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TO: National AIDS Policy Coordinator 

FROM: Director, External Liaison Staff Office 

SUBJECT: International AIDS Meetings 

Attached is a schedule of upcoming international AIDS 
meetings. This schedule is from "Global AIDS News", a 
publication of the World Health Organization/Global 
Programme on AIDS. 

I will continue to send information on upcoming 
meetings. 

~~~ 
Nancy A. Hazleton, MPH 
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Laboratory Technology and Blood 
Safety, the International Federation 
of Red Cross and Red Crescent 
Societies, the United Nations 
Development Programme and the 
International Society of Blood 
Transfusion. 

As a result of new developments in 
transfusion medkine and technol ­
ogy, the need for blood and blood 
products in many parts of the world 
is increasing. At the same time, the 
spread of AIDS has led to a full in 
the levd of blood donation and 
threatened the safety of the blood 
supply, especially in countries where 
HIV prevalence is high. 
The purpose of this joint consensus 

25-27 May 
Gt:neva 
Ninth Meeting of the GPA Management 
Committee (GMC) 

28May 
Gcnc,·a 
Second Meeting of the GMC Task Force on 
HIV / AIDS Coordination 

7-11 June 
Berlin 
Ninth International Conference on AIDS 
Founh STD World Congress 

Contact: Congress Orga.nizat1on, 
Bundesallee 56, D-1000 Berlin 31, 
Germany. Tel: (49 30) 86 79 03 0. 
Fax: ( 49 30) 85 79 03 27. 

12-13 June 
Tunis 
Second Maghreb Conference 
on AIDS and STDs 

Contact: Professor A. Zahar, Service 
Dermatologle, CHO Hedi Chaker, 
BP 6&3069 Sfax, Bached, Tunisia. 
Tel: (216 4) 42 627. 
Pax: (216 4) 41 384. 

20-26 June 
Onare, Guipuzcoa, Spain 
Children and HIV / AIDS: Medical, Ethical 
and Legal Issues (inrernational conference) 

Contact: Professor Emilio Viano, 
Sohool of Public AffeJrs/ DJLS, The 
Amerloan University, Washington, 
DC 20016-8043 , USA. 
Tel: (1 202) 886 2963. 
Fax: (1 202) 886 1292 
or 885 2353. 

statement is to aid countries to 
establish and maintain safe and 
adequate supplies of blood and 
blood produets. The internationally 
recognized principle on which the 
recommendations are based is 
simply that the way to achieve such 
a safe and adequate supply is 
through the effective motivation, 
recruitment, selection and retention 
of voluntary community-based, 
non-remunerated blood donors. 

With this central principle the 
statement goes on to provide a 
broad package ofrecommenda­
tions, arranged in seven sections, 
dealing with issues ranging from 
the establishment of blood donor 

29 August - 1 September 
Helsinki 
Tenth Lmcmational Meeting of the 
International Socier.• for STD Research 

Contact: 188TDR~93, P.O. Box 161, 
00141 Helsinki, F1nla.nd. 
Tel: (368 0) 176 365. 
Fax: (368 0) 170 122. 

1-3 September 
Tempe, Ariwna 
Consonium for Retro11irus Serology 
Standardization 

Registration: Sheri Cyrus, Blood 
Systems Labora.tory, 6220 Ea.st Oak 
Street, Scott:.sdale, Arizona 85257. 
Tel: (1 602) 946 420 l. 
Fa.x: (1 602) 946 3823. 

7-10 September 
Edinburgh, United Kingdom 
Second International Conference on HIV in 
Children and Mothers 

Contact: HIV Conference Secretariat, 
Index Commun1cat1ons, 
19 The Hundred, Rom.say, 
Hampshire 8061 80D, UK. 
Tel: (44 794) 611 331/ 332. 
Fax: (44 794) 611 455. 

23-28 September 
Acapulco, Mexico 
Sixth International Conference for Peopk 
,,ith HIV / AIDS: "Communication and 
Solidarity for a Better Quality of Life" 

Contact: Rodney Jones, PPS Europe 
Ltd, Wlcker House, H1gh Street, 
Worthing BN 11 lDJ, West Sussex, 
United Kingdom. 
Tel: (44 903) 205 884. 
Fax: (44 903) 234 862. 
Bate: W.. conference is open only to 
people with HIV/ AIDS. 
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programmes to the selection of safe 
donors, and from the selection and 
training of blood service staff to the 
evaluation and monitoring of blood 
donor programmes. 

Such a comprehensive package of 
recommendations, supported by 
the resolutions of several previous 
international meetings and by the 
International Society of Blood 
Transfusion's code of ethics for 
blood donation and transfusion, 
represents a usable and highly 
authoritative guide as countiies 
work towards ensuring the ad­
equacy and safety of the blood 
supply. ■ 

5-6 October 
Gene1·a 
Third Meeting of the GMC Task Force on 
HIV / AIDS Coordination 

5-8 October 
Lyon, F.-..mce 
First International Confercn1:c on Home 
Health Care for AIDS Patients 

Orgs.nJzmg Becreta.rlat: Bussard 
Orga.nizs.t1on, 8 rue Waldeck Rousseau, 
69006 Lyon, France. 
Tel: (33) 72 74 06 03. 
Fax: (33) 72 74 06 79. 

12-17 December 
Marrakech, Morocco 
Eighth lntcmational Conference on AIDS 
in Africa 

Contact: Professor A. Bensllmane, 
Soclt'!te A.fl'1calne anti-SIDA, 4 Place 
Charles Nicolle, Casablanca, Morocco. 
Tel: (21 22) 29 63 26/ 6 . 
Fax: (21 22) 29 63 27/6 . 

7-13 August 1994 
Yokohama, Japan 
Tenth International Conference on AIDS 

Contact: Seoretarlat. for the Tenth 
Internat.tonal Conference on AIDS, 
Congress Corporation, Na.mik.1 
Build.Ing, 
6-3 Ka.mlyama-cho, Shibuya.-ku, 
Tokyo 160, Japan. 
Tel: {81 3) 3466 6812. 
Fax: (81 3) 3466 6246. 
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Foreword. 

Build on points from "putting people first" and other 
campaign statements 

May 19, 1993 Executive Order 

Development of a Federal plan--methods: 
interactive forums, mail solicitations. 

Background and History. 

Causes of homelessness 

There is no one single cause of homelessness and many types 
of homeless persons who should not be pigeonholed into 
certain stereotyped classes. That only confuses a very 
complex issue. 

The rise of homelessness in the 1980s is very complex but 
may have two major causal streams: 

--The first stream was the increased crisis of poverty in 
the U.S. 

--The second stream is the growing number of persons in 
American society who are not receiving adequate treatment 
for drug addiction, alcoholism, and mental illness. 

o In any one city during a given period of time the residents 
of the shelters constitute a complex mix of the homeless 
coming from both groups. 

2. Past efforts to deal with homelessness 

a. Local pioneering eflorts iargely through private nonprofit 
social service agencies a.nd a few progressive local 
governments predated Federal or state involvement. 

b. State efforts minimal. 

c. Federal efforts late in coming, focusing initially on 
emergency care. 

3. Current Federal policies and programs 

a. McKinney Act programs 
DETERMINED TO BE AN ADMINISTRAnVE 

MARl<ING Per E.O. 131128 iJ '"1 I ,a 
SK, a.a(C) lnJUala: f26 DaflJ~ 



dealing with mentally ill in the street and developing 
adequate institutional discharge procedures so that new 
homeless persons are not continually created. 

o Pass health care reform to help meet needs of homeless 
individuals suffering from mental illness, alcoholism, or 
substance abuse. 

3. Improve coordination and improve homeless programs. 

o Improve coordination of homeless job training and education 
programs. 

o Improve coordination of weatherization programs. 

o Improve coordination and streamline existing targeted 
Federal homeless assistance programs which fund emergency 
shelters and services. 

4. Improve homeless prevention activities. Promote 
coordination and cooperation among Federal agencies to 
ensure that their mainstream programs support State and 
local prevention efforts. · 

5. Promote continuum of care beyond emergency services. 

o Redirect Federal funding to require links between housing 
and support services for homeless. 

o Encourage creative and cost-effective local approaches, 
including integrating emergency shelter with long-term 
housing assistance, education and employment opportunities 
through technical assistance and training. 

o Federal agencies should encourage applicants to demonstrate 
a fully coordinated and comprehensive approach to addressing 
the identified needs of homeless people. 

o Develop additional interagency collaborative efforts, 
including joint review of applications for competitive grant 
programs, memorandum of understanding, special technical 
assistance, etc. 

~ 

III CONCLOSIONS--STEPS TO IMPLEMENTATION 
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o Pass health care reform to help meet needs of homeless 
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Improve homeless prevention activities. Promote 
coordination and cooperation among Federal agencies to 
ensure that their mainstream programs support State and 
local prevention efforts. 

Promote continuum of care beyond emergency services. 

Redirect Federal funding to require links be tween housing 
and support services for homeless. 

Encourage creative and cost- effective local approaches, 
including integrating emergency shelter with long-term 
housing assistance, education and employment opportunities 
through technical assistance and training. 

Federal agencies should encourage applicants to demonstrate 
a fully coordinated and comprehensive approach to addressing 
the identified needs of homeless people. 

Develop additional interagency collaborative efforts, 
including joint review of applications for competitive grant 
programs, memorandum of understanding, special technical 
assistance , etc. 

CONCLUSIONS--STEPS TO IMPLEMENTATION 



June 2, 1993 

Dear President and Mrs. Clinton, 

I am writing to you at the suggestion of a friend; I am an HIV treating physician in Los 
Angeles plagued by the recurrent absurd situation I find my patients in and thought you 
might benefit from my thoughts on this situation. 

The horror of HIV infection in human beings is disabling to behold. One of my more 
pleasant patients, Fred, was just placed in the hospital yesterday with both lower 
extremities swollen beyond recognition and bloody fluid dripping from wounds that 
opened spontaneously in his flesh - this is from his Kaposi's sarcoma which was 
brought into his life by his HIV infection. To be sure, there are treatments; yet the best 
treatment - little more than fat mixed with an already approved form of chemotherapy, 
daunarubicin - is not available for him, but has been under clinical investigation for the 
last 4 years and running.1 Who are we protecting? 

A ten year old boy that I cared for died from starvation Saturday, caused by 
Mycobacterium Avium infection in his intestines; but he didn't just die, he died of 
diarrhea - chronic, unremitting, embarrassing, foul diarrhea which was brought into his 
life by his HIV infection. 

These poignant examples are but of few of my daily frustrations and my friend 
suggested that I need to express my concerns over our current drug approval process 
as it relates to terminally ill patients, especially AIDS patients, and offer a suggestion 
which could improve your poritical standing on health issues in general, and most 
especially my patient's afflicted with AIDS. I feel, with a slight addendum to the FDA's 
mandate, you could accelerate the finding of a cure for this disease and others. I will try 
for brevity, but clearly could go on for hours. 

1 Lipisomal daunarubicin (LO), manufactured by V estar in California, rumored to be ap proved this mooth? In 
actuality Fred could have enroll in a randomized controlled clinical study in which he would have a 50 / 50 chance of 
receiving the drug, and when he failed to get better on the alternative treabnent (A VB) he would be eligible for the trial 
Cll\!-8 (LO ) - rem.ember daunarubicin is already approved fer use in humans in the US by the FDA, and lipisomal 
technology is nothing mere than putting the drug in a fat glooule, which increases the drugs half life in circulation and 
may facilitate its up -take by tumor! Inave endosed Fred's pictures so you might have some idea as to what he is 
dealing with. Incidentally, he has already had the alternative treatment (A VB) and it failed. 

l 



Problems concerning the drug approval process: minimizes the risk of 
harm, but maximizes the delay; the risk of missing potentially curative 
treatments. 

The current drug approval process ( as I understand it) is based on a wish to prevent 
medical mishaps such as occurred with thalidomide in Europe. It is structured to insure 
that no medication/device used in the US will ever cause similar untoward events. This 
model is quite correct when it comes to wrinkle creams, cosmetic disorders and other 
treatments for self-limiting illnesses: clearly these individuals are essentially healthy and 
can, in reality, only be harmed by the use of untested, poorly tested, or poorly 
understood agents used in the treatment of these conditions; hence all medications 
must be tested to the fullest extent possible prior to their approval/use in the United 
States. 

Unfortunately, for critically ill individuals with less than weeks or months to live, the 
underlying premises for drug approval are patently false. These individuals are most 
certainly going to die, and accordingly, the tolerance for side effects and adverse events 
caused by drugs is much greater in these individuals' minds, and these individuals can, 
in reality, only be helped by the use of untested, poorly tested, or poorly understood 
agents, provided there is some rationale for the agent's use, and more importantly 
provided that we learn from the use of these agents. Many of my patients would suffer 
willingly if there was some chance of improving their lot, or even if there was some 
chance of advancing our knowledge - I would go further and say that several of my 
patients have said to me that they only wished that someone would learn from their 
deaths so that others might be helped. What I have learned from their deaths is an 
infuriated frustration at the knowledge that potentially curative agents sit on the shelves 
of many laboratories and pharmaceutical companies in this great country while my 
patients continue to die. That my patients would gladly allow themselves to be 
experimental subjects, with little more than the expectation of death at the hands of 
unknown agents, was initially surprising; that they would do this with only the 
expectation of helping someone ,else avoid that same agent or extend our knowledge in 
the treatment of HIV, is heroic and must represent the best of our human nature; 
unfortunately for these noble souls, little is tried, less learned. 2 

Currently two very promising agents for the treatment of HIV/AIDS are under clinical 
trials in Europe; both agents are made by United States companies and both companies 
independently have decided to go to Europe to start human trials on their compounds: 
GEM-91 by Hybridon corporation and the Protease inhibitor by Abbott Labs Chicago IL 
Why? Because of the barriers set-up by our drug approval process/tort system. By all 
indications both treatments look efficacious if not curative and non-toxic. The reason 
given by both companies for not initiating United States tria1s2 was that it is easier to 
start clinical tr.als in Europe as the FDA, in essence, is demanding that the agents be 
proven non-toxic prior to use. Obviously, at least for the FDA, the best way to do this is to 
let Europe go first and observe the results, i.e., thalidomide. Unfortunately, when one 
thinks about it, these results and actions are clearly understandable. Any reasonable 

2 Actually, trials will begin in the US sometime in the future(?) but for now these companies are awaiting FDA 
approval and completing additional toxirologica1 studies asked fee by the FDA 

2 



person charged with the task of drug approval in the United States with even a remote 
interest in keeping their job, home, bank account, reputation etc., would be out their 
mind to approve any new drug for use in the United States - what could he possibly 
gain? I maintain a thinking individual would wait on approving any medication/device at 
least until it had already been approved somewhere else. The risk then being known, he 
would be assured no harm would come from the use of this medication/device and 
hence no harm would come to the approver. A thinking individual would do this for two 
reasons; first, those patients who would need the medication/device on moral grounds 
(willing to try anything, beyond hope) would by definition be the sickest and undoubtedly 
have little energy to fight, eventually and shortly dying; thus exerting little or no political 
pressure on the approver. Secondly, as he would only lose his job if an adverse effect 
occurred through the use of the new medication he had approved and as this is the 
substance of the media and the tort courts, which don't die, he would have two very 
good reasons to delay approval. ClearJy. if you want to keep your job in the drug 
regulatory division. don't approve anything until it is already proven by someone else to 
be effectjye and free of side effects. Also, God help the drug company that would push to 
have any drug approved or used on moral grounds, or try to accelerate approval prior to 
it being abundantly clear to the regulator that he wasn't going to lose his job by 
approving a thalidomide- like drug. If one considers the position of the would-be 
medication/device regulator a little further, one realizes that as a thinking drug regulator, 
being in the position to make or break any drug company by virtue of control over the 
approval process, he should have little to contend with from anyone interested in having 
a medication/device approved for sale or use in the United States; or stated differently, 
by vindictively delaying approval of a bothersome pharmaceutical company's new drugs 
one could guarantee not a peep or hint of condemnation would be heard from the drug 
manufacturers - the only other, directly interested, surviving party in the drug approvaJ 
process. 

