
FOIA Number: 2018-0756-F 

FOIA 
MAR 

This is not a textual record. This is used as an 
administrative marker by the William J. Clinton 

Presidential Library Staff. 

Collection/Record Group: C linton Presidential Records 

Subgroup/Office of Origin: National AIDS Policy Office 

Series/Staff Member: Kristine Gebbie 

Subseries: 

OA/ID Number: 3773 

FolderID: 

Folder Title: 
Brie fing on Health Care Reform with Congressman Unsoeld 4/12/94 

Stack: Row: Section: Shelf: 

s 66 5 4 
Position: 

2 



AIDS Task Force 

-------~ ea;··"'"' 
1408 East State Street, Sutte 1 

Olympia, WA 98506 

LEsli K. Boyd-MORSE, PREsidENT 

AcTiNq ExEcurivE Dir~ECTOR 
(206) 352-2375 
1-800-280-2375 
FAX: 352-1494 

• 



Clinton Presidential Records 
Digital ~ecords Marker 

This is not a presi~ential record. This is used as an administrative 
marker by the William J. Clinton Presidential Library Staff. 

This marker identifies the place of a publication. 

Publications have not been. scanned in their entirety for the purpose 
of digitization. To see the full publication please search online or 

visit the Clinton Presidential Library's Research Room. 

-· .... 



\ 

- I 

The President's Health S . 
d 

ecurzty Act 
an the HIV Epidemic 

- --

For people with HIV or other serious medical conditions, the security of 
comprehensive health coverage is essential. Today, an estimated 30 percent of 
people living with HIV are urunsured. Another 40 percent depend on the Medic­
aid program for coverage. Many of the 30 percent with private health coverage 
live in day-to-day fear that their msurance will disappear and their coverage is 
often inadequate to meet the very real needs of their health status. 

For all Americans, but especially for those with a life-threatening condition 
like HIV/ AIDS, the President's Health Security Act will provide the peace of 
roind and financial protection of private coverage that can never be taken away. 

The Health Security Act guarantees every American private coverage for a 
cornprehensive package of benefits. For those with HIV, that will rnean coverage 
of the cost of doctor visits, hospitalization, laboratory tests, and prescription 
drugs- Coverage of rnental health services and substance abuse pre-.rention treat-

ment also are included as is hospice care. The private insurance market will be refonned in a comprehensive manner 
to eJiroinate the inequities of the current system- Health p\anS will no longer be 
able to deny or curtail coverage to people with pre-existIDll roedical conditions, 
including HIV- Plans could not "red-line" cororounities by refusing to sell or 
rnarket their coverage in areas perwved to be at high risk for expensive care­
Plans will be prohibited troro placing annual, lifetime, or diseaS"""'pecific Jiroits 
on coverage, and there will be an annual liroit on patients' out-of-poeket costs to 
prevent a medical catastrophe like HIV lrorn beCOming a financial catastrophe 

for individuals or families. For those who move in and out of the work force, the Health Security Act 
provides portability of benefits that could be taken from job to job, from employ­
ment to unemployment or to self-employment. Individuals, not their employers 
or the government, will have the power to choose a plan that best suits their 
needs and to keep that plan if it roeets those needs- Consumer input will allow 

plans to identify problems with the delivery of services. 
A new federal / state program will provide assistance to the severely handi-

capped to obtain home and community-based long term care. 
Finally, the Health Security Act protects the vital network of HIV/ AIDS ser-

vice organizations that have so ably served people with HIV. All private health 
plans will be required to have arrangements with such orgaruz>tions as "essen­
tial cororounity providers." This will prevent any disruption of j,atient-provider 
relationships, including Ryan White recipients and cororounity health centers. 

Kri . ~e M. Gebbie, RN., M.N. 
1 

National AIDS Policy 
Coordinator 

April 1994 
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The President's Health S . ecurzty Act 
and the HIV Epidemic 

For people with HIV or other serious medical conditions, the security of 
comprehensive health eoverage is essential- Today, an esmnated 30 percent of 
people living with HIV are u,unsurro. Another 40 percent depend on the Medic­
aid prograrn for coverage. Many of the 30 percent with private health coverage 
live in day-to-day fear that their inSW=ce will disappear and their coverage is 
often inadequate to meet the very real needs of their health status. 

For all Americans, but especially for those with a life-threatening condition 
like HIV/ AJDS, the President's Health Security Act will provide the peace of 
roind and financial protection of private coverage that can never be taken away. 

The Health Security Act guarantees every American private coverage for a 
eomprehensive package of benefits. For those with HIV, that will mean coverage 
of the cost of doctor visits, hospitaJiZation, laboratory tests, and prescription 
drugs- Coverage of roental health services and substance abuse prevention treat-

ment also are included as is hospice care. The private jnsurance market will be reformed in a comprehensive manner 
to efuninate the inequities of the current system- Health plans will no longer be 
able to deny or curtail coverage to people with pre-existing medical conditioTIS, 
including HIV. P\anS could not "red-line" coroxnuJUties by refusing to sell or 
market their coverage in areas perceived to be at high risk for expensive care­
Plans will be prohibited from placing annual, !ifeti,ne, or disease-specific !iJUits 
on coverage, and there will be an annual liJUit on patients' out-of-pocket costs to 
prevent a medical catastrophe like HIV from becoroing a financial catastrophe 

for individuals or families. For those who move in and out of the work force, the Health Security Act 
provides portability of benefits that could be taken from job to job, from employ-
ment to unemployment or to self-employment. Individuals, not their employers 
or the government, will have the power to choose a plan that best suits their 
needs and to keep that plan if it meets those needs- Consumer input will allow 
plans to identify problems with the delivery of services. 

A new federal/ state program will provide assistance to the severely handi· 
capped to obtain home and community-based long term care. 

Finally, the J-Iealth Security Act protects the vital network of HIV/ AIDS ser-
vice organizations that have so ably served people with HIV. All pnvare health 
plans will be required to have arrangexnents with such organizations as "essen· 
tial coroxnUlUty providers." This will prevent any disruption of patient-provider 
relationships, including Ryan White recipients and cororoUlUty health centers-

d ~ ~ rL-'->--~ 

,,...,,___.,, •. ,~-r-·"'•-.-1'1',,,,,., ·•;r<,..,.,~ .. __,.. . -

I 

. tine M. Gebbie, RN., MN . 
(. National AIDS Policy 

Coordinator 

April 1994 



• , .. ' : i,t 
. ' . 

.. 

. ., 

PHOTOCOPY 
PRESERVATION 



April, 1994 

Every American has a tremendous investment in the plan that Congress and the 
President finally present to us. People in every community can tell stories about how 
the current health system has failed them and what they want to see reformed. 
However, given the broad spectrum of health care needs encompassed by this one 
illness, HIV disease seems to offer a useful lens through which any reform measure 
may be judged. From prevention education to protect people from illness in the first 
place, to early drug treatments and health management to keep those who are 
infected healthy for as long as possible, to acute care to battle lif~threatening 
opportunistic infections, to cost-effective home and long-term care programs, to 
hospice care for those who are in the end stages of the disease, a health care plan that 
is responsive to the needs of people with HIV and AIDS will be responsive to the needs 
of all Americans. 

Consider the following: 

► 30 percent of people with AIDS in this country have no health insurance at all. 
Uninsured people generally do not seek health care until they are experiencing a 
crisis, foregoing the preventive services and early treatments that can reduce 
costly emergency care and mean longer, healthier lives. 

► 40 percent of people with AIDS are on Medicaid. Medicaid coverage varies 
from state to state and often does not include such necessities as diagnostic tests, 
preventive care, prescription drugs and long-term care. 

► The 30 percent of people with AIDS who do have private insurance, like 
millions of others who are living with chronic illnesses, have been subjected to 
dangerous and arbitrary restrictions on care: sudden cancellations of policies, 
pre-existing condition ·clauses, caps on coverage, and so on. ' 

A plan that solves these kinds of problems, exemplified by the experiences of people 
with HIV/AIDS, a plan that provides comprehensive benefits and truly universal 
coverage, will improve health care for everyone. 

(over) 



The following five principles are bottom-line imperatives that many advocates agree must be 
addressed in order for any plan to adequately serve people with mv / AIDS (see attached 
chart). 

1.) 

2.) 

3.) 

4.) 

5.) 

6.) 

Universality 
Affordable coverage must be guaranteed equally for all Americans by a specific date. 
Plans that merely guarantee coverage to those who can afford to buy it or that phase in 
coverage over time represent neither universality nor reform. 

Comprehensive benefits 
The benefit package must ensure a full range of medically necessary health services, 
including prescription drugs, preventive care, substance abuse and mental health 
services, and comprehensive long-term care. These benefits must be available to all 
consumers regardless of income or health status. We cannot accept a two-tier health 
care system that provides a lower quality of care for the poor and the sick. Proposals 
that would tax workers' health care benefits or limit the deductibility of health care 
expenditures by employers are unacceptable. 

No financial barriers to care 
Employer-based financing must treat all employers equitably and finally level the 
playing field between those who provide benefits and those who get a free ride. 
Competition cannot control health care costs; without really, enforceable cost controls, 
such as premium limits and fee schedules, our crisis of rising costs will continue. 
Health care costs must be based fairly on geographic averages (community rating) and 
consumers should not be penalized because of their age or health status. Risk 
adjustment mechanisms should be established as an incentive to provide service to high­
risk consumers. 

Consumer protections 
Consumers, not employers, must be able to choose their own doctors and plans in order 
to ensure ongoing relationships with providers who have the most relevant experience 
and expertise in responding to particular health care needs. 

Maintenance of public health programs 
Existing public health prevention programs, particularly the Ryan White CARE Act, 
must be maintained as prudent, cost-effective strategies to keep people healthy in the 
first place. 

State single-payer option . " 
The above principles. outline minimum requirements for a national health care reform 
bill. If individual states choose to go further and establish their own single-payer 
plans, they should be allowed to do so. 

If you have questions or would like to discuss these principlesfunher, please call Liz Smith 
at the Nonhwest AIDS Foundation, (206)860-6293. 

Presented by: 

Liz Smith, Nonhwest AIDS Foundation 
Sue Tupper, Nonhwest AIDS Foundation 

Lesli Boyd Morse, Olympia AIDS Task Force 
Richard Hicks, Olympia AIDS Task Force 

Ed Noonan, M.D. 
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Unlveraaiity All legal U.S. rwldenls 00Wnld by a apecltlc dale. YES YES YES YES NOi NO NO 

Pre-exla1ing oondltlons lelbidlona ellmlnated to ensure YES YES YES YES NO NO NO 
aoceee to health care regardleN of of health abdua. 

Com~ Minimum guar.nt.ed benellta package leglslated. YES YES YES YES NO~ N03 NO 
benellta 

YEs4 Prescription drug CCMK11Q9, Including off-label coverage and YES YEsS YES NO'!> N03 NO 
e,cpenmental lrNlrnentB. 

ComprehenaM, IUbatance abuN and mental health a«Vk:es, YES Nob YES NO N03 NO NO 

ComprehentllYe long--term care MrVlces. YES YEs7 NO YES NO NO NO 

Medlcald reclplenta get same beneftta ae all Olher conaumera. YES YES YES YES NO NOii NO 

No llnanc:lal ~ Premlurna baaed on ability to pay. YESq YEs'0 YES YES YEs10 ves10 NO 
to care 

Out-of-pocket paymen11 Nmlted. YES YES NO YES NO NO NO 

Mandated employer contribution. YEsCl YES YES YEs 11 NO NO NO 

Ananced through combination of Individual and employ• YES YES YES YES NO NO NO 
paymen1a and taxee. 

Gollemment IUbsldizee amall bual-. YES YES YES YES NO NO NO 
proYldlng lneurance. 

Pl1ce regulation and other ooet oontrole. YES YES YES YES NO NO NO 

Community rallng - ewryone paya the same pn,mlum for the YEs<i YES YES12. YES YES NO NO 
aameplan. 

Regional a11iaoo.. mandated. NOq YES NO NO NO NO NO 

Rlek·adJU91menl lncentlwe to make It eaeler lor lnaureB to NOq YES NO YES NO NO NO 
cover high.flak COll8Umer&. 

ConlUfflllf Sb1ct oonlldentlallty and antkflacrlmlnatlon protectlona. YES YES YES YES NO NO NO 
ptotec:1iol-. 

YES r~ YEs
11 

ves 13 ves13 Con9ufflllf dK>ioe °' plana and providers. YES YES YES 

Safety net Exlatlng public health Nrv1cee and pi-.-itlon programs YES YES YES It YES YEs 14 NOit YES 14 
(e.g., Ryan White CARE Ao1) retained. 

(see reverse for notes ) 



1 Dingle's proposal is based largely on Clinton's bill with a couple notable exceptions in the areas of out-of-pocket caps and 
regional alliances. The precise stipulations of Dingle's plan are unclear, however, as it is still being negotiated. 

2 All individuals must buy insurance by the year 2005. However, the poor are exempt from this requirement if funds are 
not available for subsidies. 

3 Plan lists benefits that may be covered; it is left to a national board to determine what actual benefits would be required. 

4 Off-label use and experimental treatments not explicitly covered. 

5 Off-label drugs are covered; silent on experimental treatments. 

6 Mental health services are covered; substance abuse treatment is not included. 

7 Limited long-term care services are included, but they are not accessible to people unless they are completely debilitated, 
excluding many people with AIDS. 

