB control. We believe that the proposed funding
levels are adequate, but will continue to discuss concerned raised by the Committee and
review the policy in this area. '
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LETTERS INDEX

CALIFORNIA (Reps. Stark, Moorhead,
* Prescription drugs, pre-existing condlhon (Santa Rosa), (b)(6) £0o0 I:J

* Long term care insurance premiums (Salinas), (b)(6)

* Pre-existing condition; loss of coverage (Livermore), (b))
CQONNECTICUT (Rep. Johnson)

* Pre-existing condition (Milford), (b)(E) -

* Self-employed; pre-existing condltlon (Danbury), (b)(6)
GEORGIA (Rep. Rowland)

* Self-employed, excessive medical costs (Cedartown), (b)(6)

* Lost job; pre-existing condition (Roswell), (b)(6)

* Overcharged medical costs (Newnan), (b)(6)

* Lost job; pre-existing condition (Atlanta), (b)(6)
ILLINOIS (Reps. Rostenkowski, Hastert)

* Pre-existing condition (Arlington Heights), (b)(6)

* Excessive costs (East Peoria), (b)(6)

* Simplicity - excessive paperwork (Mascoutah), (b)(6)

* Excessive medical costs (Glenview), (b)(6)
KENTUCKY (Rep. B

* High premiums (Brandenburg), (b)(6)

* Pre-existing condition (Hopkinsville), (b)(6)
LOUISIANA (Rep. Tauzin)

* Excessive costs (Ville Platte), (b)(6)

* Job lock (New Iberia), (b)(6)

* High costs (Kenner), (b)(6)

* Social Security technicality; high costs (Madisonville), (b)(6)
MICHIGAN (Rep. Dingell)

* Excessive costs, prescription drugs (Livonia), (b)(6)

* Medicaid (Pontiac), (b)(6)

* Prescription drug prices vary (Southgate), (b)(6)

PENNSYLVANIA (Rep. Santorum)

* Small business (Sellersville), (b)(6)

TENNESSEE (Reps. Sundquist, )

* Prescription drugs, home health care (Tullahoma), Louise Ewell
TEXAS (Rep. Archer)

* Small business, fraud and abuse (Richardson), Drake Bunday

* Elderly, high premiums (Kingwood), (b)(6)

* Prescription drugs (Winnie), (b)(6)
VIRGINIA (Reps. Payne, Bliley, Boucher)

* Job lock, no preventive care (Virginia Beach), (b)(6)

* Home health care, Medicaid (Norfolk), (b)(6)
WASHINGTON (Rep. McDermott)

* Price gouging (Seattle), (b)(6)






