What a dilemma, the brightest, most innovative country on the face of the planet isn't 
using its resources to tame the worst plague of history, is allowing agents like DOI (may 
substitute DOC, 04T, etc.) to languish for 5 years in clinical studies, only to finally be 
approved and to be found (or I can tell you will be found) to be poorly effective, at best, 
in the treatment of HIV; but available to anyone who can afford the cripplingly expensive 
price3 (somewhat justified to offset the huge cost of complying with the clinical and 
toxicological data requirements by the FDA). 

Might I suggest the following solution, which is potentially beneficial to my patients, US 
pharmaceutical manufacturers, our country and you? 

3 Actually if one speaks with the individuals involved in the early AZf studies, one finds that these physicians saw 
astonis~ results in those patients started on this agent (AZf) arid these same phsicians p_usbed for rapid approval 
of this drug - it was, in fact, approved in a very rapid fashion; unfortunately, al h AZf is very effective in the 
AZf naive user, or first time user, this efficacy quiclcly disappears in 2-6 months eaving the patient with little 
continuous benefit, but only growing and continuous toxicity. What we are now~ in the literature cooceming the 
lack ci eff:ect(long term benefit) of AZf on survival in HIV infected patients, i.e., the Coru:x:rd study out ci E~, and 
the resultant class action law suits filed ~ainst Burrows Welloome for "~~ .. patients-clearly rea£fiims the 
dismal truth and wisda:n employed by the thinking drug approvers a~rooch. Qearly. if you want to keey your job in 
the drug; NiYlatocy: diyisjon. don't approve anything; until it is alrea proven b)someone else to be effective and free 
of side effects. 

3 



The Sanctuary Drug Act. 

As I understand the FDA to be under the control of the executive branch, and as I 
understand that its mission and purpose can be changed, amended or appended by 
executive fiat, I suggest using this power and mandating the following amendment 
,creating a separate division, body, committee to the Food and Drug Administration 
charged with the creation and maintenance of a sanctuary for the human use of 
currently unproved agents/ devices. As an example: In those individuals deemed and 
substantiated by their physician as having less than six (6) months of life because of a 
life - threatening, incurable disease; and having signed all necessary forms of consent 
and wavers of liability; and being of sound mind, such individuals shall be allowed to 
have their physician petition the "sanctuary" for the providing of sanctuary agents, to be 
used by such patients for as long as the providing physicians reports back to the 
sanctuary on a regular basis to be established by the sanctuary governing board, pays a 
nominal fee for the agent and is limited to no more than 100 patient requests for any 
single sanctuary agent in one year. Agents will be placed in sanctuary based on the 
best judgment of a group of researchers, physicians and community activists and will 
remain in sanctuary until it is decided that they are dangerous, ineffective or more than 
50,000 requests have been processed for the agent. Agents may be removed from 
sanctuary if no marked improvement in the patients so treated has come to light through 
anecdotal reporting by the treating physicians and/or as compared with the natural 
history of the disease itself. Drug manufacturers may subm1t agents to sanctuary without 
liability or loss of rights to the compounds and may pursue simultaneously phase one, 
two, and three protocols as currently recognized by the FDA. The sanctuary will be 
charged with adding and removing medications/devices from sanctuary status, 
maintenance and dissemination of a timely account based on the feed-back from 
physicians using the sanctuary drugs, and in allowing or disallowing physician 
participation in the sanctuary program based on noncompliance with the sanctuary's 
reporting requirements. Further, the sanctuary will maintain an acceptable standard of 
toxicity and ensure such data is present and available on all agents in sanctuary prior to 
release of compounds from sanctuary to the treating physician: this requirement for 
limited toxicity sha11 be judged in, rat, rabbit and dog but no standard on human 
toxicology will be required on sanctuary agents prior to their release, with all parties 
being warned as to the limits of the toxicological data. Sanctuary will transmit all 
toxicological summary data to requesting physicians with the sanctuary drugs. The 
sanctuary will use the funds it collects from the fee charged for providing agents to 
physicians/patients to pursue the study of the toxicology on agents decided by 
committee for use in the sanctuary, but not having drug company sponsorship or prior 
toxicological data, an example being a natural compound or chemical compound 
having promise is cell culture studies but not attractive to drug companies for reason of 
profit, patent etc. 

This act would sub-serve several functions: 

1) Any agent having tremendous curative power, even if non-patentable or widely 
available would be immediately obvious to those individuals both in and out of the 
sanctuary who are familiar with the disease process and would hopefully, having shown 
such promise in sanctuary, be pursued further in more formal clinical trials. 

4 



2) All or most covert use of agents in terminal disease would become public as the 
sanctuary would have these agents and proponents, or more importantly their patients, 
could look at the results, or read the anecdotal reports from many physicians who had 
direct experience with the agent prior to trying it themselves. This would help to limit 
unsubstantiable claims made for coffee enemas, or some other less/more absurd 
treatment done exclusively in one place, i.e., in Mexico, etc., and not capable of being 
refuted, or even analyzed, as no professional would risk losing their license doing 
something they had no data/faith in. Nevertheless, these same professionals might, at 
the patient's request, provide such therapy if available in sanctuary and would by 
definition report back to sanctuary, thus normalizing the reality of the agent and its effect 
in a broad group of patients and in a broad range of doctor's hands 

By not allowing any one group to dominate the anecdotes or spread nonsense amongst 
desperate patients, the only mofivation served by the sanctuary act, and in the 
requesting of a sanctuary agent, would be for one's patient's health and survival. 

3) This act would provide a restraint on those unscrupulous charlatans who practice 
beyond and within our borders and drain our citizens/patients of resources. Any 
physician who cares for the terminally ill can attest that this is very difficult to prevent. By 
virtue of a sanctuary act a physician could use the same or simHar agents as the 
charlatans. Reports by physicians, all using the same pure agent, could be read by 
potential sanctuary candidates and physicians prior to embarking on the use of such an 
agent. Patients would then have many reports to review rather than the one report of 
cure from one individual with one treatment available only in Mexico, Africa, etc. 

4) The great cost of drug development could be brought to a fraction of its current level, 
as •home-run" agents would be evident and their major toxicities also evident. Small 
firms with little capital could submit or publish their data as is currently done and the 
sanctuary committee could select their agent for placement in the sanctuary 

5) Agents in the sanctuary would be provided by drug manufacturers at no cost and 
would be pure, the manufacturer obtaining very rapid data on the agents effect in 
humans in return for provision of the agent and the toxicological animal data. 

6) The sanctuary allows for a rapid evaluation of many agents with potential for cure, as 
contrasted with the 9 billion dollars we have spent comparing AZ.T to DOI. through the 
ACTG's 

7) Patients and physicians stop re-inventing the wheel4. 

40ne d the truism of medicine is that when a treabnent for a disease ·wo.rlcs, for example the treabnent d. testicular 
cancer with 98% cure, there is very little charlatan activity, or alternative medicine in theBP diseases, however, when 
current th_~py is ineffective there is a burgeoning market in quack cures. Much of the problem with HIV is that we 
have no effecfive cure. When one is found, most cl the problems surrounding the disease treatment with biz.arre agents 
disappears. 
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Benefit to United States patients: 

1) Untold thousands of patients now go to Mexico, Europe, etc., to seek out "cures" at 
great expense and untold grief. Given the availability of the same agents through their 
doctors these same patients (having failed all conventional therapy and with less than 6 
months to rrve) would surely prefer to stay at home and some data could be collected on 
these agents at the same time. 

2) The sanctuary agent might just work. Agents which clearly already work in the test 
tube could be used in humans in a matter of months rather than years. 

Benefit to the United States pharmaceutical manufacturers: 

In essence the companies could choose to place drugs in sanctuary and obtain 
information on its human toxicity and efficacy without spending the 1 0 million it currently 
costs to bring an agent through clinical trials. Having such advanced warning on agents 
under consideration by the drug companies for development is invaluable and for those 
agents which showed promise in sanctuary, efforts could be accelerated through the 
normal channels of phase one, two, and three. This would increase the availability of 
the agent to less ill patients who would not meet the definition of sanctuary users. 

Benefit to you: 

Clearly more previously healthy young Americans have died from HIV (200K) than have 
died in W.W.11, Korea and Viet Nam. Recognized or not this is a state of emergency. 
Each individual who dies of AIDS has on the average 30 years of training spent on him 
and these same individuals were expected by society to perform for another 3()-4() years 
- what an incredible waste of productive man years. 30 years times 200K men equals 6 
million man years of product1on1 These are the individuals who were to pay taxes and 
take care of society - but now just draw on society and die. 

All of those persons infected with HIV- dead or alive - have families that are extremely 
anxious that something be done and would be extremely grateful to anyone 
accelerating the process of finding a cure. This addendum to the FDA costs nothing, 
wins popular support and could dramatically accelerate the discovery of cure. I can 
think of no greater act that could be done to win popular support for your administration 
than to allow the terminally ill to go first, and experiment with their and their families' 
consent and the approval of their physicians, in a situation so 
desperate for cure. 

Purpose of the Sanctuary 

1) To allow the free circulation of information on potentially useful agents, written by the 
treating physicians, on real persons with AIDS to the community at large. 

a) This would discourage the continual pursuit of agents used by prior patients 

6 



who died, so that patients don't keep "re-inventing the wheel" 5 
b) Clearly by relying on the anecdotal model small differences of benefit or harm 

will be missed, but no one needs statistical methods to tell when someone's t cells go up 
or down by a factor of 3. This change is obvious to all observers - and unfortunately this 
is the change we need. This sanctuary method would miss small, or in my mind with this 
disease, inconsequential effects, but large effects would be obvious even if only 
anecdotally. 

c) Patients will continue to seek out quack cures regardless of the laws against 
them as the preservation of their life would seem a higher good, even if misguided. 
There isn't enough man-power in the nation to stop a motivated individual told that he is 
terminally m from seeking out hopeful alternatives to death - why waste their 
experience? 

Thank you for hearing me out. 

THOMAS J . MAGEE, MD. 

5nns~te ~ in my e,q,erience,eadt new cohort infected with HIV-1 ~ou~ and tries the same thera~ies t!1e 
last, mbortdid,e.g , mmporntd Q de:,ctran sulfalp,, ozme, h}'drogen peroxide, intravenously hydrochlonc acid, 
passive imm~, etc.. Each desperate oohort attempts lo re-invents the wheeJ which didn't work. the first ti.me 
around. Not only is lack of efficacy~ but the failure to learn from ~ deaths is apPalling. This lack 
of~ is related tu two fads: most d the "praditioners of these thenpies ate either infeded p_hystcians themselves 
or 'alternative bealel's' and in both cases dlelile dam are not mode public-dle treatments being illegal or the treating 
physici. ~ from HIV and with him any information the treatment efficacy er rather obvious lad 
~ During my treating of HIV infected patients I have ~cle repeat itself 3 times and I see ro end in liis!;ht 
It has two dmtiessutg side efreds, one, men effective or even · ~ies are not sought out and, two, the bu:nlen 
or P.'(JOf' is placed on the physicians who c:b:t't believe these ther · ~ Patients hrie said to me: •if it can't hurt 
me don't you ttunk. I sllOW<f doit" or doesn·t it make sense, if~~ ltydrochloric acid,, etc. kills the virus in cell 
culture wai't it kill the virus in my blood· or " l have a mend wh<w? T cells went up 400 by using rectaJ enemas ct 
bitter melon extracts•. How does a physician answer these questions? Scientifically? With wnat data? In this 
situation ~ps one can answer an arieodote wtlh another aoocdole or several thousand cl them. For example, if 
every one cl the individuals whooomcs to me ectx.~ a desire to do intravcnoas rompound Q <XlUld be 1'Cfcr1ed to 
the San<:!tua dam base c:l S(U) · ~fhi ~ and if 90% d the patients had died, got worse, did 
nothing, etc 1 would suggest tba~ patients uutiaUy determined. to undertake such therapy would start 
looking for another treatment modality. 
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Thomas J. Magee, M.D. 
6464 Sunset Blvd. 
Suite 790 
Hollywood CA, 90028 
213-464-2107 

8) 
Age 36 

Current Interest: Investigation Into the HIV-1 Infected human CO4 receptor bearing cells. Effects of 
anti-P27(NEF) antibodies on disease progression in HIV-1 Infected patients. Gastrolntestlnal 
manifestations of HIV-1, lipid abnormalities In HIV~1. Skin disease In HIV Illness, Anti-sense and vlral 
construct projects. Kaposrs sarcoma, pathophyslology and trea1ment, cryptosporidlum treatments. 

EDUCATION 

1986-88 ................. ................. lnternal Medical Residency at 
Cottage Hospital 
Santa Barbara. CA 

1985-86 .................................. lntemshlp at L.A. County Hospital 
Los Angeles CA 
Calitornla Medical License 

1981 -85 .................................. Unlverslty of lllinols Medical School 
Chicago, IL 
M.O. Degree 

1977-81 .................................. Unlverslty of Chicago CLINTON LIBRARY PllOTOCOPY 
Chicago, IL 
B.A. Degree 

Board Certified In Internal Medicine, September 15, 1988 
Calltornla Medical license since 1987, G59575. DEA BM0973594 

WORK EXPERIENCE 

Sept. 1988-Present... ............ Excluslve AIDS practice with out-patient and In-patient 
management of HIV-1 Infected Individuals. 

Out patient medicine at Santa Barbara MedCenter. 

Undergraduate summer research at University of Chicago: membrane estradiol and prolactln 
receptor characterization/quantization. Six years (part time) of In hospftal Cllnlcal Chemistry 
work . 