8 Medicaid is eliminated under the Cooper plan; the poor will receive subsidies for insurance premiums but there will be no 
guaranteed benefits package or an assurance that current benefits would be retained. 

9 Does not apply to single payer plan since no premiums are collected; the entire program is funded through taxes. 

10 Subsidies are provided for low-income individuals; the Clifton plan assures those subsidies in the legislation; the Chafee 
and Cooper plans make subsidies dependent on savings in overall health care spending. 

11 Business with 10 or fewer employees are exempt from this mandate. 

12 Community rating is within the private plans; community rating is not between the private plan and Medicare. 

13 Cost of coverage may be higher if you choose a provider outside your plan. 

14 Stark, Chafee and Michel plans do not address these programs; the Cooper plan maintains Title IIIB of the Ryan White 
CARE Act programs. 



AIDS Act.ion Council Draft List of Amendments 
: , 

Poverty/affordability/disability issues 

I. Those who are on Medicaid and disabled should have premiums and coinsurance covered 
for fee-for-service. 

Rationale: People with HIV disease must be able to pull together a team of care 
pro"iders that is nm restricted to a single network. since often the range of expertise 
needed is not available within a closed group. especially in smaller communities. The 
Administration recognized this when it included this option in the original draft of the 
plan. 

2. Subsidy for poor disabled should cover fee-for-service premium and out-of-pocket 
expenses. 

Rationale: The same as above. Unless the coinsurance and out-of-pocket ex9enses are 
subsidized, developing an appropriate team of providers may not be poss1ble if limited 
to one list of providers. 

3. Cash assistance recipients pay 20% of st2.ndard co-payments; however, providers absorb the 
difference creating a fin"¥1cial disincentive to serve these patients. Require the alliance to 
reimburse the plans/providers for these co-payment differentials. (This creates complexity re 
billing and does not solve the problem of allowing the provider to know who is subsidized; 
are there better ideas?) 

Rationale: One of the strengths of the Clinton plan is that it tries to eliminate the 
distinctions between those on Medicaid and those who are noL While the same fee 
schedules will now apply, providers may use the lower co-payment schedule as an 
excuse to provide less quantity or lower quality care to those who are on Medicaid. 

4. Currently, premium and cost sharing assistance is on a sliding scale for those between 100 
and 150% of the federal poverty line; fully subsidize people to 150% of poverty; implement 
sliding scale for people from 150 to 200% .. 

Rationale: 150% of poverty is still a very low income level; a sliding scale above 
-150% would eliminate disincentives for those who are high users of health care from 
earning just above the 150% level. 

5. Make explicit that premium expenditures are capped at 3.9% of income for any plan 
selected for people earning S40,000 or less. (not just up to the average cost plan) 

Rationale: This would assure that those who opt for fee-for-service plans because the 
closed networks cannot provide the same quality care would not be penalized. 

6. Medicare disabled. can opt into regional alliance. 



AIDS Action Draft Amendments/January 18. 1994/Pagc 2 

Rationale: Medicare has disadvantagi.:~ for high users of the system. especially the fact 
thaL there arc no limiLS on out-of-pockct expenses. 

7. Out-of-pocket paymems should be pro-rated on a monthly basis. 

RaLionale: While a $1.500 maximum in out-of-pocket expenses might seem 
manageable over the course of a year. many people with HIV disease may actually 
reach that maximum in a few momhs because they can be such high users of the 
system. Therefore, a pro rzted maximum out-of-pocket cap would help mitigat.c that 
burden without costing the system more. 

8. Include the menlal health and substance abuse expenditures in out-of-po.:ket cap. 

Rationale: WiLhout this inclusion. accessing mental. health and substance abuse care. 
which may be critical for people with HIV. may be financially impossible since they 
will also be incurring significant out-of-pocket costs for primary health cue at the 
same time. 

9. Include the following expenditures in the out-of-pocket: long term care; covered services 
heyond the amount. duration, and scope in the benefits package . 

. 
Rationale: Tnis \l.'Ould mitigate any burden imposed by the failure to cover certain 
imponant beneiits within the plan. 

~ 10. Modify "primary care provider" definition to include specialty expertise for certain 
~ chronic diseases. 

Rationale: Very often, persons with disabilities will see specialists for all their primary 
care. Requiring these individuals to have tO use a generalist as a gatekeeper at all 
times is wasteful, sin·ce a referral is more than. likely to be made anyway. 

11. Because the risk adjustment methodology may prove difficult to develop, it is imponant 
to make the interim reinsurance methodology as effective as possible in creating incentives 
for plans to accept expensive enr~lles. It is currently conceptualized as reinsurance for 
expensive diseas:::s. This could be augmented by including basic SES and demographic 
factors: below 200% poverty; SSI; residing in designated medically underserved areas; over 
65~ other. 

Rationale: This would address, after the fact, all the elements intended to be in the 
risk adjusonent mechanism, which would adjust prior to use of services. This will 
reduce even further any incentive for providers to risk select among clients. 
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17. ln Title I •cities. Ryan White Planning Councils guaranteed representation on alliance 
board. 

Rationale: The Clinton plan is relatively weak in trying to integrate existing public 
health/care dcli'vcry structures into the decision m:i.king and planning associaLCd wilh 
the regional alliances. This would be one way of assuring. -in high incidence 
communities. that Lhc needs of people with HIV are addressed and integration with 
existing programs might occur. 

18. Essential community providers given minimum percentage representation on provider 
advisory councils in each regional alliance. 

Rationale: This is another way of assuring input from advocates for the underscrved 
and to make sure that essential community providers are treated '!-5 panners in the 
regional alliance. 

I 

19. Definition of family should be more broadly defined to include "families of choice" or 
some such definition for collateral services under substance abuse benefit; that broader 
definition could then be standardized later to extend the definition of family throughout the 
legislation. 

Rationale: This is not just a back:door approach to domestic partner coverage. 
Particularly in substance abuse care, the support needed by those close to someone in 
treatment can be critical to the success of that treatment. and this is very often not 
one's biological family. 

20. Definition of eligible family must include any family as defined by the states. 

Rationale: It must be made clear that the federal government is not overriding any 
decisions by the states t0 recognize domestic partners, if they so choose. 

21. Add sexual orientation to protected classes in discrimination sections. 

Rationale: This is to prevent the use of sexual orientation as a surrogate for HIV risk. 

22. National health board must assure access to services for out-of-school and runaway youth 
prior to implementation date. 

Rationale: This is an important group at risk to HIV; the plan does require that the 
board develop a system, but there is currently no ti.rneline. 
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Consumer R(gh ts/Protections 

l 2. Require any plan cenified by any alliance to accept enrollees from anywhere in the 
alliance area. This does not mean that all plans must be infinitely large. There is already 
language allowing plans to declare themselves "full". 

Rationale: IJ it is legal to restrict plan enrollment to cenain geographic areas, there 
could well be a legal form of redlining -- plans could choose LO operate only in 
wealthy areas or avoid gay neighborhoods without violating the law. This could have 
the effect of weakening those plans serving those poorer or ·sicker neighborhoods. 
This could result in financially weaker plans and/or a new version of Medicaid. mills. 

13. This "full" declaration should be better specified to preclude its use to risk select. For 
example, perhaps plans could file and be certified only up to an annual maximum number of 
enrolles. They could not declare themselves "full" until this number was reached; when 
reached, they could accept no more enrollees. The secretary or board develop criteria for 
determining reasonable capacity limits. 

Rationale: This is designed to avoid use of a "full" declaration to avoid high-cost 
patients. A well-run plan should be able to estimate in advance its capacity. 

14. A plan roust automatically be investigated for decertification if disenrollroent patterns are 
not reflective of the demographic distribution of those enrolled in the plan. 

Rationale: This is borrowed from the Cooper bill. This would highlight any 
discriminatory practices or poor quality in delivery of care. 

15. Define "major life events" (permitting mid-year plan change) to include diagnosis with a 
tenninal or life threatening disease or condition. 

Rationale: People moving or recently divorced, etc. have the right to switch plans. As 
long as everyone cannot be in a fee-for-service plan, an adjustment for a new 
diagnosis that requires a different kind of care than the plan is expen in should be 
permitted. 

16. Health plan boards and regional alliance boards must include high utilizers. Health plan 
boards roust have one-third consumer representation. 

Rationale: This is to assure both consumer representation generally. and that those who 
are sick will have a voice in the kind of choices plans and alliances make -- rather 
than making financial and care decisions based only on the needs of the healthy. 
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28. Communiiy based substance abuse providers should be added legislatively to the list of 
automatic essential community providers. 

Rationale: This would help compensate for the relatively poor coverage of substance 
abuse in the basic benefit. In all likelihood most of these programs will become 
eligible under the criteria to be established by the Secretary; -immediate inclusion is 
more efficient and will commurucatc to regional plans I.he need to commit to iull 
access 10 substance abuse treatment. Moreover, the health care system ha.-; little 
expericne in treating substance abusers. Commuruty providers offer the p!:ms critical 
expertise in outreach and treatment to ensure the plans' ability to offer the basic 
benefits package. 

Prevention benefit 

29. Add HN testing (age 13 and above) as prevention benefit with no copayment and not 
pan of deductible. 

Rationale: This is an imponant pan of basic preventive services. Ex.istence of this 
benefit should nae result in reduced funding for anonymous test sites since many at­
risk individuals will still be seeking testing from alt.emative sites -- and no point of 
access to HIV tes.ting should be cut off. 

30. Increase frequency of PAP smear covered a.s preventive benefit for those with HIV 
infection. 

Drugs 

Rationale: Underlying HIV infection requires more frequent PAP smears; the primary 
care physician should be peilllined to order more frequent teSting as pan of the 
preventive benefit (preventing cervical cancer is still the goal) for IIlV-infected 
women. 

31. Cost of experimental trea~ents not pan of a clinical trial must be covered by a plan if 
charges incurred through a treatment IND. 

Rationale: The Clinton plan makes coverage of experimental treattnents optional for 
plans. Generally, companies do not charge for the drugs available through a treatment 
IND. If they do, it must be the cost of production only; this should be covered to 
make access to experimental treaunents equitable. 
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23. Cap marketing budgets of health plans (and regulate marketing) 

Rationale: Marketing of plans should be based on quality measures. not "feel good" 
messages that are currently dominating advertising. 

24. Require consumer information to be available in languages other than English in areas 
where a significant amount of the population does not speak English. 

Rationale: If consumers are to make a rational choice in health care, they should have 
accessible information. 

25. Prohibit provider reimbursement schemes that allow providers in managed care settings to 
benefit financially from decisions regarding care. 

Rationale: This relates both to rewarding providers for limiting visits or referrals and 
to profiting from referrals. Decisions regarding care should be ·based on patient need, 
not financial incentives. 

Essential Community Providers 

26. Essential community. providers be considered "in network" by all plans (adjust 
requirement for contractual or Medicare reimbursement arrangement to contractual). 

Rationale: For essential community providers to be true partners, they must be in 
network; without this designation. patients will be discouraged from seeking what may 
be more appropriate care because of added costs. Essential community providers may 
be forced to absorb some of the out-of-pocket costs of their patients if they are being 
seen out of network, without any reimbursement scheme to help them. 

27. Academic medical centers should be considered "in network" by all plans. 

Rationale: To be assured that those with the most knowledge about filV will be 
available to provide care, arrangements must be possible with any academic health 
center (including those out of state). If the relevant academic health center is out of 
network, accessing the care will be prohibitively expensive. Not all academic health 
centers have e·xpertise in all diseases; by limiting access to health centers some 
diseases will have less access to state of the art treatment. 

, :lw cn\jc!T\a.m ~ds2 
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32. Cost of asiociated care for experimental treatment not part of a clinical trial must be 
covered by a plan if for a treatment available under an FDA approved expanded access 
prOlocol for life-threatening diseases. 

Rationale: If the FDA detennines that a drug is promising enough to be part of an 
expanded access protocol. then plans should be required lo cover the associated care 
coslS (usually additional teslS; the drug is usually made available at no cost). These 
prOlocols are most oft.en only for those who have failed or are intolerant of any 
approved treatment. All patients should have equal access to this kind of therapy. 

33. Require drug price transparency -- that all companies publish their price lists -- to allow 
large buying groups to comparison shop. as is required in Medicare. 

Rationale: We would prefer some kind of price controls. In their absence, forcing 
companies to disclose their prices will create a level.playing field for all plans and 
might even embarrass a company or two. 

34. Fonnularies for drugs covered shall be determined at the federal level. 

Rationale: The plan currently permits plans to_ develop formularies. Unless these are 
determined at the.federal level. there will be discrepancies in coverage from plan to 
plan, region to region, and stale to stale. All patients. regardless of plan or place of 
residence should have access to the same drugs. 

Long-term care benefit 

35. Long-term care benefit exempt from three ADLs limitation in last 24 months of life. 

Rationale: 1nis would permit access to the long-term care benefit for people with end­
stage AIDS but not be an open-ended cost Access to this care for people with AIDS 
actually reduces hospitalization time and other care associated costs. 

I • 

36. Adopt a standard of palliative care that would allow ongoing non-curative treatments into 
the hospice benefit that is part of the comprehensive benefits package. 

Rationale: Access to the hospice benefit should permit treatment or prophylaxis of 
opportunistic infections. For example, an end-stage patient in hospice ca.re should be 
permitted to receive treatment for CMV retin~tis to prevent blindness, even though this 
will not prolong life exP<?ctancy. 

i :l<ircnljd'l\"'11 &Odil 
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37. Alter the :formula for distributing the long term care funds between states co include a 
faclOr for actual case counts for specific diseases (like HIV/AIDS and Tay-Sachs) whose 
incidence varies by demographic factors other than the ones in the proposed formula. 

