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Harry and Louise Were Right, Sort Of \

By ROBIN TONER

EMEMBER the frightening things that were
going to happen if the Clinton health care plan
passed? Like losing the right to choose a doctor
or a health plan? How about the stow death of
old-fashioned medical insurance and the like-it-or-not
march into health maintenance organizations? Not to
mention restricted benefits and even rationing.

Harry and Louise, the fortysomething couple creat-
ed by the Health Insurance Association of America,
vented their anxieties about these possibilities — and, by
extension, millions of other Americans’ fears, too — ina
series of television commercials 1n 1993-94, fretting
around the kitchen table as health care legislation was
furiously debated, and ultimately killed, on Capitol Hill.
Now, with the benefit of three vears' hindsight, it can be
said: Harry and Louise were at least half right. There
were indeed big changes In their tuture

Imagine the surprise around that Kitchen table

today: The proportion
of American workers
in managed care plans
has grown to 74 per-
cent, up from 55 per-
cent in 1992, when Bill
Clinton was beginning
his first campaign for
health care reform, ac-
cording to a recent sur-
vey of employers by KPMG Peat Marwick.

~ As for choice, the study found that employers of all
sizes have reduced the number of alternative health
plans available to their workers over the last year;
among mid-size employers, 52 percent now offer their
workers only one plan.

‘‘People believed that if the Chnton plan died the
managed care revolution would die with it, that you'd be
able to keep your choice of doctors,” said Bob Blendon,
an expert on public gpinion and health at Harvard.
*‘People were calling the Clinton plan socialized medi-

»  cine because they were go-
. ing to force you into an
H.M.O., and yet we’'ve had
this huge growth of man-
aged care since the plan
died.”
The supposedly halcyon
days of fee-for-service medi-
s _cu:;e, covered by traditional
indemnity i
clearly passed for most Americans:y Jur;fuzl;ia’;i'ce?l?ﬁ
the people who get their insurance through work are
enrolled in the traditional plans, down from 71 percent in
1988. And hospital stays are now so strictly limited by
some nsurers that Congress recently stepped in and
required that new mothers and their babies get a
mm.gngi:'nl‘s;a.y ord4s hours.
“u> . Louise did not have to deal after i
new "billion-dollar bureaucracy" that she s: ltl)f:::hwlt:‘re-
ried about. because the Government was left out of this

revolution.

Anu a lot of analysts argue that, in retros i
turned_opl to be a good thing — and not Just bep::tln'stehtl)?
the abiding American mistrust of bigger government
Insurance companies and employers had the experlisé
and the stomach, these analysts say, to do things that
electgd officials could not do — like closing underused
hozpna!s. restricting the freedom to choose a physician
ﬁgal ll'z:kclzfefnher measures to squeeze down the costs of

Uwe Reinhardt, a health economist i
argues that President Clinton ought to beatlh::ll:;ﬁf(&né
dxrt):.work was done by somebody else.

Maybe it’s not a bad thing to have it come out that
way — be_cause otherwise government would have got-
ten a terribly bad name for things that are not really
government per se, but things that needed to be done,”
Mr. Reinhardt said. *“Someone had to say todoctors ar;d
palleﬂts. you cannot have all these resources all the
time.” He concluded that “the managed care industry

f
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has become the flak-catcher for all the
things that Clinton would have been the flak-
catcher for."”

Moreover, there is little dispute that in the
realm of cost control, which was always the
primary concern of many of the policy elites
anyway, the private sector has been quite
successful. And it restrained health care
spending without the unwieldy, confusing
new Government entities that Harry and
Louise — and, judging from the polls, mil-
lions of other Americans — had found so
unappealing.

No big new alliances, the much-maligned
purchasing cooperatives that Mr. Clinton
and the chief architect of his doomed plan,
Hillary Rodham Clinton, envisioned as the
middlemen between consumers and the in-
surance companies. No complicated cost
controls or global budgets.

Private Choices

‘“‘While it's certainly true that there's been.
a powerful movement in the direction of
managed care, these are private choices
rather than government choices,” said Bill
Gradison, president of the Health Insurance
Association of America, which led the indus-
try's fight on Capitol Hill.

**Moreover, in an employment situation, if
you're really unhappy with the choice your
employer made, you often have a union to go
to bat for you, or an employee benefit depart-
ment. You may not always prevail, but it’s
easier than going to some distant govern-
ment agency."”

But would Harry and Louise be happy with
the way things turned out? Do they even
realize how much has changed? A survey
published last summer for the Robert Wood
Johnson Foundation, a health research or-
ganization, suggested that most Americans
do not perceive the great slowdown in health
care costs, not to mention the profound
changes in the market-
place.

Still, there are signs
that at least Louise,
who was usually the
one reading up on
health carc in the com-
mercials while Harry
stood by supportively,
would have recognized
thal there was a price
to be paid for letting
employers and insur-
ance companies work their will.

Paul Starr, another health care expert at
Princeton who worked on the Clinton plan,
said, ‘“What we’re getting is managed care
but without the consumer protection and
patients’ rights that people have a right to
expect.”

He noted that the alliances, unlike employ-
ers, would have been required to offer con-
sumers a variety of health plans, and would
have provided many more safeguards for
consumers' rights.