RESEARCH PUBLICATIONS 

Study: Duplicated research by Lloyd on the effects of bile salts In HIV Infected human cells, 
study showed extreme toxicity in human cells unfike those results published by Lloyd, submitted 
to Lancet for publication in letter section but was rejected tor publication. 
G. Lloyd, PM Sutton, r Atkinson. Effect of Bue Salts and of EusJdJc Acid on HIY· l tmectjon ot 
Cultured Celts, Lancet t, 1988; 1418 
Letter to LancetT. Magee lo-vitro study of the effects ot bile salts on HIV-l Infected human 
PBML cetls. 

ARTICLE TITLE: Follow-up study of patients receiving pentamldine aerosol tor prophylaxis of 
PCP. 
ARTICLE SOURCE: Int Con! AIDS (Canada), Jun 4-9 1989, 5 pl 96 (abstract no. T.B.O.1) 
AU111OA(S): Scolaro MJ; Kennedy P; Kahn 8; Magee T; Eggerdlng F 
AUTHOR"S ADDRESS: LOS Angeles Oncologlc Institute, St. Vincent Medical Center, LOS Angeles, 
California 90057, USA 



ARTICLE TITLE: LARGE VOLUME LYMPHOCYTE TRANSFER AS IMMUNE-ENHANCING THERAPY IN 
A SET OF MONOZVCOTIC lWINS 
ARTICLE SOURCE: IXth Int Cont AIDS (Berlin), June 7-11, 1993 
AUTHOR($): Berry. P-; Shaker Irwin, L; Magee, T; Chang, H; Levy, J 
AUTHOR'S ADDRESS: SEARCH Alliance 7461 Beverly Boulevard, Suite 304, Los Angeles, 
California, USA. 
"Pacific Oaks Medlcal Group, Beverly Hms, Cailfornia, USA 

The objectives of this study were: 1) to determine the feasibTiity oJ weekly lymphocyte transfuslons 
from a twln who Is HlV seronegatlve to his twin with AIDS; 2) to evaluate tlle efficacy of less frequent 
lymphocyte transfers ln improving immune function to a level compatible with reduction in risks of 
opportunistic infect1ons. The results demonstrated improved immunologic function In the HIV (+) twin 
based on increased CD4 counts and percentages. No ad<frtlonal opportunistic infections occurred and 
there was a subjective marked Improvement in the patienrs quality of life. 

CURRENT ACTIVITIES 

Supported research on published subject matter Kaposrs sarcoma: Chronic retrovirus infection 
of transformed human T -cells and release of Oncostatin M : Specific stimulation of cuttured 
spindle cells developed from AIDS associated Kaposrs sarcoma. 

Member of Search Alliance Medical Research committee, located at 7461 Beverely Boulevard, 
Suite 304, Los Angeles Ca. 90036. Involved in all research information and dissemination to 
facilitate trials or other scientific i nvolvement 

Appointed as Clinical Assistant Professor of Internal Medicine for participation In the education 
of Osteopalhlc Medical Students at the College of Osteopathic Medieine of the Pacific in Pomona, 

Ca. 91766-1889. 

Member of the Medical Staff at Hollywood Community Hospital and participates In clinical 
rotat1ons for medical Interns from Hollywood Community Hospital located at 6245 De Longpre 
Avenue, Hollywood, Ca. 90028. He has presented the following lectures at Hollywood 
Community Hospital: 

AIDS Update 7/26/91 
Nutritional Assessment and Treatment 6/19/92 
New Therapeutic Agents In the Management of AIDS scheduled tor 12/04/92 

Currently emphasizing rational anti-viral therapy with quantftatlve markers of HIV-1 viral 
burden (quantitative DNNRNA PCR) and Its response to therapy. Cell culture systems tor 
testing of agents tor in vitro anti-HlV-1 activity. 

Participated in the Centers for Disease Control Model Performance Evaluation Program (MPEP): 
Testing for T-Lymphocyte lmmunophenotyping (Tl.I). 

Interviewed by BUI Roberts as a guest speaker for the Michael Howard radio boardcast In San 
Diego on KCEO (AM 1000) concerning medications and HIV treatment 

Alliances with community and scientific groups to further speed up potential therapy and trial 
developments. 

Addressed AIDS Project Los Angeles Hotline and Speakers Bureau volunteers on recent therapy 
and research issues. October 27. 1993. 
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PROFESSIONAL AFFILIATIONS & SOCIETIES 

American Medical Association 1982 - present 

Calltomla Medical Association, 
component society Los Angeles County Medical Association 1993 - present 

American Society of Internal Medlelne, 
component society Cali1ornla Society of Internal Medlelne 1992 - present 

Physicians Association for AIDS Care (PAAC) 1993 - present 
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REFERENCES 

Syed Zaki Salahuddln 

Dr. Ray Aller 

Darol o. Joseff, M.D. 

Norris Cancer Hospital & Research Institute 
818-397-8522 
1441 Eastlake Avenue #162 
Los Angeles, Ca. 90033 

Long Beach Community Hospital 
310-595-3190 
1720 Termtno Avenue 
Long Beach, Ca. 90804 

Santa Barbara Cottage Hospital 
805-687-0412 Office 
601 E. Arrellaga Street. Suite 103 
Santa Barbara, CA. 93102 
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OUTLINE FOR PROPOSED SANCTUARY DRUG ACT 

I. PATIENT QUALIACATIONS 
A . Life-threatening, incurable disease 
B. Expected to have less than six months to live 
C. Informed consent waivers, liability waivers 
0 . Mentally competent 
E . Physician's verification of A through D 

II. PHYSICIAN REQUIREMENTS 
A . Agrees to report to Sanctuary board on regular basis on patient status 
B . Pays nominal fee for Sanctuary drugs 
C. Limited to 100 patients/Sanctuary drug/year 
0 . Provide Sanctuary drugs to patients at cost 

Ill. SANCTUARY DRUG/AGENT REQUIREMENTS 
A. Meets Sanctuary toxicity staooards ~ed on animal studies 
B . Are not deemed dangerous or ineffective by the Sanctuary board 
C. Are S(Wfied to the Sanctuary at no cost by manufacturers 
D. Removal from Sanctuary 

1 . No marked improvement in patients, as compared with the 
natll'al progression of the disease, has been reported by 
physicians 

2. Shown to be dangerous 
3. More than 50,000 requests have been received by 

Sanctuary 

IV. SANCTUARY BOARD 
A . Researchers, physicians, community activists 
B . Maintain an acceptable standard of toxicity 
C. Add to and remove from the Sanctuary medications/devices 
D. Maintenance and dissemination of anecdotal results from 

participating physicians 
E . Allowing/disallowing physician participation in program based on 

physicians' compliance with reporting requirements 
F. Transmit toxicological summary data to physicians 
G. Use funds collected from participating physicians to pursue the study of the 

toxicology of agents chosen by the committee for inclusion in Sanctuary that do 
not have drug company sponsorsh'1 or pra toxicological data (i.e., natural 
compounds or compounds showing promise In cell culture studies, but 
unattractive to drug companies for patent or profit reasons) 

V. DRUG MANUFACTURERS 
A . May submit agents to Sanctuary without liability or loss of rights to 

compounds 
B . May simultaneously pursue phase one, two, or three protocols as 

recognized by the FDA 

VI. BENEFITS 
A . Speed in recognizing agents with great potential for cure 
B . Agents without great profit potential would be evaluated/utilized 
C. Alternative therapies scientifically evaluated 
D. Drug development costs could be greatly reduced 
E. Purity and dosageof agents would be standardized, assuring: 

1 . Patient safety 
2 . A level playing field for comparison of agents 

F. Charlatanism reduced 
G. Tens of thousands of productive lives might be salvaged 



Sanctua"} Task;Force 
1-800-Sanctuar 

The FDA's mission is to protect the public against harmful drug toxicities. Since the 
thalidomide scare of the '60's, the FDA has developed stringent guidelines and regulations 
for drug approval. It currently costs in excess of $190 million and takes four to ten 
years to bring a single drug to the marketplace. As a result of the high costs and the 
lengthy approval process, many potentially beneficial drugs are being tested overseas or 
not at alt. In tact. some of the drugs being tested in Europe were developed at the 
National Institutes of Health at U.S. taxpayers' expense. 

We are 13 years Into the AIDS epidemic and have only three FDA-approved HIV 
therapies, all of which have limited benefit. Patients with late-stage, life-threatening 
diseases are often excluded from U.S. drug trials. Many physicians and their patients 
have been frustrated in their attempts to gain access to promising experimental 
therapies. Protecting the general ptd>Oc against harmful side effects is necessary, but 
we need to adopt a different standard for life-threatening diseases. 

The Sanctuary Drug Act offers a solution. By establishing a Sanctuary Board comprised 
of prominent researchers and HIV-treating physicians as an arm of the FDA, potentially 
beneficial, non-FDA approved drugs warranting scientific investigation wilt be 
identified and evaluated. Those agents deemed to be within the range of acceptable risk 
will be selected for study Inclusion. Study participants will be limited to lndMduals 
with less than one year to live. Sanctuary will supply and closely monitor the safety and 
efficacy of therapeutic agents in a structured, uniform study, wherein data will be 
collected, interpreted and disseminated to physicians via electronic data transmission. 
This structure will expedite our ability to recognize treatments with the potential for 
cure, allow alternative therapies to be scientifically evaluated, and greatly reduce drug 
development costs. The expanded national access to drugs and information will also 
eliminate duplication of research on ineffective agents. 

In deaJing with the AIDS crisis, as with all incurable diseases, we must take bold and 
determined steps. In response to this, a group of HIV-treating physicians, AIDS 
activists, and HIV-Infected and affected persons have recently formed the Sanctuary task 
force. Sanctuary can offer hope to the terminally Ill -- an opportunity to improve 
their chances for survival and quality of life, and the opportunity to participate in the 
search for a cure. 

For further information, please call Brian Magee at (213) 993-0433. 



I endorse the idea of the Sanctuary Drug Act and authorize the Sanctuary Task 
Force to use my endorsement in their efforts to promote the creation of the 
Sanctuary. I understand that my endorsement implies no obligation on my part, 
but is simply a reflection of my support of the Sanctuary Drug concept. 

NAME 

Please return to the Sanctuary Task Force at: 

Sanctuary Task Force or 
c/o Knowing, Inc. 
6565 Sunset Blvd., Suite 416 
Hollywood, CA 90028 

DATE 

FAX (213) 993-0430 
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the guideline panal has workad oiosely with PHS reviewer• 
•naure th•t the oliniaal quideline accurately presents so 
professional opinion■ on management ot HIV inteotion. 
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The AHCPR also provided tha final draft guideline to Ma. 
Gebbia, National AIDS Policy Coordinator, for review and c 
Ms. G•bbie will provide cotnments to the Office of the S•cr 

I am aatiatied that the major ditterenc•• of professional 
have been appropriately reaalved and, therefore, endorse 
AHCPI\ requeat tor cl•a~anoa to publish th• practice guidel 

Th• AHCPR would like to sch•dula a p®lia r•l•••• pr••• av 
the Clinical Practica Gui~eline on Evaluation and Mana.geaa 
Barly HIV Infection, for January 1994. With prompt claara 
pUblieh, thi• can be accompli•hed. 

lf you naed additional information on this mattar, please 
J. Ja~rett Clinton, M.o., AKCPR Adminiatrator, on (301) ~9 

Philip R. Lee, ·M. D • .•. 
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'1'0: 'l'h• As•istant Secretary for PUblic· Affair• 

FROlU Assir.tant secretary for Health 

SUBJECT: Clearanoo to Publi•h the AHCPR-aupported Clinioa 
Practice Guidelin• on HIV Infection 

Thi■ •cnnorandum t~ans~i~s ~y andor■Qlent of tbe Agency for Health 
Care Poliey an~ Rasearoh (AHCPR) r•qu••t to publi•h the Cl nical 
P~actica Guideline on Ev•luation .and Manag•~•nt of Early H V 
Infaction. You approved for publlcation the Patient Bookl t• and 
the Clinician'• Quick Reference for th• Clinical P~act10• 
Guideline on HIV Infection, hy fflemorandu• dated June 17, l 93. 

The AJiCPR oonvaned a private secto~ expert panel, co-chai 
Wataa Bl-Sadr, M. D., Harlem Hospital center,. and Jamea Ole 
M.D., Naw Jersey Medical School, to develop th• olinical 
guideline an<t related products. 'l'h• draft •guidel.ine has 
undergone elCten•ive external peer review as well•• raviev ~ith 
the PUblio Health service (PHS) by experts in the Center• or 
Oi■eaae ' Control and Pra~ention (COC), the ~oo4 and Dru9 
Adlliniat.ration (POA), th• Health R-ourae■ and Services 
Adainiatration (HRSA), - and the National tn■titutea of Heal 
(NXH). 

In May 1993, AHCPR submitted an earlier draft version ot a 
guideline to the Office ot the 1'-a■istant Secretary for Pubic 
Aftaix-s (OASPA) and requaat■Cl appx-oval· ·to print the guidel ne 
•• •~itted by the panel with the exception of the panel' 
dac;laratione on iaauea relatad to inclusion of pregnant w n in 
clinical trials and acoaas to care. The AHCPR ••ked OASPA o 
approve tor publication the AHCPa v•~•ion of tbeae issue■• 

By moran1Su111 aat•d Jun• 18, 1993,-~h• ASl'A stated that. th 
Office of th• Assistant Secretary for Health abould determ • 
Whether the AHCPR or panel version of t.h• i■•u•• ahould be 
printed and also detandne whether the content needed to~ ergo 
~urther review and claaranca. sine• your June 11 •••orand 
AHC~ and the guideline panel hava reached aon••neua on an 
approp~iate presentation of the medicoaocial issues . Furt r, 

.. , 
I 
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Attacaenta 

Tab Ar 

Tab 8, 
Tab C: 

Tab D1 

,J 

Mellorandwa to th• .>.aeiatant Saoretaxy for PW>lio 
Affaira 
HlV Clinical Practice CUidaline 
Jun• 17, 1993 m•orandwa fro• th• Aaaiatant Seer 
tor PUblic Attain approving th• Patient Booklet 
the Clinician'• Quick Rataranco 
June 1a, 1993 •-oranda tr011 th• ~••istant seer 
for Public Utair• returning the Clinical Praat.i 
Guidalin• tor OASH d•oi■ion•• 

;---·-··-~·- ·-·--r -· ·· . .. --· ~------~ . 
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In Kay 1993, we submitte4 an earlier draft version of the 
guideline to OASPA and requuted approval to print the gui 
aa aub•ittad by th• panel with the exception of the panal' 
declarations on iaauea related to inclusion of pregnant~ 
olinigal t~iala and acoeaa to c•~•• We aaked OASPA to appr 
publication th• AKCPR presentation or tb••• ia1JUea. 