Rationale: This will result in a more realistic distribution of funds based on actual 
usage. 

Public health programs 

38. Retain separate funding streams for Ryan White CARE Act, community and migrant 
health centers, STDs, TB, family planning, substance abuse block grant, etc. 

Rationale: These programs will continue to be essential services; because of the 
special outreach these programs do t0 brihg people into care and because the trust 
relationships they have developed with their clients. · 

39. Create a clear earmark for HIV services (ca.re, prevention) so not folded into a general 
public health block granL 

Rationale: We are concerned that health departments, left to their own priority setting, 
will channel resqurces into more "popular" programs and not make choices based on 
public health needs (especially in lower incidence stateS with poorly organized HIV 
constituencies). 



WA AUlANCE FOR NATIONAL HFALTII CARE REFORM 
C'OMMON STATEMENT 

February 14, 1994 

As the health care debate is heating up in Congress, a unique "alliance" of 
consumers, labor, health care providers, children•s advocates, persons with disabilities, 
older Americans, civic groups and religious organizations which represents over a million 
people in the State of Washington, is joining forces to kick off a broad based grassroots 
campaign supporting comprehensive health care reform. The common thread that brings 
these groups together is to ensure that Congress includes comprehensive and affordable 
coverage, universal access, long term care coverage for persons of all ages, and systems­
wide cost containment in health care reform. 

Members of the Alliance pledged to mobilize their members and their resources 
to push for comprehensive h~alth care reform in the ~ming year. Leaders of the WA 
effort agreed to concentrate their activities on lobbying Members of the Washington 
Congressional Delegation, and educating and informing their memberships about the 
need for health care reform. Sharing information and resources, presenting unified 
messages and coordinating their advocacy activities will effectively express public support 
for comprehensive health care reform. 

The Alliance recognizes Washington State's support of this effort with the passage 
of the Washington Health Services Act of 1993. This Jaw proposes the kinds of changes 
needed to ensure access, coverage and affordability for every Washington resident by 
1999. That effort should set an example for a national health care reform plan. 

Today, too many Americans feel unsure about their health care coverage. Over 
the next two years, 1 out of 4 Americans will be without health coverage at some point. 
About 40% of American families have had their health benefits seriously cut back. 
Others are denied coverage because a child has asthma or a parent has diabetes or 
because of other pre-existing health problems. One in five workers feel locked in their 
jobs because they fear losing their health coverage, were they to move. About 85% of 
Americans who have lost health insurance are workers and their families. 

It is estimated that 300,000 Washingtonians will need long term care services by 
the year 2010, while 11 million Americans will require such services nationally. Long 
term care needs to be available to children, as well as adults, for the duration of chronic 
conditions which include physical and/or mental disabilities. (It should be noted that 36 
percent of the population needing care over the long term are under the age of 65.) It 
addresses the individual needs of persons of all ages who are limited in their functional 
capacities and require skilled care and/or assistance with performing activities of daily 
living (such as eating, toileting, bathing, dressing and moving about) for a relatively long 
or indefinite period of time. Long term care includes the delivery of a wide range of 
health and social services. Each individual's requirement for long term support may be 



accommodated in his/her home by the family or other individuals, in the community, or 
in a formal setting. 

Home and community-based alternatives to hospital and nursing home care have 
not been adequately addressed in the present separation of acute care funding from long 
term care funding. Many, incorrectly, believe that their health insurance policy or 
Medicare will cover the cost of Jong term care. Medicare and private insurance pay less 
than 5% of the nation's long term care bill. Medicaid provides some relief for low 
income persons who need nursing home care. Its requirements force people to spend 
their savings and assets until they reach the poverty level to qualify. Many families want 
to provide long term care services, but need assistance to prevent deterioration of their 
own health and bankruptcy of their financial and emotional resources. 

will: 
The Alliance is also dedicated to the timely enactment of national legislation that 

* improve health care quality 

* protect consumers 

• encourage innovative alternatives for delivering service 

• provide equitable financing 

• foster health promotion and wellness 

• increase coordination of patient services across the full health care continuum 
including preventive, acute and chronic care. 

A list of the participating organizations is attached. 

This Alliance is not committed to any particular legislative proposal. AU 
participating organizations are united in their conviction that Congress must enact 
comprehensive health care reform without delay. The Alliance seeks a bi-partisan 
solution to the health care reform crisis. 

In joining this campaign, each organization retains its autonomy regarding specific 
legjslative proposals or modifications that it may support. The Alliance will operate as a 
support structure to member organizations to better enable them to work on behalf of all 
Americans for comprehensive health care reform. 
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KEY ELEMENTS 
OF REFORM 

Universa• Access 

E.xpwasi1H1 of 11u1t pr(Jf?ams 

Prm•idcr sJ,ooagcs 

Cuarantccd Minimum 
Le"el or Conrage 

ls1andard bcirfes 

Seo~ of beJ1rji11 

Focus u11 pri:,•,:111im1 

Lo11c-1enn car~ 

W ASIIINGTON'S 
IIEALTII SERVICF..S ACT OF 1993 

Yes, i.Jividu:J m.tnJatc by l9'J9. 

The Buie Uc.ahll Pl.a■ (BHP), a successful pilot program for r..-,itic, 
below 200% of fodcri.1 povctly, is the priinary slah: progr.am for lhc 
.low-mcomc unwun:J , 

Rcq11iscs University or WashingtOA to ~rain more pri,ury c-.uc 
p)i~ci.i•~- FianJ, lrai•int; o( providers in urulcrscrvcd areas. 

Yes, c.:allcd the Unifom1 Dcm:lits P.ackagc (UDP). 

UBP standard, qpplemcntal plus variable. 

Com ptdu:nyvc, includes: 

• visit, to the doctor and other providers 

• hospital ca.re 111d wrge,y 

• prescription drugs 

• nulcrniJy. reproductive: ud wcUncss 6Crvices 

• hoGlc huhh and hospice care 

• case maaaged chemical dependency t rcacment 

• case maoaged mental heahh services 
. 

• prevcnlive dcntc1I care for childrca unl)' 

• loog-lc.cm care in 199') 

• c.-.sc managed short-term skilled 1ursing b cilily (SNF) 

Ye:!> 

Study intcgution and conduct two 11ilot .\Ocial hcallk m•i•lcnance 
organi~lion project,. Ocgi• full integration by 7/'.JJ. 

Wushi~too Stall" Ur.-ltlt Cure Author 

PRFSIOENT CLINTON'S 
PLAN 

Strives for 11nivcrsal access by 19')8 (undcar ir mandalcd). 

Stalc•lailnrcd pmgranu (like the Oa~c llcahh flan) arc n111 
cxc:luJ.:J , a~ long a,-; 1l1cy provide o111J may 11:ccivc foJcr.al 111.11d1i11i; 
fund., . 

Provides inccn4iYCS for more priiury c.src Joc1ors._ Sci ~uiJclim:~ 
for h>tal numhu or specially aaJ rc.,;idcncy p11sitio1.s. "Lo.an 
fortivcnc.-.s· prngram (or prnny care J o~.1or:; is cst.ihlishcd. 

.. 

Yes 

Minimum guaranteed benefits standard, suwlcrncnr.al pl.ans v-•riillili.:. 
{CunsiJcring 5evc:ral versions.) 

Comprcbcnsivc, indudes: 

• visits 10 the doctor and other proviJcrs (fuU covcratc ·ror 
prill'lary and tircvet1tivc care) 

• M>S(liJal care and sucgery 

• prescription dtugs 

• rnMcrnily, rep1oduclivc ancl wellness scniccs 

• llome health and hospici: enc 

• subslaacc abase services 

• mental hcahh services 

• Jeni.al care (cl1ildrc t1 only) 

• l<>t1g-lcnn care by 2000 

• occupational ind speech lherapf 

• eye care 

Yes 

Hom~ and ron1muni1y-based services phased in by Che year 201Xr. 
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' KEY ELF.MEN'l'S 

OF REFORM 

Altdicore 

Supplo110llJJI klKJtt 

,,,.,, tkJip 

Go'fen1111enl Prke 
Regulation 

S14'1e t-ommissiolt 

Attuinaun pmniu,. 

/11ft111ion limiu 

Finance 

I E1npioyen 

Gowmme,d 

lndfridJ,als 

W ASIIING1'0N,S PRESIDENT CUNTON,S 
IIEALffl SERVICES ACT OF 1993 1•LAN 

If Medicare w-.wcrs arc noe s«•reJ. the SlalC 1ih&ll rwakc Medicare Added preu.riptioa dmp I() Medicare hc:ncfics. 
Supplcineat Plaa. available to all eligible stale .residents bJ 1/95. 

A~ .fll ,-a swc•appnwc:cl lt)' lhe ln5Ul'aoa: Commissioocr Standardized policies Jcvt:lupc:d ;and may k uff1:-r~ by plans. 
,. ... - ~ 

M......, care Nd prefurcd pnmder organ~iloos (PPOs) alowcd. Managed care, prclencd prmidcr «ganiulions and fee-for-scm cc 
No fcc•foc-scniccs plans uc allowed .aflcr July J9'JS. plans arc alluwccl 

Modcra1e Minimal 

Yes, called the Hulth ScMcH Coenmiuioa (HSC). Nal ional Health Board enforces budget 

Yes. the HSC clclcrmines a maximum ..-cmiu.,, for the Uniform N011c 
Bucr1ts Pacbgc in 1995. 

Yes, bq;inning July I, 1996, lhc gmwth i■ m.w .. um praaium will he Yes. beginning October t, 1996, inf\alioo rates wiU he decreased 
reduced bJ 2~ a yur uneil It is comparable lo 1hc growth in QlolCr time •ndl they arc: cornpaublc lo lhe i•crcase in the CPI, ptus 
pcrMN1al incmnc. {IAis is" rtducliolt /1011, /4'l, 110 4" t,y 2001). 11 perccnlage t•ac has yet to be scl 

Employer-based system. Employers must pay i ll least ~ but •P Employer-based systera. Er■~s must pay 80% or Ille (Uc m i11r1 

lo 100% nl 1hc pn:■,ium Co, tLcir cmpJoycc:s ausd dcpcnclcnt& or 1•c nf lhc aYCtagc•JWiccd plan i■ an a,ea. Sufipcmeolnl he.>11 h hcm:fll:o. 
lowcsa-priced plam in a region. \llill he taxable. 

Taxes on akohol, cigarcucs, prowdus ••cl JIOD•ptGfll hospilab arc Savi11g1 from Mcdicace and Medic.lid, rues 011 bc.ndits alxwe 
raised to fund ...,UC progra,as for the low-inc(linac uni■sured. n1inim■m level and law oa alcohol and cigarcllcs will fond the 

federal gow:mqcal's share u( Medic.aid for the low-i11t001c 
unillsured. 

Employed indmJwsls will pay 0-50% elf the prc:nai■na ro, abcmsctwcs &,ployed ilkiYiduals will pay oo 11utrc dum 20% of the prcmiu■,. 
anlll dcpcadcnts. There will be moder.tie point--of-Krvicc c~• ; There wil be modctatc poinl-oC-scrvia: co51-sb,ing. 
.haring. 

Uncmpluyd aad ■ea,-poor will pay the pu,1io11 of the prcn1iutn IOt Pren1iu1us wil be SllhsiJ izcJ for those cataing le.~ tha n 150'Y11 of · 
co\'Ctcd by the Slate. There will be minimal pcilint-of-KMCC COSI• federal f)OYCrly. , 
wring. 

llacrc will be Jisco11111S lo.. 5JJUII, low-wage businesses. 
Unc■,(llo~d a■d below fMWCrlY will not have 111) pay loward their 
premiums.. There wil 1,c ,wiaimal poi■t-of-scn~ce c051-shari■g. 

, 
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KEY ELEMENTS 
OFREF<>RM 

Insurance Refcmm 

Qlft"Jwl l,ullA ,,_, 

(all's) 

C~Mllnt 

PH-aisfinl co,,d;tiolt 
acl111ions 

Gu""'1tlU4 iuw lllttl 
mtfflltlbilify 

Opoa~nl 

· Purcbasin~ Refonm 

. Consoli"""4 IIIIU pwd,.., .. , 
HUIMh buur•ce ,a,dttuini 

""-'"' 

AIIIIUA&N c.om,aillon 

Empleyer 
Participalloo 

Prmca,,n c""'1i1Hdion 

/)qHNlenu 

W ASHINGTON,S PR~IDENT CUNTON,S 
- HEALTII SERVICES ACT OP 1993 PLAN 

After !J:~• pbm catifec:d ~ •-.C state 1Hy offer l1tc UBP. Federal mlldards will be ~loped that_ plans must ancct. State& 
Tlaey '-'ri ao lcu lbaa tile UBP at ao anorc tbaa die 111ml ccttify lac:aklt plaas. / . 

. .-.-mmm• . 

Oac llakwicle coaauaity me witb adjusamcn1a alowcd for O.C ,cgioaal conuaiaaity rate witla adjuslmcnls allowed for age. 

icoc,aplic ,.- 111d famiy sir.c. Single community rated Tllc,c wil be cxupioas to <:ODlm•aity rate for Medicaid risk pool 

premium (c.ompolitc faaily) across utc prograau will rad ia Hc.tlllt alliaoca pay pta. a risk adjosaccl rate to cewct ltigb-ridc 
iacreMCAI Medicaid,~ raaes whee merged ialo liagJc populatioll&. 
risk pool. 