Drew Altman, president of the Kaiser
Family Foundation, a health-care research
group, said, “There are a lot of people out

There’s a price for
letting employers and
insurers, rather than
the Government,
reinvent health care.

there who feel, or should feel, that they
fought off the Government monster only to
find themselves faced with changes in the
marketplace that they care about a lot
more." -

Defenders of managed care systems, like
Karen 1gnagni, president of the main indus-
try group, the American Association of
Health Plans, argue that consumer satisfac-
tion within these net-
works is actually quite
high.

‘‘Consumers now
have access to a prod-
uct that is more afford-
able, that has very low
out-of-pocket COStS,
that has more compre-
hensive Dbenefits and
that stresses preven-
tion,” Ms. Ignagni said.
Where people have a
choice, as is the case with Medicare recipi-
ents, they are increasingly choosing man-
aged care plans, she said.

But there is clearly some backlash brew-
ing among the Harrys and Louises of Amer-
ica. Accordingly, Congress has shown a new
willingness to regulate the industry in the
wake of a flurry of complaints, ranging from
shortened hospital stays to restrictions on
what doctors in some managed-care net-
works can tell their patients about treatment
options. The law requiring 48-hour maternity
stays is only the beginning, many analysts
say.

““The big, somewhat underreported health
care story of 1996 is that the Congress, in a
bipartisan mannecr, has moved into repulat-
ing health insurance, which they have not
done before — and there wasn’'t a dime's
worth of difference between the Democrats
and the Republicans on this,” said Mr. Gradt-
son.

President Clinton, for his part, has an-
nounced that he will appoint a panel of
experts to recommend ways of protecting
consumers in this fierce new health care
marketplace. This kind of bipartisanconsen-
sus reflects the broad popularity of these
regulatory moves, analysts say.

In other words, Government may not look
so frightening to Louise these days, as she
sits at her kitchen table fuming over her
latest dispute with her new health care plan.
Perhaps she has a few regrets. She may even
be muttering, once again, her mantra from
three years ago:

“There’s got to be”1 better way."
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Hucksters

-Who Needs This Ad Most?

By NATALIE ANGIER

OU know a commercial has plucked

a nerve when the most startling

thing about it is not the sight of wild

chimpanzees aping famous lines
from movies like ‘The Godfather,”” *Star
Wars” and ‘“‘Animal House.”

The really shocking part of the new adver-
tisement for Home Box Office on network
television is the shot of Jane Goodall, doy-
enne of primatology, sitting in her cabin in
the Gombe Preserve, Africa, writing up field
notes about the “inexplicable” behavior of
the chimps. Seems they have been imitating
Marlon Brando and John Belushi after peek-
ing through her cabin windows at her televi-
sion set. ‘“Dr. Jane Goodall, HBO viewer
since 1978,” the final tag line tells us.

Why in the name of Godzilla is Dr. Goodall,
who has always$ projected a sense of quiet,
even self-effacing dignity, hawking a televi-
sion movie channel?

For the stubbornly snobbish, the reaction
is indignation: Is nothing sacred? Have even
scientists sold out? For others, the commer-
cial burnishes Dr. Goodall with the glow of
wit: Even scientists have a sense of humor!

Whatever the reaction, the commercial
has provoked much chest-pounding over who
is willing to advertise what, and how the
audience responds to a familiar figure from
film, musie, art, politics — or science — in
the unfamiliar position of huckster.

Bob Dole, the former Presidential candi-
date, appeared in a print ad for Air France
last week (he donated his $3,000 fee to a
community center for the elderly). Ed Koch,
the former New York-City mayor, plugs
Dunkin' Donuts’ bagels. Michael Jordan be-
comes a thesaurus entry for Nike. Richie
Havens sings plaintively in a travel ad. We
love celebrity endorsements, in part because
we love doing the quick mental calculus of
where the personage must be in the arc of his
or her career to agree to the spot.

Top Bananas

Our reactions may be colored by our feel-
ings abgut television, commercials and capi-
talisn generally, but a few rules apply. When
sports stars pitch athletic goods, it is a sign of
their Olympian stature. When an icon of 60’s
rebellion warbles for tourism, you know he
needs the work. And when a scientist like Dr.
Goodall shows up, well, uh ....

My first response was disbelief,” said
Frans de Waal, a renowned primatologist at
thie Yerkes Primate Research Center in At-
lanta. “I thought, Is this real? Does Jane
know about it?’’

Yes, it is real, and Jane knows about it. She
even got paid $100,000 to do it. ‘““When they
first approached me, 1 said, ‘You must be
joking!’ 1 was totally horrified,” Dr. Goodall
said in an interview. ‘“‘But when they ran
through what they wanted to do, I realized it
was actually fantastic.” She liked the idea
that the creators of the commercial, Michael
Patti and Don Schn-ider of BBDO in New
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York, would use real chimpanzees in Gombe,
not trained chimps dressed in cute clothes.
“Entertainment chimps are often cruelly
treated,” Dr. Goodall said. ‘It dawned on me
that here is a way to show how animals can be
used in advertising in a non-exploitative man-
ner.” Besides, she said, ‘““The HBO thing is
hilarious. If you can can make someone laugh,
you make the world a better place.”