By maoranc:tu• dated Jun• 18 (Tab D), the ASP.A atated that 
Office of the A••i•tant Secretary tor Health •hould date1:11 
Whet.her the AHCPR or pan•l varaion of th• i■au•• ahould be 
printed. and a.lso det~in• w~•th•r the content needed to 
fUrth•r review and clearance. Since that June 111e•orandU11, 
the guideline panel have r•aohed cona•n•u• on an appropria 
pruantation of •ed1c:oaocial .t.esuea. Further, tba 9Uideli 
panal ha■ •orked closely with PH8 ~•viewer• to aneura that e 
clinical pideline acouately preaent.a •ound prof•••ional 
opinigne on aana;oent of HIV infection. . . 
~• draft al■o has been provided to Ma. Xriatin• Gebbie, Ka ional 
AIDS Policy Coordinator, for review and coaent. Ma. Gebbi will 
provide her comments to you and to ·the Otfioe ot th• Seara 

W1th .prmapt ol•a~ance to publish, we wou14 plan a pu!:)lio re eaaa 
pr••• event for January 1994 . We have had pre■s avant• for 
rel•••• of the earliar •ix clinical practice guidelinu. 

Becauae of the Dapartll•ntal clearance requirement tor publi ation 
of intonation l"&latec:t to HIV infection, we would appraoiat your 
approval of it• publication by signing and tranatdtting the 
muorandua to the A■■istant secretary tor P\lblic Affair•• 

U00JObDIDA'l%01' 

We recommend that you approve publication of the 
AHCPa-aupportecf Cl nioal Pract.lce GUidelin• on Evaluation ad 
Nana9eaant or garly HIV Inf•ction by aignin9 an4 tranaitt1 the 
aaoran4ua to th• Aa•iatant S•ore~ary fo~ PUblic Atfa1ra 
raqueatin9 that the guideline be aleared tor publication • . , 

J>BCIIIOII 

Diaapproved ____ _ Date ----

J. Jarratt Clinton, M.D. 

I I 

------·----.---- . - - -------+- · .. ---·- . . ·--



SENT av:xerox Te lecopier_ 7021 ;10-2e-sa_ i _9:43~ ; ooooo~ 415 441 8788;# 2 

DllPAJlTMENT OP HEAL'ffl a. HUMAN SERVICES 

OCT 2 I Em 

t4 .. t= '--·r .\-• • az j 
\....&... ..,__......,_ ~ 

TO& 
-h,, 

Th•· A•■iatant S•oratary far Health 
Throu,.....: BS/PHS -~ ... " 11.. 'llH -, t• 

PROMI Admini■trator 
. 

'\"\--~~ ........ """"'-""" 
SUBJBCTr Approval ot the AHCPR-aupported Clinical Praot. ce f~ ._a 

Guideline on 1UV Infection--ACTXOH 
"""'--- \..« \° , :c;.,.. •_j; I 

. ' ~ .""" ,~-:... t::;:; - ..... t,-'" 
I48VII . ---.,._ -••• ::t;; · O, ~ 
Att&ahad for your aignatur• i• a memorandum to th• A■•i• ant {.J'..:. ,Eil-'k. 1,,.... 
secretary tor Public Utair• (ASPA) ('l'ab A) llhiOh andora • our I 
requa■t tor clearance to ptil1liah th• AHCPR-aupt,orted Cli ioal 
Practice Guidelina on Evaluation and Managem~nt of Barly Brv 
Int•~ion. our formal request to ASPA to~ .c:laaranaa to ubli•h 
the clinical guid•lin• ba• bean aumait~ t.hrough the op ropriate 
Channel.a. A copy of tbe tinal draft guidelin•, on which r 
request for clearance i■ ba••d, ia attached for your rat renoe 
(Tab B). ,, 

Th• AS~A previously approved tor p\ablioation tha Guidali •'• 
Patient Dookleta (in Bn;lish and Spaniah) and the Clinic ah'• 
Q\lioJc R•t•r•~ee Guide (Tab C). 
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Th• AHCPR convened• private ■eotor 'expart panel, co-cha 
•ataa Bl-Sadr, M.D., Harlu Boapital Center, and Jaa•• o 
M.D., Haw Jeraay Medical &cmool, to develop the cli nical 
guideline on una9aant of early ~v infection . 

'l'be draft practice 4JU.id•lin• ha■ undargon& axten.1ve axt 
peer ~eview and ha• bean reviewed within th• Public Heal 
service (PBS) by expert.a in the Cent•r• 'for Di••••$ Cont. 
Prevention (CDC), the Pood and Drug Adaini•tration (PnA), 
Health ~esources and Services Adainiatration (KRSA), and 
N-tional In■t1tutaa of Health (NIH). 
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Recommendations for United States Government Action 
to Assist International Efforts in Prevention and Control of 

HIV/AIDS 

22 June 1993 

Make HIY/AIDS :Prevention and Care a um national priority. Over one million 
Americans have b~n infected with HIV since the start of the mv I AIDS pandemic. 
Neverthel~, millibns of Americans are still not aware of the magnitude of the problem 
in their own country. Recent smveys indicate that the majority of American youth have 
inadequate knowledge ~d unsafe sexual practices. There is thus a need to elevate the 
priority and commitment given to national HIV/AIDS prevention and care activities. 
AIDS and other sexually transmitted diseases should be discussed more openly in society, 
including in schoois. Information needs to focus on the risk of unsafe sexual behaviour 
and means of avoiding infection rather than on whether behaviour is morally "right" or 
"wrong". More efforts must be carried out to oounter discrimination against IIlV­
infected persons, ;which include conveying a better understanding of persons with 
different life styl~. Priority must be given to inner cities. 

Presidential leadership is required for this effort. Many countries look to the United 
States for guidan~ on major policy issues. There can be no doubt that such presidential 
leadership in the "C;rnited Stmes would not only be of great benefit to the health of the 
American people; · it would also provide a positive example to other world leaders. 
President Clinton should make a major policy speech on AIDS on· World AIDS Day 
(1 December). 

Ensure that HIV/A.IDS prevention and care activities are gfyen awrwriate priority in 
international settings. Worldwide, 14 million persons have been infected with HIV since 
the start of the pandemic. In some African cities one in three adults is infected. In parts 
of Asia the~ is spreading as it did in Africa a decade ago with a tripling of 
infections in the past ye:ar. Worldwide, 5 000 new infections are occurring daily. At 
least 40 million ~sons will be infeded by the year 2000 and 10 million children will • 
be orpbane.d by ~e death of their parents. Despite the magnitude of the HIV/ AIDS 
problem in their co~tries, leaders of many developed and developing countries oontinue 
to deny its importance and are reluctant to talk openly about the problem. This has 
contributed in part to the insufficient national and international responses to the 
pandemic. · 

The United States! Government should ensure that top priority is given to HIV/ AIDS 
prevention and care efforts in all international fora ooncemed with health and 
development issues e.g., the UN General Assembly and the World Bank Annual 
Meeting. When speaking with world leaders, President Clinton oould inquire about their 

DETERMINED TO BE AN ADMINISTRATIVE 
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/ 
HlV / AIDS situation and encow:age them to undertake greater efforts. One bold step 
would be for him to call for support of a global plan of action by Heads of State at an 
upcoming 0-7 meeting. Such action is justified by the enormous economic impact the 
pandemic is likely; to have during the next two to three decades (cost will be in the 
trillions of dollars), if significant steps are not taken during the next two to three years 
to greatly increase: prevention efforts in all countries. The politic.al stability of some 
nations is likely to;be threatened by such an economic impact. 

3. Provide globalJradership in raisim: the financial resources needed to filll>port prevention 
efforts in third world countries. WHO conservatively estimates that $2.5 billion is 
required annually now by third world governments to carry out essential prevention 
activities. Such resources could decrease the number of new infections by half by the 
tum of the century _and save $90 billion in direct and indirect costs. Developing country 
governments must'. provide some of the resources, but there is no doubt that outside 
u9i~~"~ ;,i nPrtlM ThP. TTnitf"ti s~tP.~ C'..nvemment om play a major role in increasine 
the availability of these resources by: 

increasing US Government contributions to the World Health Orgaoinition 
Global Programme on AIDS and HIV/ AIDS activities of other UN 
agencies; 

supporting the establishment of a United Nations Programme on 
HIV/ AIDS as proposed in WRA resolution WHA46.37 and decision 
1993/14 of the Gove.ming Council of UNDP; 

advocating the giving of more soft loans to governments ·by the Breton 
Woods institutions (World Bank, regional banks) for HIV/AIDS activities; 

incr~g the support given to private voluntary organinitions (PVOs) 
working in BIV / AIDS relat.ed areas in developing countries; 

inc:reas:ing the funds provided by US AID for bilateral HIV/ AIDS activities 
in prevention and care; and, most importantly, 

eDC(?uraging "Corporate America" to provide support for international 
BIV/ AIDS efforts ( despite the great threat the pandemic poses to the 
economies of many nations, American multi-national companies have been 
very reluctant to date to support IIlV/AIDS control activities). 

4. Provide better direction and coordination of United States HIV/AIDS intemwonal 
research activities~ The United States Government bas provided billions of dollars for 



/ 
support of research by govemment institutions and universities in the United States and 
abroad to find a preventive vaccine or cure for HIV/AIDS. At times overall priorities 
for funding have oeen unduly lnfluenced by specific interest groups. Procedures for 
funding international research projects have resulted in competition and subsequently 
duplication among ;di.ffereut government agencies pursuin& the same objectives. United 
States-funded research, especially in developing countries, could more effectively meet 
the needs of these countric!S and could be better coordinated with research supported by 
non-USA agencies .(mtema.tional agencies as well as agencies of other nations). To solve 
these problems, an ·operatiional mechanism or structure should be established, which sets 
clear priori.ties for 1Unitedl States support of international research and ensures that this 
support is coordinated among Unit.ed States funding agencies as well as between these 
agencies and non-USA ag;encies. 

5. Reverse tc&:isJation that 1:egyires forei~s visiting the United States to decla,re their 
mv-positive status. There is no public health risk in allowing HIV-positive persons to 
visit the United StateS. l"-3 noted above, over one million Americans are already HIV­
infect.ed. One's chance: of becoming infected is dependent on one's own sexual 
behaviour, and not on thti number of HIV-infected persons in the country. In fact, only 
four countries in the world require that visitors declare their HIV-positive status - China, 
Iraq, Philippines ~d thu United States. This practice has resulted in a decision by 
int:emational agencies not. to participate in any international AIDS meetings in the United 
States. More importantlly, it contnl>utes to a climate of discrimination against I:IlV ~ 
positive persons which hcLS hampered control efforts worldwide. It is remarkable that an 
enlightened nation such as the United Stat.es should follow such a practice. This practice 
should be rev~ as a :tignal to the world that the United States is fully committro to 
the fight against ~S. 'Ibis would also allow the United States to show the importance 
it tmly places on liuman rights and personal freedom. 
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HOUSING & SERVICES, INC. 
902 BROADWAY • SUITE 1512 • NEW YORK, NEW YORK 10010 • 212-529-6000 • FAX:212-529-9084 

July 1, 1993 

Kristine M. Gebbie 
White House AIDS Coordinator 
The White House 
Washington, DC 20005 

Dear Ms. Gebbie: 

Congratulations on your recent appointment as White House AIDS Coordinator. 

As president of a not-for-profit organization which develops housing for formerly 

homeless persons with special needs, including persons with AIDS, I appreciate your 

background in public health and your support for prevention and education programs. 

Our organization, Housing and Services, Inc. (HSI), is the largest provider of 

housing for persons with AIDS in the United States. We developed and currently 

manage a model facility, the Highbridge Woodycrest Center, for formerly homeless 

single persons and families with AIDS. Our care program at Highbridge Woodycrest is 

unique in that it offers a comprehensive approach to living with HIV disease. We 

provide each resident with an individualized health care and social service program. 

Our approach to health care is holistic, including traditional medications and alternative 

treatments such as acupuncture and vitamin and herbal therapies. In conjunction with 

health care, we offer a broad range of services. We provide counseling for substance 

abuse and off er courses in independent living, symptoms and infection management, and 

educational and vocational training. 

Our residents do get better. Most outlive their initial prognoses for survival. 

Recognizing that most residents live longer, we have developed a concept and program 

called the Continuum of Care in which residents of all of our facilities participate. 

Residents can move freely within our range of facilities depending on the status of their 



health. If they have stabilized, they can move from a long-term care facility into a 

supported independent living apartment and function as contributing members of their 

community. If their illness flares up, they can return to one of our long-term care 

facilities. Through our Continuum of Care, we provide for our residents at all stages of 

the HIV illness cycle. 

I have enclosed information on the Highbridge Woodycrest Center, the \ 

Continuum of Care, and HSI. We would be honored if you could the Highbridge 

Woodycrest Center in the near future. a_c.{./,~ /t1/J// 
I commend you on your appointment. With your experience and commitment, I 

have confidence that you will strive to implement the kind of comprehensive AIDS 

policy our nation needs. 

Best regards, 

Claire Haaga 

President 



July 7, 1993 

NOTE TO: Kristine Gebbie 
National AIDS Policy Coordinator 

FROM: Buck Buckingham ~ 

SUBJECT: First thoughts on strategic planning for staff support to the Office of the 
National AIDS Policy Coordinator 

Here's a summary of where I think we are so far, and what the logical next steps should 
be. If I've misinterpreted anything, please let me know. I look forward to your response. 

ASSIGNMENT: 

Make recommendations for organization and deployment of staff to the National 
AIDS Policy Coordinator (APC), including the future mission of the National AIDS 
Program Office (NAPO) 

PARAMETERS: 

• The APC White House office will have a core staff of 3-4 individuals with skills 
related to 

--strategic planning 
--congressional liaison 
--Federal budgeting (calendars, procedures, relationships to 0MB), and 
--community/consumer-level impact of Federal policies 

• The APC will have line authority for NAPO personnel 
• FTEs assigned to NAPO will not increase; may decrease 
• "Policy support" (to be defined) to OASH and the Secretary will be continuing 

functions of NAPO 
• All other current functions of NAPO are subject to review; and to ultimate 

reaffirmation, revision, or rejection 

SUGGESTED PROCESS (see Attachment One for details) : 

[1] Conduct a thorough assessment of needed support to ensure the highest possible 
levels of program and policy coordination. The assessment should secure input and 
recommendations from four broad constituencies: 

• Policy makers (APC, ASH, others as named), 
• Internal (DHHS), 
• Interdepartmental, and 
• External (Capitol Hill, NGOs, associations, States, people living with HIV/AIDS). 

[2] Assess and categorize Federal resources currently committed to AIDS/HIV policy 
coordination and support through: 



A. NAPO 
• Personnel 
• Budget 
• Other (including computer hardware/software, etc.) 

B. Other PHS Efforts 
C. Other DHHS Efforts (agency Associate Administrators for AIDS, etc.) 
D. Other Federal Department/ Agency Efforts 

[3] Summarize findings and recommendations for review with APC at scheduled 
intervals. At same time, report on any process problems; course-correct as necessary. 