After 1/94, oocc a pcnoo bu met a pre,cmtmg conditloo wailing No new regulatioa. AJJ iodiwduals guataJJICccl umcrsal row:1agc. 
puiod for ODC polic:J, -.C/a dou aot need lo Ille.ct aaodler wailing Plans mAJ not exckw: 91' charge more to iadividuals on lhc basis of 

period OD I DCW poicy. ._ cmploymcat OI' hc:altla status. 

After 1/9S, plus aMt offer to c:ootiooc carollmeat for raideat& in P1anl ,aut oJlc, to cootiaue urolbut. 

tkir plan area. 

Plans mu5l have aa anual opeo acollmcnt. Plana raus llawc aa aa11aa open cmolhncna. 

I 

One Ible agency, separate from the Commission. pvdwcs bcadits Federal llcaltb care purdluing will be strca111tincd and coordinated . 

for al mtc prOIJUll. acrou programs. 

A voluatary optioa for ~ There wil be four aoa--compd.Ulg lndmduah and tinm ~b fewer thaa S,000 cmp1¥es muse 
rcgiooal Hcaltll 1...-...ce hrdwiag Coopcrathes (HIPCa). -.ca purcbaac .,oup alliaacc. $29 biUioo lo act up diaacca. 
must allow MY groap or iMiwidual to participate ancl offer CJ/Cr/ plan 
i■ tJac: rcgioL 

Yu, bellcfu are aumdarcizc4 and employcn' COllkiburioal arc tied Yc:s, bcnefu arc ,saaadardizcd ud enaployers' coa.tri>utions are tied 
10 a paceatagc of .. c Jowesl-priccd plaa in • region. . to a pctcadaF ~ the avuage•p,iced plan in aa area. 

. 

Emp&o,en aU1t paJ It lealt SO'f> of loweat-pricecl plaa ror Employers •Ult pay Emf> of lhe premi-.m for an a111Cragcd-priwf 
CJDpio,ee.s. plall. 

~& •uat awcr and pay It least oJIC baW of premiam. Employcn must pay ~ of the premillm for dcpc:odea11. 

flnr "'"or fofo,... .. lna 
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KEY ELEMENTS 
OF REFORM 

p.,,_til,u ,ny,loyea 

SellSOM/tlW)IUIJ 

PIMu-in 

P""1 offe/Ul,s 

~ btuiMD flUUUlltU 

Malpractke/Uabllity 
Reforms 

"" 
.. ntetliono,i 

J 

Qu4Sily tlUIIIWltU 

Col/i,u,ol SOUIU o/fUl 

~-,f«s 

O.her 

Enepk,Ju la uedit 

WASHINGTON'S PRESIDENT CLINTON'S 
HEALffl SERVICES ACT OF 1,,3 PLAN 

Employers mUlt pay a pro-rated amoual of parl-time ( <30 Employcq mllit pay a pt~ntcd IUDOUlll or part-time (<JO 
hour&,'weck) employees' premium,. boun/wcct) caaplo,ccs' premiums. 

~ fDCIUM ~ KHODal wortcn or dcpcndcars widt Seasonal worlcrs rec.ewe~ through regioul aRianccg and 

------ - - - lurtJa atlldy. coatribult lo lbc cost Ihm premiulM. 

By fg me. smal aapk,,cn IMt (199S-1999). No puc-ia. All 1Ca1ea required 10 cstablub heal.lb allanca by 
lffl. · Slate haw: cbc opliOla to elller 11.e ,ysacm earlier. 

Employcn •• olfu aa lcalla ••reo plans. iadudiog tllc lowest-priced Employers mllSt offer at led three plaas, including a kc-for-service 
plaa ia the rep,a, AJraaatiw:Jy. emp&o,ie,, a1L, purdlase IUk: Gplioia. If tile firaa •as Jess than S~(m employees, it ll\Ull purdiase 
UM19 or join a pmdMiag coopa11.ive/ all1ioa:. through a purchasing alliance. 

SI.SO milioa iD mall ( <lS) busloc.u auiseancc wil l,c awilable. Smal bosioclSCS aad farms with low average wages would receive 
Saal \,usincu .._,,, poup alld ceoda.ic nipact 1ta&emea1 subsidies. Small, low-wage firms woulcl pay AO 111orc tlaan l.S%-
req•irc.d. Tbue maJ he fulluc lq:;sl11ion. e5latlislluig a tax uedit 7,9'5, of payroll towwd d&c cost of prcaniulftS for their worllcrs. 
(o, llhal1 aaploficra by 1/rn. 

Yes Akcraatwe dispa1c resolulion established. 

Yes v~ 
Yes Yes 

No Cap ol 33.3"1 

: 
Tbc guaranteed minim11m padagc will coalinnc to be w exempt. 
Beacfu al,cwe Ilic miaimwa wiU be tax exempt for 10 yca,s ir 
currcalt, off«cd bJ a employer. 



WASHINGTON ALLIANCE FOR 
NATIONAL HEALTH CARE REFORM 

February 14, 1994 

American Association of Retired 
Persons 

Alzheimers Association of 
Puget Sound 

Children's Alliance 
Coalition of Retired Higher 

Education Employees 
Community Psychiatric Clinic 
Home Care Association of WA 
League of Women Voters of WA 
National Asian Pacific Center 

on Aging · 
Nikkei Concerns 
Northwest AIDS Foundation 
Paralyzed Veterans of America 
Retired Teachers Association of WA 
Senior Services of Washington 
Service Employees International 

Union, WA State Council 
Washington Citizen Action 
Washington Association of Adult 

Day Centers 
Washington Association of Area 

Agencies on Aging 
Washington Coalition of Citizens 

with disAbilities 
WA Community Mental Health Council 
Washington Education Association 
Washington State Catholic Conference 

. Washington State Council of Senior 
Citizens 

Washington State Labor Council 
Washington State L TC Ombudsman 
Washington State Nurses Assoc. 
Washington State Nursing Home 

Resident Councils 
Washington State Senior Citizens 

Lobby 
Western Washington, National Multiple 

Sclerosis Society 
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Health Care Reform and AIDS 
,..Warrm W. Buckingham Ill 

to-or richer than-the benefits they have 
now. For those receiving covcra1e under 
Medicaid or other publlc pro,ram,. the 
package would be a significant Improve­
ment. And for those with no coverage at 
all, the plan ellmlnatH a major source of 
stress and anxiety In their lives, ensures 
adequate treatment. and protects against 
financial ruin. · 

The ability of people wtth HIV Infection 
to acquire health Insurance varies tremen· 
dously from state to state, from Jurisdlc· 
tlon to JurtsdtctJon within states, and from · 
Job to Job within the workplace. In far too 
many situations, Insurance Is either com- The Rationale and Motivation for Reform 
pletely unavailable or prohibitively cxpen• While some publlc figures assert that 
slve. When It is availablt, It often Includes there ls no crisis in health care, the White 
draconian limltatlons on pre-existing House Health Care Task Force did not hear 
conditions and Important benefits like from an ·ordinary· American who did not 
prescription drugs, mental health care, have a health care horror story about him 
home care or hospice. or herself. or hJs or her family or close 

President Clinton's Health Security Act friends. In conversations with people with 
makes significant progress In dealing wtth HIV disease and AIDS, the stories have been 
most of these problems. Most Importantly, even more pronounced. It Is the statistics 
It would eliminate all pre-existing condl- behind health care reform, however, that 
Uon exclusions: no one could be denled recount the most compelllng story of all. 
Insurance, or charaed a higher premium, First, for people without private health 
because they had any Illness prtor to cover- Insurance across the country. there are 
a1e. It would also eliminate lifetime maxi- terrible discrepancies In U!rms of access to 
mums, which in recent years have affected care and services available, and 100,000 

--------.he.mophJllacs with HIV disease-who.must __ . Amerfc.ans move into the ranks of the unln• 
spend up to S 15,000 every two months for sured each month. These Inequities are 
blood products, and would cover prcscrlp• exacerbated for people with HIV d isease. 
tlon drugs and mental health services. According to the National Commission on 

The plan ls not perfect. Some critics say AIDS, ln 1991, ◄O percent of people with 
It does not go far enou1h In reformln1 the AIDS were covered by Medicaid and 29 
current confusion of public and private percent had Incomes too high to qualify for 
programs with different ellgtblllty crtterton, Medicaid, but nonetheless c;ould not get or 
widely varying benefit packages, and exclu- afford private Insurance. 
slonary rate structures. Others say it goes State Medicaid pro1rams themselves 
too far-raising the battle cry of ·socialized are notoriously lnaccesslbl,. Patients 
medicine: Between the two extremes are a must "spend down· and divest themselves 
large number of people who believe the of resources In order to become eligible 
Health Security Act Is a thoughtful, compre• for benefits. Forms are often so confuslne 
henslve, and equitable effort to extend to nu out that many public hospitals have 
health care coverage to all Americans. h ired full -time staff to decipher them. 

For the vast majority of people with HIV Patients can watt months for Initial 
disease who have private Insurance, the appointments at clinics th&t accept Medi· 
comprehensive benefits package In the cald. and because of lower reimbursement 
Health Security Act would be comparable rates and delayed payments, many health 
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Editoriai: Health Care Mythology services 'that should make us 
feel "weir are not adequately 

~ Mam, Editor covered by health Insurance? Or, 
Is Gaylln correct that we are 

11•1 hard to Imagine 'that there als limit mental health care and 
overreaching tn our desires to 
feel well longer and to expect 

ls anythtn1 left to say about substance abuse treatment-but government to pay for what has 
he•lth care reform, anything perhaps not any more than they become an unreasonable desire? 
that has not already been report• are under typical health Insur- Where does mental health flt 
td In tht media blitz surround- ance plans. In all of this? We In the United 
Ins Pnsldent Clinton's Health It Is this limitation that raises States have never acknowledged 
Security Act. But the media has questions that have not been mental health as a legitimate 
not covered clearly the tmpllca- sufficiently addressed In the concern, except when its deterl• 
tlons of reform for HIV-related health care reform debate. There oration threatens the social 
care. Nor, In Its focus on the has been little public discussion order. Can society Ignore less 
tconomlcs of managed care, has about the American conception dramatic manifestations of men• 
It dealt with philosophical issues of health and the role of health tal Ulness, Including substanc:t 
ttlated to managing health. care. In a fascinating article, abuse, depression, and anxiety? 

This Issue of FOCUS brlnrs which we abstract In this Issue's On the other hand, can s.o~lcty __ , 
tosether two health care policy Recent Report section, William bear the cost of long-term thera-
wonks who have looked at this Caylin, a Columbia University py-or, for that matter, the 
Issue from their different per- psychiatrist, raises these Issues. Prozac revolution-for someone 
spectlves: one from the Inside- Among his conclusions. he who Is for the most part func• 
sltUng on the president's health states that we have become tlonal? To what extent are many 
care reform advl!lory t/uk victims of health care that is coo of the psychosocial needs of 
force-and the other from the effective-that medical knowl• people with HIV-related concerns 
outside-watching the proposals edge and technology keep us luxuries that must be sacrificed 
unfold from the leadlna AIDS allve after we would have ~nor- to the era of managed care? 
pollcy advocacy organization in mally" died, that is, with our 111 Ultimately, health care reform 
the country. The!le two views health Intact and requiring Is the pin that punctures the 
come to similar conclusions: expensive maintenance. balloon of our national mytholo• 
health care reform at Its best In a society where fitness and gy of perpetual health and unlim• 
will Improve HIV-related care; at good health are Idolized. Is It ited health care. But stnce these 
Its worst, It could sacrifice cru• ironic that health care ls only Ideals have been unattainable for 
clal 1ervtc;e1 funded under exlst- 1nadglngly acknowledged as a most people, health c;are reform 
Ing HIV-related legJslatlon. Of governmental responslblllty7 Is seems to promise at least a more 
particular concern, most propos· It Ironic that many of the health honest and equitable approach. 

can provtden wtll not -accept Medicaid 
patients. 

Second. these problems are not exclusive 
to the poor. More than half of the unin­
sured In 1990 were full-time workers and 
their families, and more than one mlllion 
of those who lost health Insurance In 1992 
were earnlne between S25,000 and S49,000 
per year. One out of every three Americans 
earning between $30,000 and $50,000 
annually report that members of their 
household have stayed In Jobs they wanted 
to leave because they were afraid of loalng 
health care coverage. There appears to be 

consumed by health care expenditures 
more than doubled, from 6 percent to 12 
percent, and the actual number~ ~oared 
from S42 bllllon to S666 bllllon. Health 
care expendltul'es Increased at more than 
twice the rate of GNP erowth. This accu• 
mulatlon of staggering economic and 
pt-rsonaJ costs has brought about a rare 
moment In the life of this niltlon: a moral 
Imperative-the need to care ror one 
another-has also become a polltlcal and 
economic Imperative. 

■r~!\MIIMM@M 

a tra1lc corollary to this statistic: many 
people with HIV disease actually fear losing 
their Jobs and Insurance more than they 
fear losing their lives, In large part because 
they do not want to become • financial 
burden to famtly, friends. or society. 

finally, In Just 25 years time the percent 
of the U.S. Gross National Product (GNP) 

Benefitt of the Health Security Ad 
There are many elements of the Hulda 

Security Act that have posldve lmpllcadaaa 
for people with HIV disease. The followtna 
points hlehlight those changes that wtU haw 
tlt1:: musl Immediate or 1ubst1nuv1 benenu 
In four areas: extent of coverage, typa or 
services. and !lystemlc: efficiency, and metlllll 
health and substance abuse coverage. 