The fee, she said, is *‘enough money to keep
our biggest chimp sanctuary in the Congo
running for a year. There are people who said
we should have gotten more, but we didn’t
know."”

Joshua Gamson, a sociologist at Yale and
the author of “‘Claims to Fame: Celebrity in
Contemporary America,” sees the ad as a
brilliant example of advertising’s fundamen-
tal desire — to put a fresh twist on the tried-
and-true. “Advertising works by ferreting out
new things, ways of selling that are familiar
but on the edge,” he said. “‘It's the spread of
the celebrity system into fields where it
hasn’t been before. We're seeing it now in
academia, certainly in the arts, and in non-
profit-organizations, with things like the high-
profile AIDS Awareness campaign.’’

These pitch people are, in the phrase of
Joshua Meyrowitz, a professor of communi-
cation at the University of New Hampshire,
“our new media friends.” Or, as Madison

Avenue puts it, they are commercial ‘“‘vir-
gins."”

Dr. Goodall’s reputation is not likely to
suffer. For one thing, she has contributed too
much to biology for too long. For another, any
colleagues who resent her newfound market
appeal already resented her fame as a prima-
tologist. And the chimps looked awfully glam-
orous banging their sticks on the ground and
chanting, “Toga! Toga!"

Sometimes appearing in an ad can lend a
public figure some panache, particularly if
the spot plays off the person’s fame. O.J.
Simpson succeeded in the Hertz commercials
because they showed him doing what he does
best: running for his life. Tina Turner is in a
$20 million ad campaign for Hanes hoisery, a
natural move for the possessor of the greatest
set of legs this side of a centipede. Dan Quayle
made delicious use of his most infamous
gaffe, the misspelling of the word *‘potato,”” by
appearing, wordlessly, in a commercial for

. Wavy Lay’s potato chips.

1 Want a Mustache

Some commercials are so hip that celebri-
ties are insulted when they are not asked to
appear in one. The pasha of cool, Spike Lee,
directs blue jeans commercials and appears
in .nilk mustache commercials. Indeed, ev-

eryone wants to be shown wearing one of
those white mustaches: Kate Moss, Lauren
Bacall, Danny De Vito, Pete Sampras all do
it; why not me? The campaign has been so
successful that for the first time in 20 years,
milk sales are going up, according to the
sponsor, the Milk Industry Foundation.

Not every act of mercantilism helps. When
the director Orson Welles became a pitchman
for Paul Masson wine, many of his fans saw it
as an act of desperation, a sign of how far the
giant (in every sense) had fallen. Cher admit-
ted that she probably harmed her career by
doing infomercials for, a skin-care product
line. When Geraldine Ferraro, a former vice-
presidential candidate, was in an ad for Diet
Pepsi — which she did because, she confessed,
she needed the money — she received a
drubbing for being mercenary.

There are stars who cherish their reputa-
tions so much that they refuse to do any sort
of product flacking — at least not in America.
Woody Allen has written and directed ads for
a grocery store chain, but only in Italy, and
Sharon Stone has pushed Pirelli tires and
Freixenet champagne, but only in Europe.

Lest anyone conclude that these entertain-
ment demigods are driven by simple plebeian
greed, note that Ms. Stone’s Pirelli fee will go
to the conservation of rubber trees every-
where.
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improve conditions. But it would do nothing to
fix the system’s decision-making problems,
which have a deeper root: A pervasive unwill-
ingness to acknowledge that some mothers
are unable to raise their children and that only
adoption or long-term foster care can give
their children a chance.

saw this most dramatically in a case | han-

dled in the early 1980s as a volunteer at-

torney in the Family Court Division of D.C.
Superior Court. | ‘was representing five chil-
dren, ages 4 through 15, who had been in fos-
ter care for three years. Their drug-addicted
mother had’ repeatedly beaten them so badly
that they had been hospitalized a number of
times for their injuries. She had recently incit-
ed her then 15-year-old daughter to run away
from her foster home, and then prostituted
her until she got pregnant.

Because the official case record said almost
nothing about the mother, I made a home visit
to see how she was doing. The hallways in the
mother’s apartment building had feces
smeared on the walls and smelled of stale
urine. Her apartment had broken windows, in-
operative plumbing and an unlocked kitchen
door that opened to a missing fire escape—
three floors off the ground. Without tremen-
dous improvement, this mother was never go-
ing to regain custody of her children.

When | returned to my office, I called the
family’s caseworker, recounted what | had
seen and suggested that he consider initiating
adoption proceedings for the younger chil-
dren—who were still young enough and emo-
tionallv healthy enough to be adopted. He 4aid
he appreciated my report since he had not
seen the mother for many months but’that,
no, adoption was premature. | shall always re-
member his reason: “I don't like to give up on
a mother.”

Don't fault the caseworker. His actions only
reflected the prevailing attitude, embodied in
state and federal law, that the prime objective
of child protective agendes should be family
preservation. '

Atutudes have changed little since { was in-
volved in this case, as national statistics show.
Each year, about 250,000 children are placed
mto protecuve foster care, according to the
American Public Welfare Association. Al-
though many children are returned in a mat-
ter of days, many others languish in foster

care with little hope of adoption. The most up-

todate data are from 1990, when about 40
percent of the 400,000 children in foster care
had been away from home for at least two

years. About half of these children had been m

at least two foster homes.