Recommendations, consistent with your memo of July 6 to Art Lawrence, will be made 
within the framework of establishing 

• an "interdepartmental group" 
• an "HHS-wide group", and 
• a "PHS-wide group". 

While not specifically addressed in your memo, I suggest I bring you policy options for 
"being in consultation" with community-level folk. There's potential for a bad rap if we 
don't deal with it directly in the context of how you organize to meet your mandate. 

[4] Develop strategic, organizational, and operational recommendations for personnel 
accountable to the APC, including a DHHS-based "HNI AIDS Office for Policy Support." 
(HOPS? I don't think so ... HOOPS is probably more like it!) 

LOCUS of PROJECT: This effort must be unmistakably positioned as one undertaken on 
behalf of the APC, rather than "one more attempt by NAPO to justify its existence." 

PERSONNEL and ACCOUNT ABILITY: Buckingham accountable to Gebbie for all 
phases of this work. Buckingham and Gebbie should meet weekly on this subject. Gebbie, 
Buckingham, and Lawrence meet as needed to discuss progress against workplan and 
timetable; reinforce or realign assignments where necessary. 

CAVEATS: 
• Detailed workplan (my task for Friday) must clearly define roles for other personnel 

in this process (I can't do this alone!). 
• APC may need to enforce accountability to the process, as well as the individual 

coordinating it 
• Must avoid even the appearance of a "repackaging" of NAPO. Current NAPO 

personnel should help inform the process, but should not directly staff it. 

CONHBHN'ftkL WORKING DOC~ ro BE AN ADMINJSTRATIVB 
FOR KRISTINE GEBBIE MARKING Per E.o. us2e,,.1tir1
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ATTACHMENT - PRELIMINARY WORKPLAN 

Workplan presumes a four week process, with week one starting July 12, 1993. Next step 
will be getting more precise about the order in which things happen, and who does what. 
Tasks are not presented in priority order and are nwnbered for reference only. 

[l] Assess and analyze perspectives on support needed to ensure highest levels of 
program and policy coordination 

TASKS: 
1.1 ...... . ...... Interviews w/ APC, ASH, other policy makers identified by APC 
1.2 . . . . . . . . . . . . . . . . . . . . . . . . . . . Interviews w/ all current NAPO personnel 
1.3 . . . . . . . . . . . . . . . Focus Group at scheduled 7 /20 Executive Task Force meeting 
1.4 . . . . . . . . . . . . . . Focus group or other effort to get interdepartmental perspective 
1.5 . . . . . . . . . . . . . . . . . . . . . . . . . . . . Focus group w/ people with HIV disease 
1.6 . . . . . . . . . . . . . . . . . . . Focus Group w/ key National AIDS/HIV organizations 
1.7 . ... . . . ..... . .......... . .. . ...... Focus Group w/ key Associations 
1.8 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Interviews w/ selected Hill staffers 
1 . 9 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Interviews w I others as identified 

[2] Assess and categorize current Federal resources 

TASKS: 
2.1 .................................................. NAPO 

2. 1.a. . . . . . . . . . . . . . . . . . . . . . Review; analyze current FTE situation 
2 .1.b. . ................ . ....... Do trend analysis, etc. on budget 
2 .1.c. . . . ............... Obtain, analyze inventory of other resources 

2. 2 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . PHS Efforts 
2.2.a. . . . . . . . . . . . . . . . . . . . . Summary report on FTEs, budgets, etc. 
2.2.b. . ........... . .......... . ........ Prepare trend analysis 

2.3 ................. ... ...................... Other DHHS Efforts 
2 .3.a . . . . . . . . . . . . . . . . . . . . . Summary report on FTEs, budgets, etc. 
2. 3. b. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Prepare trend analysis 

2. 4 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Other Department Efforts 
2.4.a. . . . . . . . . . . . . . . . . . . . . Summary report on FTEs, budgets, etc. 
2.4.b. . .......... . ............. . .. . ... Prepare trend analysis 

Ct>NHBEN'FM:t: WORKING DOCUMENT 
FOR KRISTINE GEBBIE 



[3] Report status and rmdings/recommendations at scheduled intervals. 

TASKS: 
3.1. . . . . . . . . . . . . . . . . . . . . . . . . . . . Final workplan; assignments OK by 07/13 
3.2 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1st status report 07/16 
3.3 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2nd status report 07/20 
3.4 ...... ... ........ . ....................... 3rd status report 07/25 
3 . 5 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4th status report 08/02 
3.6 ................... 5th Status report; FINAL draft of recommendations 08/11 

Note: status reports 1-3 will be about how the process is going and what course correcting 
is necessary. I'll write up first draft of recommendations while on vacation and come in 
for the day on August 2nd to review them with you then return to the woods ( or my cave 
or wherever I'm hiding out. .. ). 

(4] Produce rm.al strategic, organizational, and operational recommendations for 
organizing personnel and other resources to meet the mandates of the National AIDS 
Policy Coordinator 

TASKS: 
4.1 ........................................ Interdepartmental Group 

4.1.a. . ............... Strategic Recommendations (relationships, etc.) 
4. 1.b. . ........................ Organizational Recommendations 
4 .1.c. . . . . . . . . . . . . . . . . . . . . . . . . . . Operational Recommendations 

4.2. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . HHS Group 
4 .2.a. . .... . .......... Strategic Recommendations (relationships, etc.) 
4. 2. b. . . . . . . . . . . . . . . . . . . . . . . . . . Organizational Recommendations 
4.2 .c. . . . . . . . . . . . . . . . . . . . . . . . . . . Operational Recommendations 

4.3 ................................................ PHS Group 
4 .3.a. . ............... Strategic Recommendations (relationships, etc.) 
4. 3. b. . . . . . . . . . . . . . . . . . . . . . . . . . Organizational Recommendations 
4.3.c. . . . . . . . . . . . . . . . . . . . . . . . . . . Operational Recommendations 

4 .4 ....................... . ... .. . Extra-Federal Consultation/Participation 
4.4.a. . ...... . . . ...... Strategic Recommendations (relationships, etc.) 
4 .4. b. . . . . . . . . . . . . . . . . . . . . . . . . . Organizational Recommendations 
4.4.c. . . . . . . . . . . . . . . . . . . . . . . . . . . Operational Recommendations 

6ONFHfflN'HAI, J.VORKING DOCUMENT 
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KRISTINE M. GEBBIE, R.N., M.N., F.A .A.N . 
NATIONAL AIDS POLICY COORDINATOR 
DEPARTMENT OF HEALTH & HUMAN SERVICES 
Room 729H Humphrey Building 
200 Independence Ave., S.W. 
Washington, D . C . 20201 

DAY Wednesday DATE July 7, 1993 

TIME 1:00 pm LOCATION Room 1332, Switzer Bldg. 

SUBJECT Public Health Care Reform Meeting 

PARTICIPANTS: 
Participants list is enclosed with the agenda . 



CORE PUBLIC HEAL TH FUNCTIONS 

■ Health-related data, surveillance, and outcomes monitoring 

■ Investigation and control of diseases and injuries 

■ Protection of environment, housing, food, and water 

■ Laboratory services 

■ Public information and education 

■ Targeted outreach and linkage to personal services 

■ Quality assurance 

■ Training 

■ Research, demonstration, and evaluation 

■ Leadership, policy development, and administration 



CORE FUNCTIONS PROJECT 

Tasks 

1. Validate the estimates for Federal, State, local investments in 
population-based services. 

2. Develop estimates of the potential returns on the investment. 

3. Clarify the data responsibilities. 

4. Review the issues attendant to categorical v. core function funding 
patterns. 

5. Others? 

Upcoming Meetings 

1 . Joint Council -- July 22 

2. Public Health Linkages Group -- TBD 

3. Foundations -- TBD 

4. Others? 



CORE PUBLIC HEAL TH FUNCTIONS 

■ Health-related data, surveillance, and outcomes monitoring 

■ Investigation and control of diseases and injuries 

■ Protection of environment, housing, food; and water 

■ Laboratory services 

■ Public information and education 

■ Targeted outreach and linkage to personal services 

■ Quality assurance 

■ Training 

■ Research, demonstration, and evaluation 

■ Leadership, policy development, and administration 
l 
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DRAFT 
CORE PUBLIC HEAL TH FUNCTIONS 

Public Health Agencies 

• Establishing enrollment procedures 
• Issuing health security cards 
• Setting data reporting requirements 
• Conducting capacity assessments 
• Setting criteria and performing risk ratings of health plans 
• Developing an electronic data network 
• Collecting data from health plans 
• Analyzing health outcomes and trends in plans, communities and States 
• Establishing quality of care measures 
• Assessing provider performance 
• Providing the public and health plans with timely reports 
• Publishing information about communities/States including subgroups of 

the population 
• Identifying fraud and abuse 
• Setting safeguards and confidentiality standards 
• Undertaking community surveys 

Public Health Agencies 

• Working with other governmental agencies, e.g. jails, schools, to control 
diseases and to prevent injuries 

• Promptly identifying new and emerging diseases 
• Establishing procedures reporting and investigation procedures 
• Conducting investigations 
• Developing an electronic data network 
• Collecting data and analyzing health outcomes and trends 
• Reporting back to plans and communities 
• Undertaking community control measures 
• Assessing capacity to respond and control diseases and injuries 

Health Plans 

• Compiling data required by alliances and public health agencies: for risk 
ratings; on enrollment: utilization; costs; outcomes 

• Participating in development of an electronic data network 
• Analyzing health outcomes and trends 
• Collaborating with public health agencies on whether service capacity 

addresses the population needs 

Health Plans 

• Reporting diseases and injuries to the appropriate public health agencies 
• Participating in development of an electronic data network 
• Analyzing health outcomes and trends 



I I 

ProtecU6n of eriVironment, housingf:food, ~nd water .. . .. 

Public Health Agencies Health Plans , 

• Establishing prevention programs and control procedures with other • Reporting diseases that are a result of environmental/housing (lead 
government agencies with responsibility, e.g. environmental protection poisoning)/food or water contamination to the appropriate public health 
agencies, housing departments, and public works. agencies 

• Issuing regulations on reporting and investigation procedures • Participating in development of an electronic data network 
• Conducting investigations and enforcing code requirements • Analyzing health outcomes and trends 
• Setting reporting requirements • Collaborating on community prevention programs to protect the environment, 
• Developing an electronic data network improve housing, and ensure the safety of food and water 
• Collecting data and analyzing health outcomes and trends in communities and 

States 
• Pursuing community-based prevention efforts with community 

organizations, including health plans 
• Undertaking community control measures 
• Supporting community-based organizations in their prevention programs 
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Publlc Health Agencies Health Plans 

• Establishing measures to assess laboratory capacity • Conducts personal laboratory procedures 
• Ensuring the development of sufficient laboratory capacity to meet commUJnity • Participates with public agencies in developing measures to assess lab 

needs capacity, quafity assurance, etc. 
• Establishing quality control measures in public and private laboratories • Reports to public health agencies 
• Providing community-based laboratory services 
• Setting data reporting requirements 
• Collecting data from laboratories 
• Analyzing health outcomes and trends from laboratory data 
• Providing technical assistance and consultation to private labs 
• Identifying fraud and abuse 
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Public Health Agencies Health Plans 

• Identifying public health problems that need to be addressed • Distributing Information on their services 
• Developing materials that provide culturally sensitive and linguistically • Recruiting enrollment 

appropriate messages • Collaborating on the development and dissemination of health messages 
• Conducting public information campaigns • Participating in community information and education efforts 
• Targeting messages to particular health problems or population groups • Reporting on the plans· health outcomes and trends 
• Distributing materials for health plans to provide their clients 
• Developing meaningful ways of measuring the effectiveness of public 

information activities 
• Evaluating the effectiveness of public information campaigns 
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Publlc Health Agencies Health Plans , 

• Identifying communities/population groups' health problems • Distributing information on the plans' services 
• Developing targeted outreach to communities/population groups with health • Recruiting enrollment 

problems • Establishing linkages with other providers to render services 
• Monitoring the extent to which linkages occur as a result of outreach efforts • Reporting on the plans· outreach efforts 
• Assessing plans' capacity to absorb new enrollees or to render specific 

services 
• Establishing reporting requirements 
• Analyzing health outcomes and trends 

,,c,• ,~·· ... , · , 
,·'·>'· 
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Publlc Health Agencies Health Plans 

• Establishing case-mix enrollment requirements • Distributing to the public information on the plan's services and qualify 
• Ensuring access to health plans for all population groups, particularly persons • Distributing to the public health agencies information on the plans· enrollment, 

with disabilities, persons with chronic diseases, the elderly, etc. services and costs 
• Developing measures for capacity assessment • Establishing linkages with other providers to render services that a plan does 
• Setting criteria for risk rating not provide 
• Performing risk ratings of health plans • Reporting on the plans' outcomes and trends 
• Establishing quality of care measures 
• Assessing provider performance 
• Identifying fraud and abuse 
• Setting safeguards and confidentiality standards on data 
• Providing consultation/technical assistance for private labs 
• Regulating laboratories, health providers 
• Enforcing code requirements 

,Tral~l~iJ 
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Publlc Health Agencies Health Plans 

• Collaborating with schools and training programs to assure a core of properly • Sharing with public health information difficulties in recruiting personnel 
trained health professionals • Collaborating on continuing training and education requirements 

• Ensuring that there is a trained cadre of public health professionals to perform • Establishing linkages with schools and training programs 
the core public health functions within the public health agency 

• Assessing the labor force to address the community's current needs and 
projecting labor force needs 

• Identifying labor shortages 
• Establishing continuing education requirements for health professionals 

~RAFT 
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Research; demonstration, arid ev~luation .· ·-· .. 

Public Health Agencies Health Plans , 

• Conducting and supporting economic analyses of health promotion/disease • Sharing with public health agencies difficulties and limitations in knowledge 

prevention and other population-based programs • Collaborating on research , demonstration and evaluation projects 

• Developing a knowledge base which links risk behaviors and environmental • Developing linkages with schools and research institutions 

exposures with health promoting behaviors and health outcomes 
• Developing meaningful measures to assess the effectiveness of prevention 
• Developing new technology and tests to accurately identity in a more timely , 

manner new, emerging and existing diseases 
• Supporting the development of new drugs and medical devices 

; :~;:J'~ifih.lpr p~lfoyideveiopffi~rtt)·~nd :adrninlstratl&tt :: • ·: . 