~ 
'I 
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EJct,nr of Coverage. First, the plan would 
end •medical underwrttfng," eliminating 
•pre-ulsttng condition· exclusions and 
waiting periods for anyone, regardless of 
healtb status. Second, insurers would no 

longer assess premiums based on 
Individual demographics or health 

the front Jines of health care delivery. 

The plan 
would offer 

limited 
mental health 

characteristics. Instead, factors that 
currently Increase costs to lndlvld· 
uals-such as age and pre-existing 
conditions-would be spread across 
whole communities. Finally, the 
plan would eliminate lifetime maxi­
mums. No one would need worry 
that an expensive medicine or 
course of treatment would raise 
costs to an arbitrary ·ceillna• and 
lead to an end to their coverage for 
all other services. 

Mertral Heaith and Substance Abuse 
Coverage. The plan would offer limited 
mental health and substance abuse benefits, 
and mental health benefits would achieve 
full parity with physical health benefits 
after 2001. The plan would cover services 
by mental health providers Including psy­
chiatrists, psycholoilsts, and licensed social 
workers. The lnJtlal plan would closely 
resemble most private plans today, for 
example. 30 mental health vtsns per year 
wtth either a S 1 o or 20 percent copayment 
(psychotherapy would lnldally have a S25 
per visit or SO percent copayment). and 30 
days per year of Inpatient treatment. The 
copayments associated with these services. 
however, would not count In the annual out• 
of•pocket maximums of Sl,S00 for Individu­
als or $3,000 for families. Since most state 
Medicaid procrams do not cover mental 
health services, for the 70 percent of people 
with AIDS who have no insurance or who 
rely on Medicaid, even this inltJal benefit 
would represent a significant improvement. 

care, but 
even this 

would "J)lpts of s,rvice.s. The plan would 
Include home• and community· 
based alternatives to hospltallza• . 
tlon as an Integral part of the health 
care reform package. It would rec­
oanlze and cover preventive Inter· 
ventlon, programs and services that 

represent an 
improvement 

for people 
with 

Medicaid or 
seek to keep people well and pre- Conclusion 
vent the onset of serious HIV-relat· The primary alternatives to the Health 
ed dlacases. Security Act Include the Cooper•Crandy, 

no insurance. Perhaps most Importantly for McDermott-Wellstone, and Chafee-Dole 
people w1th HlV disease, it would plans. Cooper-Grandy ts currently rccclv• 

Authon 
Warnn W. Buclclngham 
lfl serwd on th• Wllfre 
Hou,e Htalt#I Ca,, 
Rtform Toslt Force 
and as SJH.t:lal Assis• 
rant for 1'111nnl11g """ 
ocw10,,m,11t to 
Nattonal AIDS Polley 
Coordinator Krltrlne 
Ctbbt,. H• has been 
oct1v, In HN ,,,ogram 
tmd po/Icy t1,v,lop• 
"'"" fo, JO )'UN at 
,,., local. star,, and 
1tOrlont1I levels, and 
n,rnntly wo,.kf for 
rJw OMslon of HIV 
s.Mcu 111 tit• H,alth 
ltuource, and s,rv,ccs 
Admhtlstratlon. He Is 
llvlnf wlr#I AIDS. 

make prescription drugs affordable. Ing a great deal of media attention. but 
For too many people and families while the proposal would offer universal 

struggling With HIV disease, drugs are the access to covera1e, It would not guarantee 
largest cost of dally llvln1, forcing people the financial muns to pay for It. McDermott· 
to choose between buying food and paying Wellstone ls a sln&le•payer plan with numer· 
for medication. In addition, for people with ous propone.nts, but, because the federal 
AIDS on Medicaid, prescription drug benc• government would become the Insurer 
fits vary widely from state to state. In some and the entire private Insurance Industry 
states, AIDS drug assistance programs would be eliminated, the plan Is not thought 
(ADAP) cover zldovudlne (ZDV; AZT) and lts to be viable. The Chafee•Dole plan would 
analogs and nothing else; In others, like substitute an individual mandate for the 
New York. ADAI conra all drugs.,and some _ • .employer mandate, that ts, all lndMduals 
nutritional suppleme.nts. would have to purchase Insurance. but 

Sysrtmlc E(flcle"cy. The proposal would employers would not be required to pro-
level the tremendous regional disparitle~ vldc It. 
In public pro1rams, that ts, Medicaid and For the first Ume In decade~nd proba• 
state-only plans, mlnimizlnii the need for bly Jn the current session of Congress-It Is 
people wtth HIV disease to mlarate to very likely that a hybrid of these plans will 
other places for adequate health care result tn meaningful refonn of the flnancln& 
~overage, Over tlme, as HIV-related exper· and dtllvery or health ca.re In this nation. 
tlse grows more routinely available, peo- The Health Security Act Includes many pro· 
pie with HIV disease Jiving In urban areas posals that offer Improvements In coverage 
could move back to their famllles of ori1ln and financial relief for people with HIV 
without worrylna about variations In disease and all other long-term chronic, 
tr•atment capablltty and covered benefits, dlsabllng-and expensive-diseases. 
which would be uniform throughout the In his State of the Union address, the 
countt'y. It would also streamline the President emphasized the fundamentals 
Process by standardizln1 forms and or reform: every Ameriun mu5' be cov-
reduc1na the micromanagement of care ered and the coverage must always be 
delivery by health care ·,atekeepers; there. For the HIV-affected community, no 
peopl, who may !'ever have be1en near rwo benefits could be more lmponant. 

1(~ \J u c /1 1 ' • 1,J 



The.AIDS Agenda.and Reform ....,lffl. of fees-different plans could offer differ· 
ent options for accessing care, for exam• 
pie, closed network managed care versus • 
fee-for-service options, although these • 

People With chronic diseases like HIV 
Infection demand tlile most from our health 
care system and, In Its present form, often 
get the least. Currently, 40 percent of peo• 
pie with AJDS are on Medicaid and another 
29 percent are uninsured, and those with 
private health insurance often have limited 
benefits or high out-of-pocket costs. This 
Inability to access care diminishes the 
len1th and quality of life for people with 
HIV disease. While it is clear that some 
kind of health care .-eform will be approved 
In 1994, how well the final reform plan 
addresses these realities wlll be the true 
measure of its value. 

The Health Security ~ct 

options would be more expensive. The act 
would limit premium Increases for all 
types of plan to the rate of health care 
inflation, and hold Individual out-of-
pocket costs to about Sl,500 a year. 

Strengths and Weaknesses of the Act 
One way of mtasuring the strengths and 

weaknesses of the Clinton proposal ls to 
e,camlne It In terms of some basic principles 
that should Inform any reformed health care 
system: universality, comprehensiveness, 
choice, aff ordablUty, and government 
responsibility. Unless these prtncJples are 
addressed, people with HIV disease Will not 
benefit from health care reform. 

Universal Coverage. The Clinton propos• 
al would assure all U.S. citizens and leJal 
residents coverage by January 1, 1998. It 
would not cover undocumented tmml· 
grants and lncarc;erated Inmates, leaving 
these two populations with high rates of 
HIV disease to receive care only through 
the msting public health safety net. For 

President Clinton's Health Security Act 
proposes to guarantee health Insurance 
coverage with a standard set of compre­
hensive benefits for all legal residents of 
the United States. Tlhe act would provide 
Insurance through regional alliances that 
would oversee the purchase and adminis­
tration of health Insurance plans for all 
residents of a geographic area. It would 
require all employers to offer their employ­
ees health Insurance , paying, on average, 
80 percent of the premium for full•time 
employees. The self•employed and unem­
ployed would also be required to purchase 
health insurance through the re1lonal 
alliances, with their premiums subsidized 
or covered by Medicaid if they are poor. 

those who are covered, there would be 
Important protections: all plans would I 
have the same minimum benefits package, 
would elJmlnate pre-existing condltJon 
c:lauses. would determine premiums by 
community rating, and would be free from 
ceilings on coverage for any spec;lflc dis-
ease. Community rating, whereby every• 
one pays the same premium regardless of 
health status, ts particularly crucial for 

All plans offered under a regional 
alllance would have to provide the same 
package of basic benefits, which are fairly 
comprehensive in covering prlm~ry tare 
needs. While everyone would be required 
to pay something for their care-In the 
form of fixed copayments or a percentaae 

making lnsuranc;e accessible for people 
with chronic diseases. 

ComprehenJlvene.n. The Clinton pro­
posal would cover all medically necessary 
services, lncludlnc the full ran1:e of bene­
fits normally associated with a good prl· 
vate health Insurance plan. that Is, most 
Inpatient and outpatient services. In addl· 
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tton, the plan emphasizes coverage of 
cllnlcai prtventfve services, including 
screening for cervical and breast cancer, 
HIV antibody· testing, and Immunizations. 
The plan also covers, among other things, 
limited substance abuse and mental 
health treatment, hospice care, and 60 
days of home health care as an alternative 
to hospitalization. Additions or changes 
to this minimum package could be made 

The combined 
substance abuse and 

mental health benefit 
has severe 

limitations: each 
time a person 

accessed mental 
health services, his 

or her substance 
abuse benefit would 

diminish accordingly. 

by Congress or by the 
National Health Board, 
created to oversee the 
entire new system. 

Unfortunately, the 
combined substance 
abuse and mental health 
benefit has severe limi­
tations on usage. For 
example, each time a 
person accesses mental 
health services, his or 
her substance abuse 
benefit would diminish 
accordingly, and vice 
versa. Not until 2001 
would substance abuse 
and mental health ser­
vices achieve the same 
level of coverage as 
other health benefits. 
Within limits. the CUnton 
proposal would cover 
Inpatient and residential 
mental Illness and sub· 

stance abuse treatment; Intensive nonresl· 
denUal mental lllness and substance abuse 
treatment; outpatient mental Illness and 
substance abuse treatment, Including case 
management. screening, and assessment: 
crisis services: and collateral supportive 
services. 

The combined benefit would be limited 
to a total of 30 days per year of residen­
tial or Inpatient treatment, with the possi­
bility of a 30-day extension. and 60 days 

Medicine. 1993: 19(1): 121 · 14S. 

of outpatient treatment. Each day of resi­
dential or Inpatient treatment could be 
swapped for two days of Intensive nonres­
idential treatment or three days (visits) of 
outpatient counseling. The mental health 
benefit would also require significant 
copayments. 

These severe limitations Impose obsta· 
des for people with HIV d isease or at risk 
for HIV Infection, who are likely to need to 
address underlying substance abuse 
Issues as well as mental health Issues 
associated with having HIV disease. This · 
proposal would make It almost Impossible 
to get effective substance abuse treatment 
and adequate mental health services. Even 
If substance abuse treatment were the 
only part of the benefit accessed, care 
would be Insufficient. 

Access to experimental treatments and 
off-label uses of approved treatments is 
critical to the care of people with HIV dis· 
ease. The Clinton proposal would, in gener• 
al, assure accus to off-label Indications 
(licensed druzs prescribed for new uses), 
but Individual plans would have the discre· 
tlon to Impose some restrictions . The act 
would also assure coverage of participants 
tn clinical trials; the extent of coverage of 
experimental treatments outsld~ trials, 
however, would be left up to Individual 
health plans. The act does not cover alter· 
native therapies such as acupuncture. 
chiropractic care, or homeopathy. 

Frudom of Choice. The Clinton proposal 
assures that everyone would have more 
than one plan to choose from. not often the 
case for those getting Insurance through 
their employers. However, the proposal 
would depend upon th~ managed care 
approach to hold down costs. and fee-for· 
service or flexible network plans would 
.Incur hlgber copayments and premiums. 
Those on Medicaid would not be subsidized 
for these more• expensive plans. Choice Is 
therefore dependent on ability to pay. 
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This Is particularly troublesome for 
people with Hf~ dJsease. The kind of 
expertise klV•reJated care requires may 
nqt be available In every plan, espe_clally 
for those In smaller communities. The 
hlaher cost sharing associated with fee• 
for-service plans, however, may make it 
prohlbltl\'e for people with HIV disease 
and impossible for people on Medicaid. 

Two elements of the Clinton proposal 
would mitigate this situation to some 
extent. The proposal would require all 
plans to have arran1ements with academic 
health centers to provide expert care for 
diseases like HIV Infection, and treatment 
at these centers would not cost more. 
Similarly, each plan would have arrange­
ments with so-called "essential" communl· 
tY providers, those e1'1stlng health clinics­
lncludln1 Ryan White CARE Act providers­
that specialize In caring for underserved 
populations. 

Affordabiltty. The Clinton proposal 
assumes some predictability In costs: 
premiums could rise only with the rate of 
health care Inflation, out-of-pocket 
expenses beyond premiums would be 
capped at Sl,S00, no lndlvldual would 
have to pay more than 3.9 percent of his 
or her Income In premiums, subsidies 
would be provided for those with Incomes 
below l SO percent of poverty but not on 
Medicaid, and Medicaid would cover the· 
premiums of people on Medicaid cash 
asslstaru:~.• These are important Improve- · 
ments, but people wtth chronic diseases 
may still face special challenaes, for 
example, comtna up with Sl,500 In one 
lump sum and early In a year. In addition, 
more fiexlble subsidies--beyond 150 
percent of poverty- would help people 
who would not meet the proposal's crite­
ria for ~poverty." 