Fewer than 5 percent of these hundreds of
thousands of children are freed for adoption
each year. Too many children are returmed
home, where they frequently are abused again
and once more placed in foster care. This re-
volving door is particularly common in cases
of parental crack addiction, where despite the
best treatment programs parents tend to re-
lapse into addiction.

Some blame this failure to take more deci-

sive action on a misplaced commitment to pa-

rental rights. That surely contributes. But, as
the statistics suggest, the system is unwilling
to accept the uncomfortable truth that some
parents are beyond the reach of even the best
treatment programs.

We need to take the necessary steps to help
their children grow up safely and reach their full
potential. Caseworkers have to be able to say to
a severely abusive mother: “You have had two
chances (or three or four). Now, we want to
give your kids a chance. We need to take them
from you and place them in a safe, nurtuning
home.”

My service on the Fatality Review Panel con-
vinces me that making this change won't be
easy. Our panel is no toothless tiger. Over the
years, many of our recommendations have been
adopted, particularly those urging improve-
ments in training programs, supervision of
workers and caseload standards. The authori-
ties have even paid attention to suggestions
about which individuals to discipline or prose-
cute for endangering children.

But we have gotten nowhere in our efforts to
get New York City and state officials to respond
more forcefully to cases of severe abuse, includ-
ing parental drug abuse. In writing this article, [
went back and looked at our past reports. We
have regularly called for changes in law and pol-
icy to make it easier to terminate parentzl
rights, and for an expansion of long-term resi-
dential options for children who can’t go home
and don’t have much hope of being adopted.

One obstacle, no doubt, is the fear of the cost
of taking responsibility for severely abused and
neglected children until they grow up. But do-
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ing the right thing need not cost more than cur-
rent practices. Take Washington, for example.
Its child welfare system was considered to be in
such bad shape that the federal courts placed it
under the supervision of a “receiver,” Jerame
Miller. After examining the agency’s budget,
Miller calculated that it was-spendiag-roughly
$40,000 per-year-per-child] Many of these chil-
en could be placed for adoption, which would
save money; others could be placed m stable
residential settings, which should cost the same
or less.

er X
years, they have made unsupported claims—re-
peated unquestioningly by some politidans and
some in the media—that programs like fami
preservation can repair even -

o1 reover, many of the children
most 1n need are too old or too troubled to be
adopted and would have to be placed in long-
term foster care or residential institutions
(which opponents would quickly call orphan-
ages).

Race only aggravates the difficulty. Since

the crack epidemic of the late 1980s,

which hit disadvantaged African-Ameni-
can communities like a sledgehammer, ohild
welfare caseloads have become progressively
more black. Between 1982 and 1990, the last
year for which there are data, the proportion of
foster children who were African American
rose from 34 percent to 41 percent, two and
one-half imes their number in the general pop-
ulation.

The reality that a “get-tough” policy would
fall disproportionately on poor, black mothers
rightly should make everyone think twice be-
fore adopting it. But the present course—ignor-

ing the lopg-term ing done to black chil-
drﬁn%yg be an even more insidious form of
racial discnminatiop.

S0 the next time you read about a child’s

death, don't blame just the caseworker who
perhaps did not do everything possible to pro-
tect the child. Some blame belongs to the rest
of us. Until we collectively accept that se-
verely abused and neglected children need a
permanent place to hve away from their par-
ents, and unfil we make such p!

option, we should expect to read about many
more N.

Jacob W. Dembasky helped prepare this article.
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When Home Is Hell

We Are Too Reluctant to Take Children From Bad Parents \

By Douglas J. Besharov

AST MONTH, as I have regularly for

the past nine years, I traveled to New

York City to try to make sense of a
child’s death.

.I serve on New York City’s Child Fatali-

ty Review Panel, a remarkable body that

Douglas Besharov s a resident scholar at
the American Enterprise Institute and a
visiling professor at the University of
Maryland School of Public Affairs.

to. child abuse deaths. It is an experience
that is both rewarding and dispiriting. In ef-
fect, we-conduct social autopsies: Why did
the child die? Could the authorities have
prevented it? If so, should we recommend
any disciplinary actions or systemic chang-
es that might save children now in danger?

This time when we gathered inside the
plain conference room where we hold our
discussions, we already knew a fair amount
about the case before us. Unlike many of
the 100 cases I have reviewed, the grue-

__some death of 4-year-old Nadine Lockwood

had received saturation coverage in the
New York media.
Nadine weighed 15 pounds when the po-

Manhattan apartment last August. For
many months, her drug-addicted mother
had kept her in a blanket-covered crib,
slowly starving her to death. What made it
front-page news was that Nadine’s mother
and her six children had been reported to
the city’s child protective agency numerous
times over the.previous seven years.