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Public Health Agencies Health Plans 

• Collaborating with other governmental agencies to ensure community-based • Providing leadership and guidance from a community provider's perspective 

protection and to pursue community prevention strategies about needs and capacity 
• Developing, maintaining and supporting an mechanism for communications • Participating in development of policies, plans and programs with public 

with providers/plans and consumers health agencies 
• Providing a framework for achieving the Healthy People 2000 objectives • Translating information into useful reports to influence health policies 

• Examining the policies and opportunities in schools, worksites and other 
settings tor prevention and protection 

• Regulating and enforcing as necessary 
• Providing technical assistance and support 
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Timely and reliable data is a critical component of public health surveillance and assessment, 
policy development, and program management and evaluation within the Public Health 
Service (PHS) and within the public health community generally. Accordingly, PHS 
sponsors a wide variety of data systems, projects and activities in support of agency missions 
to protect and promote public health. Similarly, PHS collaborates with the States in the 
development of data for mutual public health needs. 

Planning for health care reform data affords an opportunity to plan systematically for public 
health data needs as well. Health care reform will increase financial access to health 
services, but a variety of population-focused core public health programs will continue to be 
needed to protect the public health, each with associated data requirements. New public 
health data systems may be needed as health reform is phased in, while other data systems 
may need to be strengthened or modified, and others phased out. 

Accordingly, PHS has initiated a process to review its current and ·planned public health data 
systems and activities in the context of health reform. As the first stage of the review, PHS 
is developing an inventory of current and planned public health data projects and systems. 
The inventory is being developed by the PBS Task Force on State and Community Data. In 
the next stage, PBS will review the inventory of current and planned public health data 
activities in the framework of health reform and public health data needs, and develop 
recommendations to the Assistant Secretary for Health concerning future directions. 

The PHS data inventory is currently in the developmental phase. Based on a review of 
agency program plans, budgets and information collection plans, a variety of current and 
planned data projects, systems and activities have been identified. For each public health 
data project or system identified, a one page description is being developed. In the current 
draft, complete project descriptions are shown where available. If the complete project 
description is not yet available, a title or an annotated entry is included. 

Even in its current developmental stage, the PHS Inventory of Public Health Data Projects 
and Systems provides a reference guide to the wide variety of public health data systems 
supported by PHS, as well as a framework for assessing future public health data needs. 
The following types of public health data activities are included in the Inventory: 

♦ Block grant application and reporting requirements 

♦ Categorical program reporting requirements 

♦ Disease and risk factor surveillance systems 

♦ Periodic general purpose health surveys 



♦ Vital statistics systems; disease and treatment registries; environmental health 
registries 

♦ Training, technical assistance and State capacity building arrangements for 
public health data; 

♦ Public health analytic data bases; public health computer-based information 
systems, and public health telecommunications systems. 
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AGENDA 

PUBLIC HEALTH AND HEAL TH CARE REFORM 

July 7, 1993 

1:00 p.m. 

1. Introductions and Update 

2. Data Activities 
Pruentation on the State and Community Data Task Force 
and the PHS Data Tnventory 

3. Dlscu.'ssion of Core Functions 

4. Upcoming Meetings/Opportunities for Further Discussion 
Joint Council 
Schools of Public Health Linkages 
Foundations 
Others 

S. Next Steps 
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Associate Administrator for Public Health PractJcc 
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.AMERICAN SOCIETY OF 
LAW, MEDICINE & ETHICS 

July 8, 1993 

Frotn: 

Ret 
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James Curran, MD; Kristine Gebbie; Raymond s. Greenberg, 
MD, PhD; Margaret Bamburg, MDJ Robert I<ingdon; Jennifer 
Klein; Joyce Lasho:!:!, MD; Joanne Lulcomnik, MO; William H. 
McBeath, MD; J. Michael MoGin.tl'is, MD; Michael· O~terholm, 
PhD, MPB1 Belen Rodrigue2t-Trias, MD; Allan Rosenfield, 
MD; Alfred Sommer, MD · 

Lawrence o. Gostin, JD 

Task Poree on Health care Reform & Public Health 

I want to express my appreciation tor your rich contributions 
at the meeting on public health for the Task Force on National 
Bealth Care Reform. we aleo felt that the meeting with Assistant • 
Sacireta.ry, Phil Lee, went exe•ptiona.lly-, wll. 

Mark Barnes , in consultation with me, drafted the enclosed letter 
which is intended to provide a record! of our discussion•. We 
thought that such a letter could be be1ptul to the Department ot 
Health and Human Services and tbe Task Force on National Health 
Care Reform as the Bill went through c6ngr•••· We are inviting 
each member of the public health group th~t met to sign the letter. 
Could you phone (212) 788-5261 or fax (212) 964-0472, Mark.Barnes' 
office by Monday, July 12, 1993 5100 P~ if you wish to have your 
name on the letter? 

Again, thanks for all your belp with the public health aspects of 
health care reform. 

765 Commonwealth Avenue, 16th Fioor • Boston, Massachusetts 02115 • ~17-262-4990 • fax 617-437-7'90 

' • I 

; . . 
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July '1, 1993 

' Philip R. Lee, M.D. 
Ac~ing Aasiatant secretary tor Health 

· United Stat•• Department ot Health anO. Human Service• 
HHH Buil4in9, Room 7180 
200 Independence Avenue, s.w. 
Waahinqton, o.c. 20201 

.. 
Dear or. Lee: 

. i 
• I 

I 
: I 

.. ' . i 
I 

We are 9ratetul for youii time and attention durin9 our meeting i 
on June 25, in which we shared our 00lllln0n oona•rn• re9an!in9 the i 

, £at:• of publio hoalth P"OF•• uncer th• health care reform -
1

, 
propoaal.•. A.a you know, many of wi have worked for ■everal inontha · 
with the Heal th care Retorm 'l'uk Force. During that time ano : . 
4urin9 our meeting with you, particular conoam• em.rg•4 about how : 
public health pr~rama an4 policii•• will be t:reate4 u health care · 1 

reform proceeds. The•• conoerns inclu4e, of oour■e, the fate of 1 
preventive clinical ■et'Vice• in the buic benafit• package, but 1 
aleo include other p\ablie health interventiona, both population- 1 
wi4e ( auch as education and prevention> and patient-apec~fio (auch = i 
as treatment for sexually-tranamitted Oiaeuea and tuberculoaia, ; 
directly-obaer~e4 therapy for tuberc:vloai■ patients, oontt.ot : 
tracing a~~ partner notification, and. lead t•1tin9 and aoatement • 1 

efforts). 

The concern• that we cU■cu■••d with you, and that we know YC>\J 1 
•nd. 11any member• of the Public Health aervice aha.re, tal-l into aix 
categorie.a, •• outlined below: 

1. Publig Health BIRtt••ht;atign on tbc Natigpal Haa1t;h Board 
Public health iaaue■ , from olinie&l preventive au-vices to 

population-wiOe prev•ntion intervention• to pat:lent-apecif1c• · 
i ntervent ion• (a...,;.., soreenin9, col\tac't trac1n9, 4ireot.ly-obaerved I 
therapy, envirorunental ha&&i'dl &bate11ent) muat be front and center i · 
i n the agenda of the National tlealth Board that ie ~p•oted to be·; 
formed as the deoiaional body for ~• health care reform plan . . 
Thie 90111 can bo AOCQtllpl~•hed in ■ever.al. d1~ferent way• within th• . 
!oard •tructu.re, either (1) !:>y statu~ory language directing l:he. i 
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Board to take all action• with a view toward pw:,lic health i 
oonaequenc•• and prtventi ve effeota, , ( 2) by requiring in the 1 
enabling le9i■lation that pul>lio health experti~• b• repre••nte4 in :. 
apecifi0 way• in t.h• membuahip of the Boam, and/o~ (3) by , ! 
e■tal:>lisbing in th• inplem♦nting le9i•lation • aepuat.e public : i 
health panel of the Board, who•• reaponaibility would be to adviae 

, and con■ent on Board deeiaion■ with aic;nif!oant public health · 
impact. 

2. z»ndinq (pa; Pµb1ig l•tlth Prea;:orn, . I 
I 

Public health function• ahoul4 ff tunded in some a1t-uide or i 
percen taqe way in the heal th oar. Hfora paok•g•. Aoeox'din9 to · I 
information compiled by both the J>ublio Health Service and b~ the : 1 
CQ\lncil of Stat• and Territorial Epidemiologiata, con public i 
health funotions, tncludiac; th• IQQ■t. b••io funotion ot 4ia .... 1 

aurveillanc•, have tieen d:rastic:all::r undertunded. 'l'he 90&1 here ·/ 
should be to fund core and coat-eftect1ve publio health tunctiona I 

' froia soma modest set-ui4• from prmium collection., while 
requirin9 maintenance of effort on the state and local levela aa a ! 
preoondi tion for receipt of any new funda • : I 

3. Quality M!U:IDQO tor Publig Btalth P;rog;am, 
. I 

In order to ,u•tify enhanoed expenditure• for public health : i 
etfort■, public health intel"Ventiona en both th• population an4 I 
patient-apecific levels ahould be aubject to quality usuranoe : 
ll■••u.r••, which mi9ht include 01Jtaomea meuurea. PeveloPin~ •\lob · 
meaaur•• will be dittioult, aince public health aucc,••• i■ meuured · I 
by di■aase that does not occur, an4 1• theretore defined. by j 
phenomena that. a.re extremely difficult to capture. At the same · : 
time, however, public health 1how.d begin to develop theae : 
measure■ , in order to assure etficieney and effectivene11, and in ; 
order to develop ooat-eftectiven1•• · camp&~i•on• with patient- ! 
speoif1c health care deli,,ery. It may well be, for exuple, that : ; 
direotly-oba•rved therapy for tuberouloai• patient■, partner · 
notification for HIV/AIDS, or environmental in■pection1 t.or aauroes 
ot lead poisoning i n children are more ·co.et-etfeotive than tunding I 
for varioue other tubereulo•is, HlV, . or lea~ poiaoninv-related I 

· ••rvicea in the oa•ic benefits pacu;e. If 10, funding clearly ·! 
should be shifted towar4 such publio health programa aNS away from I 
leae et.feQcive, patient-1pecitic health ca.re d•ltvery . For th••• · 
reaaona, health care refora legislation, if it inclu~•• ■1t-uidea · j 
for public health funding, should ·Nquire quality a.aauranoe l 
proc•••ee for pul>lie health intervention■ that are funded from 1 
premium■ . · 

•· Publig tteolth Measure, , 0 , oua1i;y A••µrang• of Health r1an■ . j 
Public health indioea, ■uch aa over•ll measures ot ·the health. · 

of varioua populations, shol.lld &lao ·~ included in the quality I 
asauranoe mechaniams tor health pl.ans. In other worda, the:! 
~ggregat• effeotiven••• of individual health plans may be gauge~, ; 
at least partially, by the health atatus and heal~h trend.I of their· ! 

; I 
. I 
: i . 
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pat1ont populat1cna. In th1a war, public h•alt.h ■tati■t1oa and 1 

4iaeue aurvoillanoe p~oo•■•e• can •••i•t quality •••urana• 
meohani•m• for health plans. 

:s. survival pf 1111nt1a1 community Proyidtt• <Er•> . ! . : 
Public health department■ have d•velopec! and continue to offer . 

an array ot clinical ■ervicea ~argeted toward interr.aptin9 
infec:tious dieea■• and abatin9 ■ouroe■ of environmental and i 
00cupational disease. Th••• ■ervic•• include tuberoulo1iil clinic■ ; 
(linkinq patient■ to contact notif{oation, d1reatly-ob■erved ! 

1 therapy, an4 drug-au■cept:ibility t••~ing), HIV 00un1elinq and · 1 
te■ting (linking HIV-inteoted per•=• to partner notification, , 
prevention oounaeling, and RIV' prlmary oare), 8.XU&lly-tranamitted : 
di••••• olinio• (linking patient• t.o contact tracing aervicea), ! 
achool nursing and child health progrmlla <n•uring illlt1Nllisaticma, ; 
screening children tor cliaeaae, and where appropriate, linking- . I 
children and famili es to environmental inspection and abatement ; 
PZ"OF&ID8), and oontraceptiv• and prenatal care progz:ama (often · 
treating patient• anonl'ffl()ualy or paeudonymoualy) . It ia •••ential 
that th••• publi o health clinical aervio•• aurv1ve the enactment 0f 
health care refom legislation, ainoe they ue vital, proven link• 
to di••••• prevention. 

The rational•• tor en1uring the conts.nuaticm of theae •erviae■ 
and ensuring that the•• service• ue paid for through health 
alliance p~emiums inol\l4e: (1) eoonomiea of acale, (Z) die••••· 
11pe0ific expertiae not otherwi■• readily available in primary cue 

· settinqs (LSu, tuberculosis), (3) the ea■ential linkages to pu~lic 
health interventiona, (4) tne 1pecial need to aerve un4ocwa•nted 
peraona who apparently will not otherwiae be eCt'Y'ered by hea.lth 
plans , and ( S) the likelihood that if not reiml)\Jr1e4 through 
premiuma, W\•crupulous h•alth plus will "cSuap" their own patient• 
outo this fragile service delivery •r■tem. 'l'heee service, should 
be protected and funded in~th• h•alth · oar. reform pae1<&9e, 11\0st : 
easily by requiring health plana to reillbur1e tor the service• that '.: 
their ine.mbera receive at these olinio■, or J:>y direct flOlf ot i 
adequate tunda from heal th alli~c•• to public health departm•nts 
for th••• patient~apecitic clinical ■ervioH. 

6. Integration of Puhlig Health ;tnt;o;v•ot;ions 
into Health Care Qeliy•rv 

! 
In 4afining the rang• ot clinical aerv~o•• to be included in •~ 

the basic benefit• package, th• health care retorm legi■lation 
ahould make olear the reapon1ibility oe health plans to integrate , 
public hea-lth meuu.ea into the del.ivery of oliniQal ■ervioea, 
Thia 4oe• not mean that health pla.rua theruelve1 muat conduct I 
oontaet tracin9, partner notifi cation, lead atiatemant inapection1, .; 

• and dil'f)ctly-obaerved therapy. tt does mean, howev•r, that quality ~ 
•••ur-.noe proo•••• • ■hould meaaur• how well heal th plans haTa 1 

integrated linkages to th••• public health aervic•• into clinical · · 
care. state and loc:al publio health, departments, depending- on 1 

local needs and diaeaae prevalence, muat retain the ability to ·~ 

.. 
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require clinical aervice provider• (health plan,) w:Lt.n:i.n their 
. jurisdictions to integrate publig healt:h measures into clinical 
. care. 

we hope that this summary ot o~r di■cu••ions with you proves 
. useful as you continue work on the health ~eform issues . we are 
· happy to provide further assistance on th••• or other issuee, an4 
'we thank you ac;a:1.n for your time and inter••t in the■e public 
: heal th concerns. 

.. 

** TOTAL PAGE.006 ~* 
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AMERICAN SOCIETY OF 
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: .. , 

July 8, 1993 

Tor 

From: 

Res 

Jainoa Curran, MD, Kriatin• G4abbie1 ~nd S, Greenberg, 
MD, Pho; Marqar$t 11ambur9, MO, it.Obert Kingdon, Jennifer 
tlein: Joyce t,a■h()tf, MD, 3oann• LUJcomnik, MP; William H. 