Cowrnment Rupo"stbtllry. The CJtnton 
Administration is committed to having the 
1overnment exercise areater authority 
over health care, from llmltln1 costs, to 
re1ulatlng how Insurance ts underwritten, 
to assuring that underserved communities 
have sufficient providers. Importantly, the 
Clinton proposal also reco1n11es that this 
more centralt:ied system-complete with 
health securtty cards-would require vlel· 
lant ■ttentlon to confidentiality and dis,. 
crlmlnatlon. Unfonunately, much of the 
confidentiality protections for the propos­
al are to be written In the future, and, of 
those that hav .. h@en denned, oomc would 
not 10 far enough. For example, the pro­
posal would ban discrimination in provld· 
Ing services based on health status, but 
would lack protection against sexual orlen• 

tatlon discrimination a.nd would include 
no recognition of alternative family arranec· 
ments. Finally, the Clinton proposal retains • 
the existing public health infrastructure • 
(Including the Ryan White CARE Act pro-
eram), while expanding, within the plan 
and through new inttlallves, a commitment 
to prevention. 

Conclu1ion . 
This summary of a complex plan-some 

would araue too complex for Its own polftl· 
cal good-shows that the Clinton Adminis­
tration has moved forward in critical direc­
tions for people with HIV disease, The 
proposal would achieve relatlVely universal 
coverage, clear predictability of cost for 
the Individual, reasonably comprehensive 
coverage, and assistance to the poor In 
accessing these services. 

While It Is hard to predict the ultimate 
outcome of the proposal, three things are 
clear. Congress will pass some leglslatlon 
this year and call It health care reform. The 
final product wlll look sl111trlcantly differ­
ent from the original Clinton plan. There ts 
strong pressure to leave the system alone, 
undenaking only minor reforms that rely 
on the marketplace to assure access. 

It is Impossible to know what approach • 
will finally prevail, but it is clear that W 
people with Hrv disease will be the losers 
If the resulting leglslaUon does not Incor-
porate fundamental change_. AIDS advo-
cates need to Join with the Clinton admln· 
tstration to assure that the final plan 
offers: universality of coverage throueh 
the employer mandate, a comprehensive 
benefits packaee guaranteed by law, com­
munity rating that spreads the risk of 
Illness among all Americans and makes 
Insurance affordable for people with HIV 
disease, and the previously Instituted HIV· 
related safety net created by programs 
such as the Ryan White CARE Act. 

Comments and Submissions 
We Invite readers to send letters 

responding to articles published in 
FOCUS or dealing with current AIDS 
research and counselina lssues. We 
also encourage readers to submit anl­
cle proposals, lncludtn1 a summary of 
the idea and a detalJed outline of the 
att1cle. Send cnr,~.:pondence to: 

Editor, FOCUS 
UCSF AlDS Health Project, Box 088◄ 
San Francisco, CA 94143•0884 
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Re~ent Reports 
Fourth, the government should empower 

a data protection and security panel. Its 
responsibilities would Include: setting and 
monitoring privacy and security standards; 

Privacy ilnd Heahh Cilrt' Reform establlshln& mechanisms through which 
COilin LO. Tu'"•8~11n,1 I. Pow~, M. Priv.icy .1nd lndtvtduals could question the propriety of 
s«urity ol ~• infomwtinn in .a ~ hc-•l1h tht collecUon and use of lnforRQtlon; and 
Ott- sysl(m. r"" JourN/ "''"" ~Jc~ Mfflic,1f supporting the de"elopment or ii fillr and 
A,,ociJtion. t99,. ; 27H11: ?4117,2-19). (Allwfiun comptthen1lble disclosure consent process. 
Society of L.aw. ~icine .and lttliu. U.S. °"Pin· Finally, 1he 1overnment must develop a 
ment of Health and Hunwn Sen-ten. e«q.town 

u-1. • compnhenslvt educiilllon proeram to 
Unl-...rMty. Johns .,.,,_im Uni~ny.J teach health u~ professionals about their 

Polley makers art trytna lo balance rtahts and responslblllUes regard Ina prl• 
appropriate privacy and autonomy with vacy and security or Information. · 
the requirements of an ernc1ent health 
care system and an adequate and reliable Acct11. Egraa, and Allocation 
lnrormiiltlonal basis for health care plan• caytlft w. faulty diaa,,osi,. H,~•, M.11uine. 
nln1, according to a commentary on conn- 1993: 287(1721): 57-64. «Columb~ University, The 
dentlatlty and health care reform. H.udnp C-entcr.) _ . 
· Currently; prl"Vacy and 'c:orirlden'tlallly- · The health care reform debate has mlsdl· 
protections are a product of federal and aanosed the economic Ills pliigulna the 
state constitutional law and statutes, and system and has failed to address cen1ral 

state common law-·a philosophical Issues, accordln1 to an essay 
morass of erratic law.· on ratlonln& health care. •Efficiency experts· 

The health care Due to the absence of have taken control of the debate, erroneous-
uniform privacy and ly assumlnc that ebmlnaling waste wtll 

reform debate has 
misdiagnosed the 

economic ills 
plaguing the system 

and has failed to 

confidentiality protec- obviate the need for rationing. Further. by 
tion, continued reliance Ignoring societal attitudes toward lire and 
on current legal safe• death, the goals of medicine, lhe meaning or 
guards is incompatible "health." suffering versus survival, and who 
with the policy objective shall live and who shall die, planners have 
of an Integrated natlonal lost the opportunity 10 reach democratic 
health care system. State- consensus about rationing. 
by-state regulations, for Health care <:Olt$ are driven by four 
example. Ignore the fact factors: the Increase in health problems 

address central 
philosophical 

that the flow of medical due to good medicine that enables people 
Information Is rarely In poor health to live longer: the expandln1 
restricted to the state In concept of health; the seduction by tech· 
which It Is generated. nology of both doctor and patient; and the 

•1tn/w,-10l lde,,ri(iers 
•r• 111tl1tu<" numbers, 
or numwr o"d lffttr 
COMl,llllflltions. used to 
ll'IH:lc IMl'\1/duols as 
flt•)' llff. JyJft'm'.f 
l'UOll'"1, 

Further. state protections •American character: which seeks to solve 
become futile at a time things completely and Immediately. Given 
when the physical loca- these factors, there are three ways to con· 

issues. 

- . tion.~f_hulthJn(Qtma-__ -taln health care spendln~ Umlt access 
tton Is no longer relevant, when databases (who gets ca~). egress (for how long) and 
with huee amounts of health information allocation (what can be provided). 
provide immediate access by a variety of Access to scarce and expensive resources 
ell1lble users In remote locations. must be oraanlzed on some equitable 

In response, the federal government basis-even If equitable does not mean 
should first establish national privacy full coverage for every.body and c:very-
safeauards based on a code of fair lnfor• thing. Various factors might be considered 
matlon practices, lncludlna; the Individual to determine who should receive what, 
rtsht to know about and approve uses of most prominently, age: all things being 
data: the prohibition of secret data sys- equal, most would aaree a 16-year·old boy 
terns; and the Individual rlght to review has a greater claim on an orgiiln than a 12-
and correct data. year•old man. 

Second. the government must establish Even more complex than deciding who 
a universal Identifier that will provide deserves access , is when, and If, access 
more privacy protection than a sodal should eno. For example. how Iona should 
security number, the most common ldentl• one patient have an artlrlclal hean while 
fler.• Third. the government should devel- others are walt1n17 New medical technolo• 
op standards to ensure the security of gy has become so Ingrained that once Ufe-
automated Information systems. savlne technology ts Introduced, we tend 



'I 

-~~01- . 
AUK HNlth P,wfeci 
a.-W. Oil~. MO 

""-lolloettM.wkl 
Sh,lfWrillff 
lohnTi~ 
JOUlll!ins Hw; Ad\oltor 
MlthHI H•lqul11 
M.dlcal Actvftm 
~li.n Follanll>tt. MD 
Ma.uti., 
ltm M<lln (l(o 

~ 
~ 
lmapl\Wllsort 
Slll'f)Nn P1PUra 
ltlli. Sarnuel1 
R.,._, SclOlllf 

Cltcueatioft 
Sandra Kri"1ich 
lnlffnl 
AhnN11uyen 
)enMfer Pohl ,,_~ 
!'OCUS 11 a monthly pub­
lic a ti on o l the AIDS 
Heallh Project, affiliated 
with t h111 University ol 
Calilomfa ~" r,anci:,c,o. 

Twelve lnun of f OCUS 
att S36 lot U.S. '"ldenli. 
S24 lo, ~ with Umlted 
lncomft, S•e for individu­
a l, In <'fflet coun!llft, S90 
lo, V,S, lnJtltutions. and 
S 1, o lo, 11\ftilutlons in 
011,u co11r,1,1u, M.ak111 
checlr1 payable 10 ·uc 
Regenu. • Addr•n 1ub­
scriP1i()n 1tt111e~t\ ~net c111-
•1•,c,,,1Wit-n, r le.: F()("(IS. 
1.:1.!>f AIU~ tiu.lhh 
Project. Box 0118-4, Sar, 
franc isco, CA 941 ◄) . 
088◄. ll•c k luun lr41 U 
each: f9' a 1111. wrile to the 
•bove address o r call 
1◄ 15 1 ◄76-6◄)0. 

Tn ensure ur,ir,terrupi~ 
delivery, ,end your new 
MidNMs four Wttl<s belore 
_, __ 
llnocn,r,fc plain pan lally 
don-i by Dr,ill" & Tm,, 
S.,, Franci,co, Printt(I ffn 
r,r(y<'~jNper. 

C 1,,4 UC ft~er,t,: 
All tif1J,H -rved. 
ISSN 1()47-07'9 

uc .. 

AIDS 
HEALTH 
PROJECT 

■rC"JC~MMIRWM 

10 consider It a right, not a prlvlle&e, 
Perhaps we need to think more seriously 
to begin with about what sorts of tech­
nologies we want to develop. But how can 
we Umlt scientific: Inquiry? We can'.t-but 
we can debate wh:at we as a society are 
wllllng to fund, just as we now debate 
whether we really need a supercolllder. 

The central issue of allocation is coming 
to terms with the fact that no matter how 
efficient or economical we make health 
care. we will never be able to do every­
thing for everyone. Choices among com· 
pettng health needs, sometimes tragic, are 
moral and ethical. not medical. They are 
best made through the democratic process 
by all of us-as was accomplished In 
Oregon-rather than through the current 
health care reform process, which is being 
conducted behind closed doors. 

Privatized Mental Health Care 
Wisor RL. Community care, competition and coer­
cion: A legal perspective on privatized mental 
health care. American Journal of Law and 
M«Jicine. 1993; 19 (1-2): 145-175. 

Massachusetts state officials are priva­
tizing mental health care In response to 
pressures to provide better care at lower 
cost. According to an overview of this 
Hperlment, which Includes a detailed 
hl5'ory of mental health care ln the United 
States, the plan aims toward achieving the 
ldul of efficient and dfective community 
cart by closlni outmoded state hospitals 
and transferring patients Into privately 
owned and operated community-based 
alternatives. 

The foundation for this change was laid 
by the 1986 Brewster decree. The decree 
ordered the creation of three components: 
new residences and acute care beds in 
private general hospitals to provide for• 
mer state hospitaJ patients care In their 
own communities; treatment. training, 
and support programs to ensure clients · 
transferred Into the community continued 
to function successfully; and management 
services to develop, coordinate, adminis­
ter. monitor, and evaluate the network of 
community programs. 

By harnusing marketplace competition 
to 1mcourage cost savings and quality, 
privatization uses resources In new ways 
to achieve hlaher quality and iJ'e&ter 
efficiency. It frees the government from 
providing cue and enables it to concen• 
trate on quality control. Its foundallon­
that patients are happier and more effec­
tively treated In community versus lnstl• 
tutional settings-ls borne out by the 
Massachusetts experiment. 

The Massachusetts plan Improves the 
quality of short-term Institutional care by 
creating more psychiatric beds In private 
1eneral hospitals. This elimJnates an hls• 
torlcal Inequity that relegated uninsured 
patients to remote state lnstltuttons while 
treating Insured patients in community 
hospitals. 

The peril of privatization is that ·revolv­
ing door· patients-mentally Ill patients 
who, functional at release, stop taking their 
medications and must be readmitted to 
hospitals apin and again-may fall through 
the cracks of community care. Even more 
troublesome, Is that under a privatized 
system, the quantity of acute short•term 
care beds Is strictly Jlmlted, and providers 
may find themselves under pressure to 
release people not -dangerous enough" to 
meet commitment standards, but still In 
need of short-term care. 

While these dilemmas are significant, 
prlvatJzation's promise can be achieved If 
the plan has sufficient staff support, pro­
grams, and services. To avoid a break· 
down of the system, virtually alt savings 
generated from transferring mental health 
care into private hands must be rededlcat· 
ed to the proerams that keep patients 
functioning In the community. 

Next Month 
The National Association of Social 

Workers made news last summer when 
they became the first of the counseling 
professional organizations to put Into 
Its code of conduct ethical guidelines 
for attending the assisted suicides of 
clients. In the April issue of FOCUS, 
Jerome A, Motto. MD, an Interna­
tionally recognized expert on suicide 
and Professor Emeritus of Psychiatry 
at the University of California San 
Francisco, discusses rational suicide In 
the context of clinical practice. He 
briefly recounts the recent history of 
rational suicide and explores the cllnl· 
cal approach to clients who wish to 
pursue this option. 