A hospital first reported Nadine’s moth-

See CHILD, C5, Col. 1

CHILD, FromC 1

er to authorities in 1989, when her newborn
tested positive for cocaine. The case was
closed within six months after the mother
started attending a drug treatment program.
Nadine was born less than two years later, al-
so with cocaine in her system. The agency
confirmed this report as well but again closed
the case after six months. ;

A year later came yet another baby—this
one abandoned in the hospital and later placed
for adoption. Over the next three years, the
agency received more reports, including sev-
eral that the older children rarely attengied
school. Still, it did not take protective action.
(As a member of the panel, I have access to
confidential agency files, but all the details dis-
cussed in this article have already become
public.)

lice found her shriveled, lifeless body in a*

Sadly, Nadine’s story is not unusual. Na-

tionally, about 1,500 children die each

year under circumstances suggestive of
abuse and neglect, according to the National
Committee to Prevent Child Abuse. No mat-
ter what we do, some of these deaths cannot
be prevented, because they happen without
any warning. But about half the time, the chil-
dren died after the family was reported to a

. child protective agency. In such cases, one can
- fairly ask: What went wrong?

I have spent much of my professional life
trying to answer this question—first as a
young prosecutor in New York City, then as
the founding director of the federal govern-
ment’s National Center on Child Abuse and
Neglect and more recently as a consultant to

. public and private agencies across the coun-
* try. But it’s easy to lose touch with the real

world. That fear, as well as the chance to
make a small contribution, has kept me on the
Child Fatality Review Panel. Case after case
has taught me about the immense challenges
child welfare agencies face each day—and has
forced me to reexamine (and often modify) my
most deeply held beliefs about how best to
protect children.

The conventional wisdom blames most of

“these deaths on inadequate funding and on

poorly trained and overworked caseworkers.
On the basis of my experience, however, I do
not think that more money will help matters
much. Decision-making problems plagued
New York City, for example, even when it had
one of the lowest per worker caseloads in the
nation. Although most agencies can certainly
use rnore (and better) resources, the real cul-
pnt is wishful thinking about parents and the
efficacy of treatment.

Think about how the system handled Na-
dine’s mother, a confirmed drug addict with
years of well-documented problems in caring
for her children: As soon as she began a drug
treatment program, the system concluded she
could make it on her own. Worse, it continued
in that belief in the face of repeated reports
from concerned professionals and neighbors.

Since I started out in the field almost 30
years ago, child protective programs have ex-
panded enormously. Thanks to stronger child
abuse reporting laws, the number of children
reported to the authorities in the United
States has increased from only about 150,000
children a year to the over 3 million today (al-
though many reports turn out to be unfound-
ed). Most communities now have specialized
investigative agencies, so that those reports
that once languished in piles on workers’
desks are usually investigated within a day or
so. Moreover, for better or worse, millions of
children have been placed in foster care. Be-
tween 1982 and 1995, for example, the num-
ber of children in care almost doubled, from
about 262,000 children to about 494,000 chil-
dren. And, back in the 1960s, child welfare ex-
penditures were a fraction of the approximate-
ly $5.7 billion spent last year just for
investigations, foster care and adoption servic-
es.

These expansions have made a dramatic
difference. By most estimates, child abuse
deaths are half or less of what they were three
decades ago, cven as social problems such as
drug addiction have worsened. And thousands
of other children have been saved from inju-
ries short of death. More menev for additional
caseworkers and other services would surely
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SPECIAL REPORT

PROVISIONS

Clinton’s Health-Care Bill

formally introduced Nov. 20, would change the roles

of consumers, doctors, nurses. hospitals, govern-
ments, insurers and technologists. The bill is complex, but
its goal is clear: to guarantee health-care coverage for all
Americans while limiting costs. The bill's promise is that
everyone would be covered from birth to death.

Most people would have controversial new financial
obligations: Those who could afford to pay would subsidize
those who could not. Funding would come from mandatory
employer contributions, taxes, individual payments and
cuts in Medicare, the government-funded health insurance
program for the elderly, and in Medicaid, the program for
the poor. Making this system work would require a new
framework for the purchase and regulation of health insur-
ance and delivery of health care.

The bill would create that new framework. It would
require the federal government to determine health bene-
fits, set the standards of care and reorganize the market.
Once the system was in place, the government would be its
watchdog and enforcer. Consumers would be organized into

President Clinton's health-care bill (S 1757; HR 3600),

By Alissa J. Rubin with David S. Cloud, David Masci,
Thomas H. Moore, Paul Nyhan, Elizabeth A. Palmer,
Nyse J. Veron and Brad Wong

large purchasing blocs to bargain for lower prices from
medical providers. Instead of buying health insurance
through employers or om their own, consumers in a geo-
graphic area would become part of a large group known as a
“health alliance.”

The alliance would have the role currently played by
insurance companies and employee benefits managers: nego-
tiating with health-care providers for the best deals. Provid-
ers, instead of working individually, would be organized into
“health plans” — groups of doctors, hospitals and other
caregivers — who could offer the guaranteed package of
benefits to consumers. The alliance would help members
choose among plans by supplying them with consumer in-
formation. Consumers would pay insurance premiums to the
alliance, which would funnel the money to the providers.

Key to Clinton's plan are checks and balances designed
to protect consumers’ rights and ensure that all players
fulfill their responsibilities. For instance, health plans would
be monitored by health alliances and by states. Providers
would be monitored by health plans but protected — by
alliances and states — if plans went bankrupt. Consumers
could pursue claims against health plans and would have
access to administrative review mechanisms coordinated by
alliances and state agencies.