Mcl3eath, MDI J, Michael McGinnie, M01 Miaha.el' Osterholm, 
PhO, MPB7 aelen Rodrigu•~-Trias, MD; Allan Rosenfield, 
MDJ Altrod Sommttr, MD 

Lawreno• o. Clo•tin, JO 

Ta•k Force on Health Cara aeform & Public Bealth 

J: wal1t to (!j~pres~ my o.ppr-acil.\t i.tJn f.r;ir. yo~r r ich contr!.butions 
•t th• me•tin'J on publio health for t.ba 'l'4ak Forc,e on ~ationa.l 
-Health care Retorm. wa also felt t~at ·th• meeeing with Aasist.n~ · 
secretary, Phil Lee, ~nt exoept1ona11Y.,well. 

J l •I•~ • 

Mark aarnea,. in aon,ult•tion Witb m•, d~att•d th$ en0losed latter 
which is intended to proYide & record of our discu••ione. we 
thought that auch a letter could be helpful to the oepartment of 
aealth and Human servlo•• · and the Ta•~ Porc4 oa National Health 
Care Ratorm. as the Bill went thr0u9h Congrs••· We .ara inviting 
each muiher of th• public health group that met to sign the letter. 
could you phone (212) 1ae.s2,1 or t.ax (212) 964~0472, Mark Barntia' 
oftioe by Monday, July 12, 1993 SiOO P~ it you wi•h to ~•v• your 
naine on the lett•r? ~ 

,. 

Again, thanka for all your halp with the publio health aspect• ot 
health care reform.. 

\ I 

: . 

. . ' 
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J\lly 7, 1993 

Philip R. Lee, M.O. 
Aotin9 A••i1tant Secretary for Health 
United States Department ot Health and Hwnan Services 
HHH Buildin9, ROOffl 716G 
200 Independence Avenue, s.w. 
Washington, o.c. 20201 

Dear Dr. Lee: 
.. 

We are 9ratetul for your time and attention during our meeting 
on June 25, in which we ■hared our common concerns regarding the 
tat• ot public health programa under the health care retom 
propoaals. AS you know, many of u• have worked for several month■ 
with the Health Care Reform Ta1k Force. During that time and 
during our meeting with you, parti cular concerns emerged about how 
public health proqraina and policiee will be treated ae health care 
reform proceed■• The•e concern■ include, ct course, the fate of 
preventive clinical aervice1 in the basic benefit• package, but 
also include other public health intervention■, both populati on­
wide (such a• education and prevention) and patient-speotfic (auoh 
a■ treatment for aexually-tranamitted diaease■ and tuberculo1ie, 
directlr-obaerved therapy for tuberouloai• patients, contact 
tracing and partner notification, and . lead te•ting and abatement 
efforts). 

The concern• that we discussed with you, and that we know you 
a.nd many member• ot the Public Health Service •hara, fall into six 
cate9oriea, as outlined below: 

1. Public Health BOP;••cbtation on tb• National Health Board 
Public health ia■ue■, from clinical preventive services to 

population-wide prevention interventions to patient-specific 
interventions (L.SL., screening, contact tracing, directly-observed 
therapy, environmental hazards abatement} must be front and center 
in the agenda of the National Health Board that i• expected to be 
formed aa the deci■ional body for the health care reform plan. 
Thia goal can be accomplished in 1everal different ways within the 
Board atruoture, either (1 ) by statutory language direotin9 the 
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Board to take all aotiona with a view toward public health 
consequence• and preventive etf eota, ( 2) by requiring in the 
enabling leqialati on that publio health expertise be represented in 
apeoitic waya in the membarahip of the Board, and/or (3) by 
eatabliahing in the implementin9 leqialation a separate public 
health panel of the Board, who•• reapon■ibility would be to advise 
and consent on Board decision■ with significant public .health 
impact. 

2. runding tor Public Health Programs 
Public health functions should be funded in aome set-aaide or 

percentage way in the health care reform package. According to 
information compiled by both the Public Health Service and by the 
Council of State and Territorial !pidemiologiata, core public 
heal th function■, including the moat basic tunotion of disease 
surveillance, have been drastically underfunded, Th• goal here 
should be to fund core and cost-effective public health tunctions 
from aome modest set-aside from premium collections, while 
requiring maintenance of effort on the atat• and local level■ as a 
precon~ition for receipt ot any new fund•. 

3. o~olity A■1ur1nc1 for Publig BtDltb ProqrM11 
In order to justi fy enhanoed expenditures tor public health 

etforte, public health intervention■ on both the population and 
patient-specific levels ■hould be aubject to quality assurance 
measurea, which might include outcomes mea■ures . Developing such 
measure■ will be ditticult, since public health 1uooess is mea■ured 
by disease that does not oocur, and ia therefore defined .by 
phenomena that are extremely difficult to capture. At the same 
time, however, public health ■hould begin to develop these 
measure■, in order to aasure efficiency and effectivene■s, and in 
order to develop cost-ef'feotivenes1 comparison• with patient­
■pecitic health care delivery. It may well be, for example, that 
directly-obaerved therapy for tuberoulosie patient■, partner 
notification for HIV/AIDS, or environmental inapectiona tor acurcea 
of lead poiaoning in children are more coat-effective than funding 
for variou• other tuberculp■ia, HIV, or lead poisoning-related 
service• in the basic benefit• package, If 10, funding clearly 
should be •hiftad toward auch public health programs and away from 
less etfective, patient-apeeific health care delivery. For theae 
reaaona, health care reform legialation, if it includes ••t-asidea 
for public health fundin9, should require quality aa■uranoa 
proc•••e• for public health intervention■ that are funded from 
premiums. 

4. Public 6111th Moa■uroa for Quality A••YtOD9• of Health Plana 
Public health indices, such as ov■rall m•a•ure• of the health 

ot various populations, ahould also be included in the quality 
a1111urance meohani•m• for health plans. In other words, the 
aggregate effectivene•• of individual health plan• may be gauged, 
at leaat partially, by the health 1tatu1 and health trend■ of their 

WdOL :£ £8-8 -L 30Idd0 ·~wwoo HOO :A9 1N3S 
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patient population•. In this way, public health etatiatica and 
di■ea•• surv•illanoe proc•••e• can asaiat quality as■urance 
mechaniams for health plans. 

s. survival of 1111ntial community Provider• (ECP■ > 

Publio health department• have developed and continue to offer 
an array of clinical aarvicea targeted toward interrupting 
infectious di1ea•• and abating source■ of environmental and 
occupational diaease. Thea• aervioea include tuberculoai• clinics 
(linking patient• to contact notification, directly-obaerved 
therapy, and drug-1uaceptibility t■■tinq), HIV counseling and 
teatin; (linking HIV-infected persona to partner not:Lfioation, 
prevention counseling, and HIV primary care), sexually-transmitted 
disease clinic• ( linking patients to contact tracing- services), 
sohool nursing and child health proqrama (ensuring immunizations, 
acreening children for di■eaae, and wh•re appropriate, linking 
children and families to environmental inap■ction and abatement 
programs), and contraceptive and prenatal oar■ pro9rams (often 
treating patients anonymou■ly or paeudonymou1ly). It is e■sential 
that these public health olinical aervioes ■urviv• the enactment of 
health care reform legislation, since they are vital, proven links 
to disease prevention. 

The rationale• for ensuring the continuation of these aervioes 
and ensuring that the•• service■ are paid for through health 
alliance premiums includer (1) economi•• of soale, (2 ) diaeaae­
specifio expertise not otherwiae readily available in primary care 
settings (.l...&JL., tuberculo■ia), (3) the ••sential linkage• to public 
health intervantiona, (4) the special need to serve undocumented 
person■ who apparently will not othe:z:-wi■e be covered by health 
plans, and ( 5) the likelihood that if not reianburaed through 
premiuma, unacrupulous health plan• will "dump" their own patient• 
onto thia fra9ile service delivery ■y1tem. These •ervioea ahould 
be protected and funded in~th• health care reform packaqe, most 
easily by requirin~ health plan• to reimbur■e for the aervioes that 
~eir members rec■i ve at the■• clinic■, or by direct flow of 
adequate fund■ from health alliance■ to public h•alth departments 
for these patient-1pe0ifi c clinical ••rvioea . 

6. Integration oc Public Health Intervontion1 
into Htalth care Ptliyary 

In defining the range of clinical service• to be included i n 
the ba■ic benefit• package, the health care reform legislation 
should mak• clear the r•■ponsibility of health plan■ to integrate 
public health measures into the deli vary ot clinical aervioea. 
Thia does not mean that health plan■ th•maelvea must conduct 
contact tracing, partner notification , lead abatement inapections, 
and directly-observed th•rapy. It doea mean, however, that quality 
aa1uranee process•• should mea■ure how well health plans have 
inte<Jrated linkages to the•• public health ■ervice■ into cli nical 
care. State and local publio health departments, depending on 
local needs and disease prevalence, must retain the ability to 

.. 
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require clinical set-Vice provider• (health plan■ ) within their 
juri14iction• to integrate public heal th mea1ure1 into clinical 
care. 

we hope that this summary of our di■cruaaion• with you proves 
uaeful a■ you continue work on th• health reform i■■uea. We are 
happy to provide further a■aietance on these or other issues, and 
we thank you again tor your time and intera■t. in the1e public 
health oonoerns. 

With warm regard•, 

.. 

.. 
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BDTiroaaeat, S.ffff ud Bealtla .ldTiaorf c= t•.ue (MDC) 
llellbera!alp Llat 

ltriatine M, Ge~~i• 
606 Liily Road, •.1., 1723 
Olyapia, WA 98506 
Phones (l06) &59-&956 

David AdcoeJc, ND, NPB 
Chairaan, Department of Radiation 
Sohool of *dici.JI• 
Uni•eraity of South Carolina 
Colaabia, SC 29208 
PhoDe: (803) 733-3295 
PAX, (803) 733-1509 
(Contact: <:arolp) 

Patricia A. Buffler, Ph.D. 
Office of the Dean 
Room 19, Barl Warrea Kall 
School of Public Health 
University of California 
Berkeley, CA .9&770 
Phone: (510) 6&3-8,51 
PAX& (510) 613-5676 
(Coataot1 Margaret Martin) 

Jim B. Lllppuag 
J>ireotor of Safety and Health 
Building and Conatructioa !rad•• Department 
APL-CIO 
815 16th Street, R.w., Suite 603 
waahi.ngtcn, o.c. 2000& 
Phone: (202) 3,7-1C61 
Fllt (202) 628-072& 
(Contact: Jennifer) 

Jeffrey&. Lee, Ph.»., CIB 
RockJ NowltaiA Center for Occupational 

and Bnviroaaeatal Medicine 
University of Utah 
Salt Lake City, UT s,112 
Phoue: (801) 581-8719 
PAX: (101) 581-7224 
(Contact: Judy Ariagton) 
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lllen J. Mangione, M.D., M.P . B. 
Colorado Department of Bealth 
Division of Di••••• Control an4 

Bnvironmental Bpidemiolo91 
,300 Cherry Cre•k Dr. South 
Denyer, co 10222-1530 
Phone: (303) 692-261, 
FAX: (303) 782-0904 
(Contact: Marily11 Roberta) 

Mr. Tad McCall 

TO 

Acting Deputy Aaaiatant Adainiatrator 
for Pe4aral Facilities lnforcement 

Bnvironaental Protection A9911oy 
&01 M Street,•·"· 
Ra. 1035 W. Tower, Mail Stop Ll-133 
Washington, D.C. 20,&o 
Phone, (202) 260-,563 
PU: (202) 260-0500 
(Contact, Teresa) 

Rear Adaira l J. Donald Millar 
Director 
Rational Institute for 
Occupational Safety &Ad Health 
Center■ for Di••••• Control 
Mail Stop 136 
Atlanta, GA 30333 
Phones (60') 639-3171 
PU: (60') 639-2196 
(Co11taot1 Linda Wade) 

Jolua w. Poston, Ph.D. 
Bead, Departaent of •uclear 

Bngi11eering 
Tezaa AUi university 
College Station, n ?78,3-3133 
Phouez ('09) 845-Cl61 
Fll: (609) 845-6443 
(Contact: ADD Walliaford) 
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Mr. Shel&Son Sunaels 
Director of Safety, Bealth 
and BAT1ronaent 

TO 

Induatrial Union Department (AFL-CIO) 
Workplace Bealth Fund 
115 ltth Street, •.w. 
waahin9toD, D.c. 20006 
Phone: (202) 1,2-7830 
Fllr (202) e,2-7831 
(Contact, Regina) 

Nr. Raa4olpb Wood 
Direct.or 
Departaeot of bYiromaeatal Control 
State of Rebra•k• 
Suite ,oo ~h• Atri\111 
1200 • Street 
Lincoln, H Gl508 
Phones ('02) ,11-2181 
PUs ('02) ,11-2909 
(Contacts Belen Snook) 

Jaae■ P. !lac••• 
Benford Bduoation Action Le&glUI 
1720 • • Aah Street 
Spokane, WA 99205 
Phoaea (509) 321-3370 
Pax •o. : (509) 326-2932 

DOB 8Dff 

Geoffny Judge 
Acting Deputy As■i■tant Secretarr for 
Plam1ing and Adainiatration 
Office of lnviroDMat , Safety an4 Bealth 

Loretta '1011119 
Office of Pl&DAing an4 Adaiaiatration 
Office of IIDYiro-Dt, SafetJ and Bealth 
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DEPARTMENT OF HEALTH & HUMAN SERVICES 

JUL 2 I 1993 

Public Health Service 

Office of the Assistant Secretary 
for Health 

Washington DC 20201 

SUBJECT: MEETING ON STATE REFORM AND PUBLIC HEALTH 

{ I am pleased that you will be able to join the Assistant Secretary for Health for) 
a meeting on State health car:e reform and the public health system. The ~ 
meeting is scheduled for Thursday, July 29, 1993, from 1:00 until 5:00 P.M. in 
the OASH Conference Room (Room 729G), Hubert H. Humphrey Building, 200 
Independence Avenue, S.W., Washington, D.C. 

As you are aware, States are currently enacting a broad range of initiatives to 
achieve the goals of health care reform. These differ in tenns of coverage, 
benefits, cost controls, insurance reforms, delivery system reforms, and data 
system enhancement. If national reform is enacted, certain elements (e.g., 
coverage, benefits, insurance reforms, and data standards) are likely to be 
uniform across the country. But if States are given flexibility in other areas, 
there will probably be substantial differences in the way costs are controlled and 
the delivery system is structw-ed. 