Last spring, Compassion In Oylna 
was founded In Seattle to facilitate 
physician-assisted suicide. Also In the 
April Issue, Susan J. Duasb••• 
President of the Board of Compassion 
and Executive Director or the Se&nle 
AIDS Suppon Croup, writes about 11M 
organlzMlon•, ~xperlence counsellna 
termlnally•ill peopl~ and their lowd 
ones abou, suicide. 

--------------· ......... _._, 
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March 11, 1994 

Kristine Gebbie 
AIDS Policy Cootdinator 
Executive Office of the President 
750. 17th Street NW, Suite 1060 
Washington, DC 20503 

Dear Ms. Gebbie: 

We understand from Representative Unsoeld's office that you will be attending the 
meeting she is hosting for us tomorrow to discu.,C\S health care reform for people v.itb 
disabilities. To confirm the information you may have received from her, that 
meeting will take place at 3:00 on Tuesday, April 12 in Room 1604 of the 
Longworth Building. 

The AIDS/health care advocates in our contingent will include myself and Sue 
Tupper from the Northwest AIDS Foundation, Lesli Boyd-Morse and Richard 
Hicks from the Olympia AIDS Task Force, Dr. Ed Noonan, a Seattle physician 
speclalliing in AIDS treatment. and a representative from tbe AIDS Action 
Council. We will be joined by the delegates from ·Washington state and their aides. 
We know that your schedule prevents you from arriving till around 3:30, but since 
we don't expect you to give a presentation, that should still allow opportunity for you 
to speak with members of our group, if you wish. 

For your reference, I am enclosin~ a fact sheet which stresses the health care reform 
principles we feel are imperative tor the wellbeing of people impacLed by HN and 
AIDS. If you have any questions, please call my program assistant, Tracy 
Huddleson, at (206) 860~6304. We appreciate your interest and concern in this vital 
matter, and look forward to discussing it with you sooIL 

Sincerely, . 

6~~ 
Director, Public Policy and Communications 
Northwest AIDS Foundation 

P. 02 
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February 22, 1994 

Ms. Kristine Gebbie 
National AIDS Policy Coordinator 
Executive Office of the President 
750 17th Street N.W., Suite 1060 
Washington, D .C. 20503 

Dear Ms. Gebbie: 

FEB 25 1994 / 

7Y 

I w rite to tell you how excited we are that you wi ll be in Broward County on April 
9. We appreciate all that you have done for people living with AIDS, and the strides you 
have made in heightening public awareness concerning this critical health issue. 

W hile you are in South Florida, we invite you to visit Broward House, an AIDS 
service organization w hich has been in existence since 1 ~89, providing assisted living to 
individuals in the community with AIDS/HIV disease. Broward House is the only Adult 
Congregate Living Facility licensed by tbe State of Florida exclusively for men and women 
with HIV disease in Broward County. In addition to assisted living, Broward House 
provides case management, education and outreach to homeless individuals. The facility 
is looked upon as a model for other such housing faci lities in the nation, and we frequently 
are cal led upon to share our experiences and procedures w ith other agencies. 

Again, we extend a warm welcome to you and hope that your schedule may permit 
a visit to Broward House. Please feel free to contact me at (305) 522-4749 for further 
information. 

. ; 
j ' ; ' 

l ~ > i 

TJS:mll 

Sincerely, 

Cd~~sSL~ 
~ 

Thomas J. Shidaker 
Administrator 

P.O. Box 350367 
Fort Lauderdale, Florida 33335 

305-522-4 7 49 



Memo to: 

From: 

Subject: 

Date: 

Coples: 

... ,.-

Memorandum 

HILLAND l{NOWLTON 

Hill and Knowlton 
Public Affairs Worldwide Co. 
Washington Harbour 
901 31st Street, N.W . 
Washington, D.C. 20007-3838 
202-333-7400 
Telecopy 202-333-1638 
Telex 440143 HKDC 

Andrew Barrer, Office of A.IDS Policy Coordinator 

Nina Oligino, Hill & Knowlton 

Broward County Visit 

March 22, 1994 

Jeff Trammell 

Monday April 11, 1994 

8:00am-9:00am 
LOCATION: 
ATTENDEES: 

Breakfast 
Riverside Hotel, 620 East Las Olas Boulevard 

Wayne Sheppard, Director, HIV/AIDS Support Services 
Betsy, Koski, Special Project Coordinator, HIV/AIDS Support Services 
James W. Jordan, Jr., Vice President, North Broward Hospital District & 

Chair, HIV Health Services Planning Council 
Carolyn N. Graham, Director, Broward County Human Services Department 
Allan H. Teri, Esquire, Private Attorney, PW A Governors Red Ribbon Panel 

on AIDS, author of AIDS AND THE LAW, member of 
HIV planning council 

Eugenie Suter, Director Office of Intergovernmental Affairs 
Dennis Myers, Special Projects Coordinator, Office of Intergovernmental Affairs 
Jeff Trammel, Senior Vice President, Hill and Knowlton 
Nina Oligino, Senior Account Executive, Hill and Knowlton 

ALSO INVITED: 
Commissioner Gerald Thompson (District No. 1) 
Commissioner Sylvia Poitier (District No. 2) 
Commissioner John P. Hart (District No.3) 
Commissioner Scott Cowan (District No. 4) 
Commissioner Lori Nance Parrish (District No. 5) 
Commissioner Suzanne Gunzburger (District No.6) 
Commissioner John E. Rodstrom, Jr. (District No. 7) 

A Division of Hill and Knowlton, Inc . 



Senator Bob Graham (D) 
Senator Connie Mack (R) 
Representative Peter Deutsch (D-20th)* 
Representative Harry Johnston (D-19th) 
Representative E. Clay Shaw (R-22nd) 
Representative Alcee Hastings (D-23rd) 

Jim Naugle, Mayor of Ft. Lauderdale 
Carlton Moore, Vice Mayor 

*Representative Peter Deutsch's wife is very involved in fundraising for AIDS treatment and we 
may extend the invitation to her as well as the other Congressional spouses 

9:1Sam-9:4Sam 
LOCATION: 

ATIENDEES: 

9:4Sam-10:1Sam 
LOCATION: 
ATIENDEES: 

Tour of Pediatric AIDS facility 
Children's Diagnostic and Treatment Center at 417 S. Andrews 
Avenue 
same as above plus see attached list of possible additional attendees 
(those marked are certain to be in attendance) 

Press briefing 
on site at the facility (room TBD) 
Sun Sentinel 
Miami Herald 
Miami Sun Tattler 
Broward Bureaus of the South Florida TV stations (4) 
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TOI 

FROM1 

DATE1 

REI 

MEMO 

Mr . W•yn• S app•rd , Director 
Brow•rd CCU ty HIV/AIDS Service• 

Stormy Sch• 1•, H•n•;•r 
camprehansi • Pediatric AIDS ProJect 

M•r-c:h 9, 19 4 

Kri ■tin• Ba bi• ' • visit to CDTC - April 11t 19•4 

---------------------

P . 3 

Thank you 4or your 
Childr•n ·• Dt•;noatic 
b■low •r• th• Compr• 
that morning. 

•••ist&nc• in facilit•ting Ms. Babbie '• vi•it to 
~ Tra&tm■nt Center on Monday, April 11, 1~94. Listed 
en■iv■ Pediatric AlDI PraJect staff who may b• present 

Pl•••• let me know if you n••d any furthar information. 

■TAFFt 

✓el.\■&n ·M. Widmayer . Ph.D. 
✓ Richard M. Beach, M,D., Ph.D. 
✓Joni Let•r~•n• M,D. 

✓eav•rley Curtis, M.O. 
✓ Stormy 8chevi • 

Tracee B•llio, M.S. 
Vickie Tut~nic:k, M.S.W, 
Ann• Kogan, R.N. 

David Lord, M,Div , 
M&ri• Brown 
Cay Perr-
Arl•n• Burwich, M,S. 
Camille Brouillard , M.s.w. 
Kim Purinton 

Pam Muno•r, R,N., 8.S.N, 
Tar& Straw~rid;•, R.N., 8.S.N. 
Kristin Halldors, R, N. 
B•tty Sry&nt, ~.P,N, 
Linda Merritt, R,N, , 8.8,N. 

Nao1ni Roear la 
Jane Tamburo 

Jami• Blood 
Sharon Neal 

✓Ev•lyn K•ndrickal 

CDTC Director 
CPAP Nedic•l Director 
CMS Madica1 Dlr•ctor 
CPAP CQn•ultinQ Phv•ician 
CDTC/OEt Medical Director 
CPAP ProJect Manager 

CPAP Coordinator 
CPAP 8ccta1 Service Coordinator 
CPAP Cltnt c Coordinator 

CPAP Boci•l Worker 
CPAP Social Worker 
CPAP aoci•l Worker 
CPAP &octal Workr 
CPAP Social Worker 
CPAP Social Worker 

CPAP Nur•• C••• Manager 
CPAP Nurse C••• Mana;er 
CPAP Nur•• Ca•• Manager 
CPAP LPN C••· Manager 
CPAP Nur•• Ca•• Manager 
ARIEL ltudy Coordinator 

CPAP aec:r•t•rv 
CPAP Secratary 

Family Resource A••lstant. 
Family Resource A••l•tant 
Familv ~•■ourc• As•istant 
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1. DESCRIPTION OP THE BPIDBMIC IN THE EMA 

Broward County has the second largest number of reported AIDS 

cases in the State of Florida. As of September 30, 1993, there 

were 5,107 cumulative adult cases which equate to an adult 

incidence rate of 369. 2 per 100, ooo population, ~P from 368. 2 

September 30, 1992. The total cumulative cases has increased 

fifty-one percent in the past two years, twenty-seven percent in 

the past year, and represents sixteen percent of all reported cases 

statewide. 

In addition to the adult cases, there are 107 pediatric cases, 

up from 85 last year. However, this number does not accurately 

reflect the pediatric HIV epidemic, since there are presently 460 

children receiving care through the Comprehensive Pediatric AIDS 

Project at Children's Diagnostic and Treatment Center. During FY 

92-93, 562 children utilized these services compared to 321 in FY 

91-92. Twenty to twenty-five new patients are referred monthly. 

Wj th rARpAr.t. t.n thA pAcH ntrlc: cases, 821 are Africcm-AJl\•x-ica1t, 

141 hn~lo/Wh1tt, ana i\ ijispanic. Ninety-ei(Jht percent ot the· 

£>4:SdlaLLl\,; \,;Q.D.:SD laaD ci mvLlnu. wlLl. A!&!l,111!\I .., .. l'..!..!.. .\IDO/lIIV &Iii wa 

pttl,"\,;tmL L.1: aui=.l ,.u:.luutll • ill1i1l,l.y-1::t.LA ~•.......,vul. v!l Ll .... yv,.U . .a.ts.1,.1.la a&a&a 

are under five years of age, with fourteen percent from age five to 

twelve. 

Of the adult cases 4,214 are male and 893 are female or 17.51 

(up from 16.21 in 1992 and 141 in 1991). This compares to 111 of 

-21-
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cases national l y. African-Americans represent 15.51 of the 

population in Broward County but account for 37\ of the AIDS cases , 

which has increased from 30\ in 1990 and 34\ i n 1992 . The 

percentage nationally is 30\ . Anglo/Whites account for 571 as 
• compared to 60\ in 1992 and 611 in 1991. Percentage of cases among 

Hispanic-Americans has remained constant since 1991 at 

approximately six percent, substantially lower than 17\ nationally. 

The patient risk behavior categories reflect 521 as homosexual 

or bisexual as compared to 551 in 1 992, 191 are IV drug users (the 

same as last year, but down from 221 in 1990), 61 homosexual and IV 

drug users which has remained fairly constant, 191 heterosexual, 

compared to 181 in 1992 and 17\ in 1991 . 

A February 1993 study by the Broward coalition for the 

Homeless estimates a homeless population of 6,076 . Of this number, 

ninety-seven were determined to be HIV infected by agencies who 

surveyed HIV status. This figure is considered to be much lower 

than actual numbers infected, since two of the largest agencies 

providi ng services to this population did not inquire as to HIV 

status . A new outreach program which provides education and 

reterral for HIV testing is finding increasing numbers of homeless 

persons who are HIV infected, and we anticipate a substantial 

increase in this population. one segment of this population 

increasing in numbers , includes runaway adolescents who 

-22-
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are high risk because of their substance abuse and/or prostitution. 

The largest number of reported AIDS cases is in the 30-39 age 

group with forty-four percent, twenty-three percent in the 40-49 

age group and twelve percent over 49. 

In 1992, Broward County reported 147 new cases of tuberculosis 

for an incidence rate of 11.31 per 100,000 total population (up 

from 9.38 in 1985). The non-white communities are most drastically 

affected, accounting for 61.21 of new cases in 1992, with an 

incidence rate of 39 . 7 per 100,000 for non-whites as compared to 

5.3 per 100,000 for whites. Final data is not yet available for 

1993, however 110 new oases were reported in Broward county during 

the first ten ~onths. 

There are currently approximately 250 patients with 

tuberculosis in treatment, with an additional 500 who have tested 

positive but show no signs of active disease, or have had close 

contact who are on preventive treatment. 