The following are highlights of the bill:

The New Framework
(From Title I, II, V and VIII)

Universal coverage

Affordable health insurance would be available to all citizens,
and everyone would be required to enroll in a health plan. Pay-
ments would vary according to means. Employers would pay about
80 percent of the average local cost of their employees' health plans;
employees would pay the balance. The government would subsidize
low-income individuals and families, as well as businesses with
fewer than 75 employees. Premiums would be more expensive for
tamilies than for individuals.

The bill would:

eGuaranteed coverage. As of Jan. 1, 1998, guarantee
health-care coverage to every American citizen. every legal national
and every alien permanently residing in the United States, such as a
refugee or a long-term non-immigrant, such as a diplomat.

The bill would not cover prisoners, undocumented aliens or
Americans over 65 eligible for Medicare, the government's health
insurance program for the elderly and disabled. It is not clear how
the bill would treat illegal immigrants’ children born in the United
States, because children generally enter alliances through parents.

e [ndividual mandate. Require that all eligible people enroll in
a health plan and pay their share of insurance premiums.

e Exceptions to the individual mandate. Provide exceptions
for military personnel, veterans and American [ndians. Members of
the armed forces could select a Defense Department plan. Veterans
and their families could enroll in a veterans plan. [ndians could
enroll in the Indian Health Service plan.

e Disenrollment. Prohibit people from being forced out of any
plan unless they enrolled in another plan or became eligible for
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Medicare. Even if people defaulted on premiums, no provider could
refuse to treat them, nor could they be dropped from an alliance.

e Purchasing insurance outside the system. Allow people
to purchase supplemental insurance for services not covered in the
guaranteed benefits package. Those not eligible for coverage could
purchase insurance in the private market. Employers could offer
additional insurance.

Benefits

Only the Clinton plan and one other plan (the single-payer
Canadian-style proposal) spell out which medical services would be
covered. The Clinton benefits package is generally as generous as
those currently offered by most large companies.

All health plans would have to offer comprehensive benefits
including mental health care, preventive dental care for children
and some long-term care. Plans could not charge extra for particular
benefits nor could they limit the use of benefits. However, some
benefits would be covered fully only with the consent of the plan.
meaning that the plan could limit or delay access to that benefit.

The following benefits would be covered:

e Hospital services. Unlimited inpatient, outpatient and 24-
hour emergency services.

e Health professionals. The services of doctors, nurses and
other licensed providers.

e Emergency services. Emergency and ambulatory medical
and surgical services provided by a health facility that is not a
hoepital — such as a community-based clinic.

e Clinical services. Preventive services including all immuniza-
tions, AIDS tests and clinician visits, Pap smears and pelvic exams.
Annual screenings for women at risk of having venereal diseases.
Individuals over 20 would receive booster immunizations and cho-
lesterol screening every five years. Women over 50 would receive
mammograms every two years. Women over 65 would receive



tlu and pneumonia shots.

e Mental illness and substance abuse services. Clinton's
goal 1s to cover mental illness as comprehensively as physical illness.
But treatment would be limited for the first four vears. Patients
would be referred by their health plan for treatment. Qutpatient
therapy would be limited to 30 visits. or 120 visits if the therapy
would enable the patient to avoid hospitalization. Inpatient treat-
ment would be limited to 30 days. with another 30 days it necessary.

o Family planning. Voluntary family planning services. contra-
ceptive devices dispensed by prescription — such as diaphragms.
birth control pills and Norplant — and pregnancy services. Abor-
tion 1s not mentioned specifically in the bill. but administration
officials have testified that they expect it to he covered under the
benefits package.

o Home health care. Medically necessary. skilled services deliv-
ered at home. including nursing and physical therapy services and
necessary supplies such as equipment to administer intravenous
drugs and food.

o Extended care. Medically necessary services given in a nursing
home environment. Includes skilled services such as nursing and
physical therapy needed to recover from an acute illness or avoid
hospitalization. l.imited to 100 dayvs annually.

o Medical devices. Durable medical equipment and prosthetic
and orthotic devices such as braces for legs. arms, back and neck:
artificial limbs. pacemakers. ventilators and colostomy bags.

® Dental care. Cover people under 18 for preventive care. and
children 3 to 13 for some orthodontic procedures. Adults would
receive emergency dental care onlyv. After 2001. dental care —
including checkups. routine cavity fillings and root canal work —
would be fully covered for children and adults.

e Vision care. Routine eye exams. diagnosis of eve diseases and
treatment of defects in vision, such as cataracts.

o Investigational treatments. These treatments are primarily
for people with terminal diseases, such as AIDS and cancer. They
consist of therapies whose effectiveness has not been determined.
Coverage would include treatment and other routine care.

e Other types of care. Hospice care: ambulance services: ex-
tended care limited annually to 100 days in a nursing home or
rehabilitation center: outpatient laboratory. radiology and diagnos-
tic services: outpatient prescription drugs and biologicals: outpa-
tient rehabilitation services. including occupational therapy. physi-
cal therapy and speech pathology.

o Optional coverage. Health education classes. including
courses on how to stop smoking, nutrition counseling. stress man-
agement. support groups and physical training classes.

e Not covered. Services that are not medically necessarv or
appropriate, such as elective cosmetic surgery. would not be cov-
ered. Other items that would not be covered include: custodial care
— meaning long-term care for non-medical needs such as compan-
1wnship — hearing aids. eveglasses and contact lenses for adults. in
vitro fertilization. sex change operations and related services. pri-
vate duty nursing, or comfort items (such as a television ur a
telephone in a hospital room).