Whi le there is no mandatory HIV testing of TB patients, 

samples provide an estimate that almost thirty percent of all TB 

cases in Broward are also HIV-positive and that more than lOt of 

AIDS patients also have TB. Multi-drug resistant TB has also begun 

to appear in Broward County. The nedioation compliance rate in 

Broward is low, with less than fifty percent of patients completing 

-23-
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~ 

therapy. In an effort to improve compliance and more effectively 

manage patients with TB and HIV disease, a new senior physician and 

public health nurse was funded in our 1993 Ryan White plan. This 

medical team provides comprehensive epidemiologic and medical care 
• 

at each of four TB clinics and the Northwest Heal th Center, 

allowing patients to have both problems addressed at a single site 

for the first time. 

According to the 1990 census, approxinately 10.2% of the total 

population is below the federal poverty level. In 1993, Broward 

county had an incidence rate of 107 per 100,000 population for 

Syphilis, Gonorrhea, and Congenital syphilis, and an incidence of 

138 per 100,000 births to mothers 19 and under, with non-whites 

accounting for 18.4% of these births in Broward county. 

As noted above, African-Americans represent a disproportionate 

percentage of AIDS cases in Broward County. Demographics on 

hospital admissions for patients with HIV disease and for those in 

public outpatient primary heal th care clinics demonstrate the 

historical problem of getting the African-American community tested 

for HIV, enrolled in early medical intervention programs, and 

providing regular outpatient primary care services. 

At the two largest tax assisted hospitals in Broward County, 

with the largest number of HIV admissions, African-Americans 

represented 55% and 49% of total admissions. This compares to 37%· 

-24-
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of total cumulative AIDS cases and 15. 51 of total population. 

African-Americans with HIV disease account for 311 of HIV patients 

at the Northwest Health Center, which has the largest number of 

active AIDS cases in the County, and 321 of the HIV caseload at the 

Broward County Prinary Health Care Clinics. 

Extra efforts have been made the past two years, especially 

with added outreach efforts through a cooperative Ryan White Title 

III grant to provide early intervention within the African-American 

communities . 

one extremely hard to serve population in Broward county is 

the Haitian-American population. Discrimination, even within the 

non-white community, undocumented resident status of many, 

religious and cultural differences, and language barriers have 

contributed to this population not accessing available services. 

These factors, especially fear of discrimination, prevents many in 

this group from even self-identifying as Haitian-American, 

therefore, statistical information is lacking for this population. 

There are large concentrations of Haitian-Americans in the 

northwest section of the City of Fort Lauderdale, as well as in 

western Pompano Beach, in the northern section of Broward County. 

Two community health centers (Broward Family Health Center in Fort 

Lauderdale and Sunshine Heal th Center in Pompano Beach) have 

implemented effective outreach programs within these communities 

thanks to a Ryan White Title III grant, and both receive Title 1 

-25-
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funding for primary medical care services. These efforts along 

with an increase in a culturally sensitive staff have significantly 

increased the number of Hai ti an-American receiving services at 

these centers. This increase in caseloads have significantly 

impacted these centers with a need for additional medical and case 

management personnel to meet demand. 

As noted above, the percentage of females continues to 

increase in Broward County, accounting for 17.51 of total oases in 

1993 (up from 141 in 1991). Data from the two largest tax assisted 

hospitals show that females accounted for 261 and 351 of total HIV 

inpatient admissions . While it is acknowledged that female 

patients have unique medical problems that may account for greater 

hospital admissions, part of this may be due to the historical laok 

of specialty physician services and regular preventative primary 

care services for women, especially women with children. 

Lack 'of private specialty physicians within the community 

willing to accept Medicaid patients, lack of adequate 

transportation services, and lack of child care services, have been 

major barriers for women in accessing service. Title I funds this 

past year have expanded transportation services, specialty 

physician services for women, including gynecological services at 

the same aite where their children are receiving medical care . 

-26-
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One serious problem historically has been the inabili ty of 

providing medical care for adolescents without parental consent. 

Local and statewide advocacy efforts have been successful in 

addressing this obstacle. With the State of Florida now . 
classifying HIV as a sexually transmitted disease, medical 

treatment may be provided without parental consent. Children's 

Diagnostic and Treatment Center continues to increase treatment and 

support services to this underserved population . Further efforts 

are needed especially within the large group of runaway 

adolescents . 

-21-
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February 1, 1994 

W. Steve Lee 
Executive Off i ce of the President 
National AIDS Policy Office 
750 17 Street N. W. suite 1060 
Washington DC 20503 

Dear Mr. Lee , 

FEB -7 1994 

yJwl¥ 

I am writing to confirm our phone conversation of 1 /28/9 4 . 
I had called your office to inquire about Kristine Gebbie 
and her South Florida appearance on April 9, 1994 . I have an 
AIDS talk show that airs each Sunday and I would love to have 
Ms. Gebbie on my April 10, 1994 show. 

You had stated that the trip was not entirely planned out yet 
but, you might be interested in the show. I hope we will be able 
to coordin ate with each other and have President Clintons AIDS 
Czar on our show. 

Let me tell you a little about myself. I am a PWA and have been 
for about two and a half years . Rather tha n becoming depressed 
about my diagnosis my life has become a wonderful experience that 
I now thank HIV fo r creat ing. I have enclosed some information 
on the POSITIVE PERSPECTI VE SHOW and I hope that will help you in 
your decision in joining us on the air . 

I sta r ted the sbow (First week of airing is February 6 , 1994) 
mainly due to the lack of knowledge so many people have . I have 
lost a great many friends and our coun try has lost a great many 
people simply because they did no t have the proper information 
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about maintaining their own health. Some people are even concerned 
with disclosure if they walk in to an HIV specialists office or an 
AIDS service agency. Hopefully people will feel more comfortable 
tuning in their radios in the privacy of their own homes. Also , if 
they have q uest ions about HIV they can call i n and not disclose who 
they are. The show airs on S undays at 7 : 00pm and runs until 8 : 30pm. 
We have guests , call in segments, news , prevention ed ucation , ect . 
Social Securi ty has an employee on the show each week to answer any 
questions that may come up about SSD or SSI . 

'U O O lJ W 2,\ S"rlh,.o 

~-~µv~R 

@oS) ~~ \4 u u 

(305) 525-9032 • P.O. Box 25580 • Tamarac, Florida • 33351 
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I am excited about Kristine Ge bb ie coming to South Florida . 
I think this would be a great opportunity for her to share 
with our listeners what exactly her job is. She can also 
explain what she plans on doing in the future as the AIDS 
Czar. If you like she can also talk about President Clinton 
and his health care reform . 

I am very easy going . I feel some of the topics mentioned 
above would be great for people to hear - if you have other 
ideas on what you would like to discuss on the show please 
feel free to share them . I am open to all ideas . 

Once again, The Positive Perspective Show airs on S11ndays 
on WFTL 1400am at 7:00pm . I am hoping we can have Kristine 
Gebbie on our April 10 , 1994 show from 7 : 00pm to 8 : 30pm . We 
can have her speak a lone or we can o pe n the phone lines for 
conversations - whichever you prefer . 

I thank you for taking the time to consider this . I look forward 
to meeting you both on April 9, 1994 at the awards banquet and 
hope to have you on the show April 10, 1994. If you have any 
questions please feel free to call me at 305-525-9032 . 

(305) 525-9032 • P.O. Box 25580 • Tamarac, Florida• 33351 
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• South Florida has the THIRD highest prevalence rate of AIDS in the United States.

• Estimates are 1 in 60 people in Broward County are HIV positive. There is no way to
estimate how many people are affected when one in sixty are infected with HIV.

···········•*•····································· ...................................... . . 

There seems to be a stigma, even today, attached to HIV. People, both affected and 
infected, need a safe environment to learn, discuss and share information about HIV. 
A large number of people will not enter an AIDS service agency or even an HIV 
physicians office because of the stigma attached. 

These individuals, affected and infected by HIV, need to be educated about the virus, 
their health, and their future. 

Unfortunately, because these infected and affected individuals are isolated from 
informaiion that can help keep them alive, healthy and educated, we are seeing an 
increase in AIDS related deaths, Illnesses and hospital stays that may have been 
avoided. 

The best way to avoid the complications of HIV is through education. One of the best 
ways to educate these isolated individuals and their families is in the privacy of their 
own home. 



Wha1 could be more private than becoming educated in your own home or car by 
simply tuning in your radio? This way ALL residents, infected and/or affected by HIV, 
will have the means of receiving information and education without the fear of 
exposing themselves. 

POSITIVE PERSPECTIVE will be a weekly talk show on AM Radio (WFTL 1400). We 
will have frank discussions about HIV and AIDS. We will also discuss the prevention 
of transmission of HIV and other sexually transmitted diseases. One goal of POSITIVE 
PERSPECTIVE is to help avoid further transmission of the virus as well as educate 
those already infected. 

POSITIVE PERSPECTIVE will cover prevention of transmission, nutrition, exercise, 
health matters, opportunistic infections, prophylactic medications, medical needs, 
psychological needs, news, current events and social services available to HIV 
Infected and affected individuals. 

POSITIVE PERSPECTIVE will run for thirteen consecutive weeks with an option to 
continue for one year. Response and calls to the show will also be tracked by 
POSITIVE PERSPECTIVE. The purpose of traciong is to assure that we are reaching 
the entire spectrum of residents that our area is fortunate enough to have. 

POSITIVE PERSPECTIVE plans to air on Sundays 7:00pm - 8:30pm on 1400AM, 
WFTL. 



Positive Perspective will be promoted through many different avenues. This way we 
feel we can reach a spectrum of residents in our broadcast range. 

WFTL has committed themselves to numerous public service announcements to 
promote the show. 

We will also have press releases sent to ALL local newspapers, television stations and 
public news sources. We feel that these resources are all willing to have pre-air 
coverage of the show. This will help inform the community at large. 

We plan to distribute thousands of flyers at local bars, schools, beaches, AIDS and 
social service agencys, hospitals, and physician's offices. 

We also feel word of mouth will spread the news of this much needed educational 
show. 

Of course, all of this depends on our sponsor's and advertiser's response. We look 
forward to hearing from you. As always, we encourage your views and comments. 



the host 

My name is TOM MARTIN. I am a 26 year old Broward resident. I was 

diagnosed HIV positive over two years ago. 

Since that time I have been a volunteer at Center One (Br oward County's 

AIDS service agency). I provide one on one counseling, for both affected 

and infected individuals. I facilitate two support groups. I am a hotline 

volunteer. I am also on the speakers bureau (which gives me many 

opportunities to do AIDS education with wonderful groups of teens and 

adults). I do client intake. This is the process through which an HIV 

positive person registers as a client of the center. One on one counseling 

occurs often in this situation. I am also on a fundraisi
n

g committee for 

Center One. 

I feel I am fortunate to work for Broward Community College as an AIDS 

consultant. B.C.C. has an outstanding HIV/AIDS education program. I am 

proud to be a part of their educationaVoutreach sessions. 

I have also been fortunate enough to speak for the American Red Cross 

(Teen AIDS Conference) in West Palm Beach, as well as many other 

groups. I also speak with teens in psychiatric wards and at local hospitals. 

I am able to do this through Katy Yankie, Henderson Mental Health's AIDS 

education coordinator. 



Through the unwavering love and support of my family and friends, I am 

able to cope with my HIV diagnosis extremely well. I have been taught so 

much by so many and I feel this is what caused such a positive perspective 

about my life - and acceptance, ultimately, of my death - many, many 
decades from now/ 

HIV has taught me many valuable lessons about living. I feel it is a tragedy 

that so many people do not have the opportunities to learn to love their 

lives - no matter what their sero-status may be. 

/ look forward to having a number of educational guests on the POSITIVE 

PERSPECTIVE show. I know we will be able to make a difference in many 

peoples' lives. I thank you for caring and I hope you will join us for a 

POSITIVE PERSPECTIVE. 

Sincerely, 

TOM MARTIN 



Since 1984 

CenterOne 
3015 N. Ocean Boulevard• Suite 111 
Fort Lauderdale, Florida 33308 

Telephone: (305) 537-4111 
Fax: (305) 537-3344 

Ms. Kristine Gebbie, RN 
750 17th Street 
Suite 1060 
Washington, DC 20503 

Dear Ms. Gebbie, 

2 1994 

As a Registered Nurse and Centerone Board member, I 
am thrilled that you will be the keynote speaker for our 
first dinner. I would like to take this opportunity to also 
plan a reception in your honor for the nurs s of South 
Florida. Your visit would be a fine opportun ty for the 
nurses to meet and honor one of own. Your visit has, in 
fact, also caught the interest of some of the students at 
Barry University in Miami Shores. 

They have asked me to extend an invitation on their 
beh lf for a visit to the school for 1 ter in th day. 
Perhaps a continental breakfast Sunday morning at Pier 66 
for the nurses would be appropriate? I would be more than 
happy to coordinate the planning and arranging of the 
event. I can a 1 so be the 1 i a i son for th students with 
Professor Michael Melody if that is accept ble to you and 
your staff. 

I will certainly approach the Nursing org nizations for 
assist nee in underwriting th breakf st, but may I ask if 
there are any restrictions in raising funds for this? I 

would not wish to embarrass you or your office in any way. 
I can be reached@ 305/920-7715 during the day and in th 
Trauma ICU at Jackson Memorial 305/585-1168 (7p - 7 ) for 
any qu stions that you or your staff may have. I am looking 
forw rd to the Center One dinner and I'm very excited bout 
the possibility of the breakfast with the nurses. With my 
best wishes, I am 

Educating the Public and Meeting the Needs of People with AIDS & HIV Infection 