Long-term care

No vne would be guaranteed coverage for long-term care.
However. the bill would create a federal entitlement program for
states to pay for home health-care services for eligible individuals.
The program would be financed predominantly by the federal
government; states would pay a 5 percent to 22 percent match. The
administration views this as a down payment toward full-fledged
long-term care coverage. Eligibility would not be based on income
but would depend on whether an individual met the federal critenia
of needing help with at least three activities of daily living. such as
eating. going to the bathroom and getting dressed. Nursing home
care would not be covered. but the grants would cover an extensive
list of home health-care senices and adult dav care

Beneficiaries would be charged sliding fees of up to 23 percent ot
the cost of care if they had an annual incomes that exceeded 2w
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percent of the federal povertv level. which 1s now 7,160 for a <ingle
person and 314800 for a family of four. People at ir below the
poverty line would owe nothing. The administration expects that
about 70 percent uf beneficiaries would be elderlv

Cost sharing

Clinton’s plan would standardize the prices consumers pay for
their health care, limiting health insurance premiums to 3.9 percent
of their income. Most consumers would choose among three pav-
ment formulas. The low-cost plan would most likelv provide care
through a health maintenance organization with a hmited choice of
doctors. The midprice plan would offer care through a loose
network of doctors with an option for consumers to go outside the
network. similar to a preferred provider organization. The high-cost
plan would allow consumers to choose their own doctors. Costs
would vary by region and by family status. meaning whether a
person subscribed as an individual. a couple. a single parent with
children or a couple with children. Complex formulas would deter
mine exact payment rates. The amount. however. that each Ameri
can would pay would be pegged to employment status

The bill would:

o Low-cost plan. Offer a low-cost plan with no deductible tno
minimum payment before coverage starts). a 310 co-pavment for
outpatient services (such as doctor visits), 325 for hospital emer-
gency room care and outpatient psychotherapy. and 35 for prescrip-
tions. All low-cost plans also would allow subscribers to use provid-
ers outstde the network — for a higher premium.

o High-cost plan. Offer a more expensive cost-sharing plan with
a 3200 deductible (3400 for a family) and a 3250 deductible for
prescription drugs. Enrollees would pay 20 percent of the cost of
doctor visits, 50 percent for psychotherapy and 40 percent for
dental services.

e Combination plan. Offer a combination plan in which enrollees
would pay a nominal co-payment when using network providers. But
when they used providers outside the network, they would pay the
same deductible and other payments as under the high-cost plan.

o Spending limits. The plan would limit out-of-pocket spending
to $1.500 for an individual plan and $3.000 for a family plan. Co-
payments and co-insurance for medical services and prescriptions
would count toward an individual's annual limit. But neither the
premium nor the deductibles would count.

Employer and employee responsibilities

Employvers would be responsible for about 80 percent of the
costs of the average health insurance plan in their area for emplov
ees. Emplovers who already pay for employee health benefits would
likely pay less than they pay now because other emplovers would
shoulder some of the burden. Premium prices paid by emplovers
and employees in the regional health alliances would retlect several
costs. including premiums for those who default on alliance pas-
ments, alliance administrative costs, premiums for non-working
family members. graduate medical education and federal subsidies
for the so-called teaching hospitals, where doctors do their training

The plan would divide employers into three categories: small.
defined as those with fewer than 75 employees: large. defined as
those with more than 5.000 employees: and all others. Taxes.
subsidies and other financial responsibilities would vary widely
among these groups. Self-employed people would be treated as
small businesses and would be eligible for the same subsidies on the
employver share (80 perecent) of the premium as other small
businesses.

Employvees would be responsible for about 20 percent of the cost.
However, the portion of the premium paid by employees would vary
depending on employment status (full time, part time. self-em-
ploved or retired). income and family status — single. married or
married with children.

The bill would:

e Employer payments. Require emplovers to pav 80 percent uf
the area’s average insurance premium cost for full-time emplovees
and a pro-rata amount for part-time workers.
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5. Health benefits guaranteed at work. We want everyone
who works to get health insurance at work, with employers
and employees both paying part of the cost.

This is the best way to make sure everyone has coverage
because: '

That's where nine out of ten Americans with private
insurance get it today.

«  Eight out of ten people without insurance are in working
families.

Small businesses will get discounted insurance. And the
government will help older Americans, the unemployed and
people between jobs. It's not right that people who leave
welfare for work are often forced to give up their benefits.

[f you're working, your employer and you will share the costs.
Your employer will pay at least 80% of the premium. You'll
pay the rest.

Contrast:
Others want to encourage your boss to cut back your benefits
and put the burden solely on your family.



II1. Conclusion: The President's Reform Works For You
1. So that's how the President's reform works.

Guaranteed private insurance.
e  You choose your doctor and health plan -- not your

boss or insurance company.
«  Outlawing unfair insurance practices.
e  Protection of Medicare.
Health benefits guaranteed at work.

Now it's up to us to stand with the President against the
special interests.

2. The President's reform works for you and your doctor.
That's why the people on the front lines -- America's largest
associations of nurses, family physicians, pediatricians and
pharmacists -- support it and believe it will work.

3) Opponents will try to confuse the issue by making it seem
more complicated, but it's really pretty simple:

e If the President's reform passes, you'll know this: You'll
get a Health Security card which guarantees you that you
can pick any doctor you want, fill out one form, and
you're covered.

4) This is the right thing to do, and with your help, it's going
to happen this year.



OUTSTANDING ISSUES--STATUS

intaini rrent cover
Individual deduction--Mainstream has agreed to drop

Allowing subsidy to go to employer--Need to get more information from
CB0O.

Real Insurance Reform

Association plans--Mitchell will package together reducing the size of
community-rated pool from 500 to 100 and dropping risk-adjustment from
large employers to pool in return for tight controls on association plans. "

FEHBP--Mitchell has proposed “cash and carry” option. M

State flexibibility--Remains difficult.  Mitchell trying to reach an x
agreement with multi-state employers in order to isolate Durenberger.

Seniors--Unresolved. - Likely compromise would drop prescription drug
coverage, provide Mitchell level for home care, without means test, and e
reduce overall Medicare cuts level. ’

A
Public health--Mainstream group has largely accepted Mitchell (Kennedy) “'}L

language. Likely will be an agreement on mandatory funding at a lower
level than Mitchell.

—

. 9 2 All,m’f P
GME. Mainstream group has agreed to drop DME cuts. Current proposal | /%), mux
(expanded all-payer funding for IME, work-force commission) seems ——

) : bl i ] w ek %
reasonable. Mitchell is resisting additional money without stronger “777 Jeop L
e . oo AT
workforce controls. NN s
&uww
Benefits--Many issues remain. Staff level compromise seems possible.o/ug L alfphm
:_,-" W rLL& (."(/:‘
DSH hospitals. Compromise that would target reduced funding level on ¢ b Do grimmnn
hospitals most in need seems possible. srrermrsn
Essential Community Providers--Mitchell has proposed a compromise. 'AUU:Z’

Waiting for Mainstream response.



A .
}d/\~ L3
A
. : . . . BN\ A
Malpractice--Mitchell still holding firm on no caps on damages'.t' /

Fail-safe--Mainstream seems willing to apply reductions to Medicare as
well as subsidy program. Mitchell holding firm on excluding Medicare but
interested in applies Medicare overage to deficit reduction as fall-back.



THE WHITE HOUSE

WASHINGTON

MEMORANDUM

To:  Distribution
From: Chris Jennings
Date: September 15, 1994

Re:  Mainstrcam Group Options

Attached is a copy of a memo provided to Senator Mitchell last night from the Mainstream
Group Scnators (Senators' Chafee, Durenberger, Breaux, Kerrey). This document summarizes
outstanding issues which have yet to be resolved before any agreement can be contemplated.
In addition to the substance enclosed, the Mainstream Group will continue to push for
assurances that any final agrecment will be protected to the absolute extent possible from
process interventions (eg. joint conference, significant amendments, ctc...) that, in their view,
would undermined the agrecement.

The staffs are meeting today to go over this list. Later this evening and tomorrow each side
will develop and exchange the options they believe will narrow or climinate the
disagrecments between the two camps. On Monday, they will meet again with the intention
of cither coming to a final agreement or deciding that the differences are too great.

Lastly, in the context of these negotiations, it remains possible that the modest interim
package could still emerge, such as one concerning kids and other vulnerable populations,
along with very modest insurance reforms. I received this document only after committing
that it would not be distributed widely and circulated beyond thosec who absolutely must have
it. Please protect my commitment by holding close to this.

Distribution Li
Pat Griffin
Harold Ickes
Steve Ricchetti
Roger Altman
Judy Feder

John Hart
Monica Healy
Jerry Klepner
Mecredith Miller
Nancy-Ann Min
Marina Weiss
Mclannc Verveer
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MEMORANDUM
TO: Mainstream Senators
FROM: Staff
RE: Status of Discussions with Representatives of the Majority Leader and
the Republican Leader
DATE.: September 13, 1994
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The Mainstream staff worked through the recess and was available to
representatives of both the Majority Leader and the Republican Leader. Mainstream
staff has met with staff from the Majority Leader’s offices and representatives of the
Republican Leader in an attempt to resolve and identify differences between our

proposals.
Progress

1. Representatives of the Republican Leader

There have been two official meetings at which both substance and process
were discussed. We answered questions and expressed the desire of Mainstream
members to develop a list of areas in agreement and disagreement. The Republican
Leader’s representatives indicated that they were in the process of developing such a
list to give to the Republican Leader. Mainstream staff suggested the possibility of
attempting to discuss such issues to see if staff could work some of them out before
the return of the Members. The Republican Leader’s representatives felt that would
be beyond the authority they had been given. Every attempt has been made, and
will continue to be made, to involve the Republican Leader in ongoing discussions
and to be responsive to his concerns.

2. Representatives of the Majority Leader

We have made a great deal of progress--probably 85% of issues could be
resolved if an overall agreement were reached. Among the 15% or so issues that
remain outstanding, there are only a few that Members will absolutely have to work
out among themselves.



