The purpose of this meeting is to get a better understanding of how different 
constructs for reform effect the extent to which public health objectives can be 
met and the ways in which these objectives can best be achieved. The meeting 
will begin with representatives of various States briefly describing their reform 
initiatives, focusing on elements related to improving the health of the 
population or reducing differences in health status across various segments of 
the population. Areas of particular interest include whether the reform: 

• changes the organization or funding for State and local agencies 
responsible for meeting public health needs; 

• improves data systems or the supply and training of personnel needed to 
meet public health objectives; 

• achieves universal access to care or comprehensive coverage (including 
preventive services, mental health services, and services related to 
alcohol and drug abuse); 
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• establishes local entities responsible for meeting the health care needs of 
defined populations of patients (e.g., regional purchasing alliances, 
health care plans, or community-based organized systems of care); or 

• sets explicit standards for public health objectives and holds local 
entities accountable for meeting them. 

Following these presentations, analysts with expertise in health care reform and 
public health will join State representatives in discussing the relationship 
between these different constructs for reform and the public health 
infrastructure. As part of this discussion, participants will be asked to address 
the following issues: 

• To what extent can individual- and population-based public health 
functions be met by the mainstream delivery system under each type of 
reform? Which reform elements facilitate moving in this direction? 

• How will/should the roles of State and local public health agencies 
change under each type of reform? What will be required to make them 
most effective? 

• Which roles of State and local public health agencies are likely to be 
the same under all constructs for reform? Which are likely to vary? 

• To what extent are public health infrastructure needs likely to be the 
same under all constructs for reform? To what extent are they likely to 
vary? 

• How can the public health infrastructure can be made more effective in 
helping States meet public health objectives under reform? 

We look forward to seeing you on July 29. An agenda for the meeting and a 
list of participants is attached. If you have any questions, please do not hesitate 
to call me at (202) 690-7163. 

&an~ ,l$) 
Senior Advisor 

Attachments 



U.S. PUBLIC HEALTH SERVICE 
MEETING ON STATE REFORM AND PUBLIC HEALTH 

July 29, 1993 
1:00-5:00 P.M. 

OASH Conference Room 729G 
Hubert H. Humphrey Building 

AGENDA 

l :00 WELCOME AND INTRODUCTIONS 

1:15 HEALTH CARE REFORM AND PUBLIC HEALTH 

- Overview of Issues 
-- Objectives of the Meeting 

2:00 STA TE REFORM INITIATIVES 

-- Minnesota 
-- Vermont 
-- Hawaii 
-- Florida 
-- Oregon 
-- Oklahoma 
-- South Dakota 

3:15 BREAK 

3:30 ACHIEVING PUBLIC HEALTH OBJECTIVES UNDER DIFFERENT 
CONSTRUCTS FOR REFORM 

-- Role of the Mainstream Delivery System 
-- Role of Public Health Agencies 
-- Infrastructure Needs 

5:00 ADJOURN 



U.S. PUBLIC HEALTH SERVICE 
MEETING ON STATE REFORM AND PUBLIC HEALTH 

July 29, 1993 
1:00-5:00 P.M. 

OASH Conference Room 729G 
Hubert H. Humphrey Building 

PARTICIPANTS 

Leigh Brown, J.D., M.P .H. 
Policy and Program Director 
Commission for Oklahoma Health Care 
800 Northeast 15th Street. Suite 342 
Oklahoma City, Oklahoma 73104 

Jan K. Camey, M.D., M.P.H. 
Commissioner 
Vermont Department of Health 
P.O. Box 70 
Burlington, Vennont 05402 

Douglas M. Cook (invited, but not confinned) 
Director 
Agency on Health Care Administration 
Suite 301 Atrium 
325 John Knox Road 
Tallahassee, Aorida 32303 

Richard E. Curtis 
President 
Institute for Health Policy Solutions 
1133 20th Street, N.W., Suite 270 
Washington, D.C. 20036-3408 

Robert A. Fordham 
Program Officer 
Milbank Memorial Fund Regional Office 
18655 Pier Point Place 
Gaithersburg, Maryland 20879 

Mark Gibson (invited, but not conf"mned) 
Fonner Executive Assistant to the President 

of the Oregon Senate 
12501 Fishback Road 
Monmouth, Oregon 97361 

Telephone: (405) 271-2510 
FAX: 271-4125 

Telephone: (802) 863-7281 
FAX: 863-7425 

Telephone: (904) 488-1295 
FAX: 488-1261 

Telephone: (202) 857-0810 
FAX: 857-0833 

Telephone: (301) 926-1155 
FAX: 670-9416 

Telephone: (503) 838-0997 
FAX: 838-2750 



W. David Helms, Ph.D. 
President 
The Alpha Center 
1350 Connecticut Avenue, N.W., Suite 1100 
Washington, D.C. 20036 

-2-

John C. Lewin, M.D., M.P.H. (invited, but not confirmed) 
Director of Health 
Hawaii Department of Health 
Kinau Hale Bulding, 3rd Floor 
1250 Punchbowl Street 
P.O. Box 3378 
Honolulu, Hawaii 96801 

Mary Jo O'Brien 
Deputy Commissioner 
Minnesota Department of Health 
717 Delaware Street, Southeast 
Minneapolis, Minnesota 55440 

The Honorable Cindy Resnick 
Chair of Health Committee of NCSL 
Minority Leader 
Arizona Senate 
Capitol Complex, Senate Building 
1700 West Washington, Room 213 
Phoenix, Arizona 85007 

Barbara A. Smith 
Secretary of Health 
South Dakota State Department of Health 
445 East Capitol Avenue 
Pierre, South Dakota 57501-3185 

Shoshanna Sofaer, Ph.D. 
Associate Chair for Research 
Department of Health Care Sciences 
George Washington University 
2150 Pennsylvania Avenue, Room 2B-403 
Washington, D.C. 20037 

Carl Volpe 
Senior Policy Analyst 
National Governors' Association 
444 North Capitol Street, N.W., Suite 267 
Washington, D.C. 20001 

Telephone: (202) 296-1818 
FAX: 296-1825 

Telephone: (808) 586-4410 
FAX: 586-4444 

Telephone: (612) 623-5712 
FAX: 623-5794 

Telephone: (602) 542-5993 
FAX: 

Telephone: (605) 773-3361 
FAX: 773-5683 

Telephone: (202) 994-4556 
FAX: 994-8531 

Telephone: (202) 624-7729 
FAX: 624-5313 
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FEDERAL 
Brian Biles, M.D., M.P.H. 
Deputy Assistant Secretary for Public Health Policy/PBS 
Humphrey Building - Room 715H 

M. Joycelyn Elders, M.D., M.P.H. 
Surgeon General-Designate 
Humphrey Building - Room 736E 

Clifton R. Gaus, Sc.D. 
Senior Advisor/OASH/PHS 
Humphrey Building - Room 712G 

Kristine Gebbie 
National AIDS Policy Coordinator 
c/o National AIDS Program Office 
Humphrey Building - Room 7380 

Roz Lasker, M.D. 
Senior Advisor/OASH/PHS 
Humphrey Building - Room 718E 

Philip R. Lee, M.D. 
Assistant Secretary for Health 
Humphrey Building - Room 7160 

Douglas S. Lloyd, M.D. 
Associate Administrator for Public Health Practice 
Health Resources & Services Administration/PBS 
Parklawn Building - Room 14-15 

J. Michael McGinnis, M.D. 
Deputy Assistant Secretary for Healtp 
(Disease Prevention and Health Promotion)/PHS 
Switzer Building - Room 2132 

Ray Nicola, M.D., MHSA 
Associate Director, Public Health Practice Program Office 
Centers for Disease Control and Prevention 
Atlanta, Georgia 30333 

Larry T. Patton 
Director, User Liaison Program 
Agency for Health Care Policy and Research/PHS 
2101 East Jefferson Street 
Rockville, Maryland 20857 

Telephone: (202) 690-5824 
FAX: 690-8344 

Telephone: (202) 690-8335 
FAX: 690-6198 

Telephone: (202) 401-7736 
FAX: 690-6960 

Telephone: (202) 690-5471 
FAX: 690-7054 

Telephone: (202) 690-7163 
FAX: 690-5432 

Telephone: (202) 690-7694 
FAX: 690-6960 

Telephone: (301) 443-4034 
FAX: 443-2605 

Telephone: (202) 205-8611 
FAX: 205-9478 

Telephone: (404) 639-1900 
FAX: 639-1920 

Telephone: (301) 227-6668 
FAX: 227-6035 



The Secretary of Energy 
Washington, DC 20585 

August 2, 1993 

Ms. Kristine M. Gebbie, RN, MN , FAAN 
Office of the National AIDS Policy Coordinator 
Hubert Humphrey Building 
200 Independence Avenue, SW 
Washington, DC 20201 

Dear Ms. Gebbie: 

It is with regret that I accept your resignation as 
Chair of the Environment, Safety and Health Advisory 
Committee. Your contribution to improving the 
Department of Energy environment, safety, and health 
programs is very much appreciated . We welcome your 
continued interest in the Department of Energy public 
health-related activities and will continue to solicit 
your advice. 

Best wishes for success with your appointment as the 
National AIDS Policy Coordinator . 



THE JOHNS HOPKINS UNIVERSITY 

Program of Infectious Disease 

DEPARTMENT OF EPIDEMIOLOG )' 

August 4 , 1 993 

Christine Gebbe 
National AIDS Policy Coordinator 
750 17th Street N.W . 
Washington D.C. 20503 

Dear Ms. Gebbe: 

SCHOOL OF HYGIENE A ND PUBLIC HEALTH 

624 North Broadway Suite 763 • Baltimore, Maryland 21205 

Thank you for your time on Monday. I enjoyed having the opportunity to meet you and 
discuss the exciting work of your office. As I mentioned, I hope you will not hesitate 
to let me know if I can be of any help to you. 

I understand that you are in the midst of determining what your future staffing needs 
will be. To give you some additional information concerning my work I am enclosing a 
list of references. 

Please call me if I can provide any additional information. 

Sincerely yours, 

/7' ch~ 
Liza Solomon DrPH 



JOHNS HOPKINS 
UNIVERS IT Y 

Liza Solomon 

\ 

School ot Hygiene and Public Health 
624 N. Broadway, Suite 894 
Baltimore MD 21205 

Department ol Epidemiology 
Infectious Diseases Program 

Ms . Christine Gebbe 
Nat ional AIDS Policy Office 
750 17th Street, N. W. 
Washington, D. C. 20503 

l' 
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J 
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KRISTINE M. GEBBIE , R.N., M.N., F.A . A.N. 
NATIONAL AIDS POLICY COORDINATOR 
DEPARTMENT OF HEALTH & HUMAN SERVICES 
Room 729H Humphrey Building 
200 Independence Ave . , S.W. 
Washington , D.C . 20201 

DAY 'frursdly DATE __ J'lLg.s __ t_ 19_, _1_99_3 ___ _ ______ _ 

TIME l:OO p.m. LOCATI ON Rn. ?l6-G, 1-fH B]OJ. ---- ----~ 
SUBJECT __ M:e_ ~_· __ m_ I-m_ Jfu_ ea:re __ f€fa:on ___________________ _ 

PARTICIPANTS : 
Drs. Ire, Eker:s, H:rrerscn, I.asker, Biles arrl Cliff G3l.B will ra p:n:ticip3.t:irg. 
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From : Roz Lasker ,f-' 
Subject : Public Health Initia tive / Underserved 

Date : 8 /18/93 

Attached, please find a draft of the revised underserved paper 
(now called Public Healt.n Initiatives to Ensure Health Care 
Access) as well as a br ief overview of all of th~ draf~ . Puolic 
Health Initiatives , whi ch puts the propos ed access program$ int o 
a broader context. 

The draft paper reflects the d i scussion du:r·ing our meeting las<: 
week and is intended to be a springboard for discussion at 
tomorro~ 's meeting . The strategy- was developed by a cross ­
cutt ing group representing many perspectives , who all look 
forward to your comments to guide their future ~fforts . 



~ - 19-1993 10: 45 FROM NAPO 202-472-70.."'4 TO 96321096 P.03 

OVBRVIBW OP Pl111L%C UAL'l'B DrI'l'IAT:IVBS 11Nl>ER JtBPORK 

GOAL : Reinvent public health to work efficiently and in concert 
with the reformed personal care delivery system to: 

• 

• 

• 
• 
• 

improve the health of the.American public at an 
affordable coat; 

reduce disparities in health status across different 
sectors of the population (e.g., socioeconomic status, 
geographic region); 

address community health problems. 1 1 
~c;LL.te ~ ~ce...a~\.z-~* ~ &. ~..L,-\-1)1'<~ 

TD S'1'Jtmm'l'HS OP '1'BB ND DBLIVBRY SYSTEM: . ~~c..J~'O'\LSb,. 

access to comprehensive services for all; 

regional alliances and health plans responsible for 
providing services to defined populations; 

alliances and plans capable of reaching out to 
consumers and providers in their populations, providing 
them with information about prevention and appropriate 
use of services, and facilitating coordination of care; 

• financing and payment system that rewards alliances and 
~ plans for keeping their populations well . 

~ • ~ ~~:½-~ ~ ~ S~~~+-{~,\olw\f't'\~ c;.,..ru~CAL-br.oc:JJ 
ST:RBNGTJmN Mil JlllORIBNT 'mL:tC! mL'l'll '1'0 PJtOVIDB v-&AL SUPPORT ~ 
POR THE RBPORDt> DllLlVSRY IYSTD« 'l"DOVGB '1'BB POLLOWING PROGRAMS : 

I. Pormula grant• to atat•• to •trengthen p,.ablig bealth core 
function• 

Purpose: (1) to enable connnunities to maintain a strong 
defense agains t preventable diseases and condi tions; (2 ) to 
work with the delivery system to addres9 local problems as 
they arise ; (3) t o monitor and assure that all segments of 
the local population have access to needed services. 

Functions supported: 

-- Health data collection, surveillance, monitoring 
-- Accountability for servi ce delivery; quality 
assurance 

Protection of environment, housing, !ood, water 
Investigation/control of diseases and injuries 

l 
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-- Community i nformation, education, mobilization 
-- Laboratory services 
-- Training and education of public health 
professionals 
-- Leadership, policy development, administration 

(Note: does NOT include outreach £ervicea) 

~~- Competitive ~rant program to •upport innovative •trategiea 
_1h. for addreaain9 priority health needs of regional and nation~l 

p•ignifiaance ~ OJ!A,;e»hhj ~f t,f-P2oo0~at..) ~ , 

Purpose: to sup rt the)development, testi~, and _e "'>f'~ 
dissemination of intervention~hat l ink p l ie he&lth and 
the personal care delivery system in reducing the 
incidence/prevalence of high priority conditions (such as 
infectious diseases, chronic and environmentally• r~lated 
d iseases , health related behavior, etc. } 

Recipients: funds go to State and local government agencies, 
not - for- profit organizations , and research institutions, 
targeting the most needy geographic areas and population 
groups. 

III. Pederal fund• to •upport the development of a uniform 
iAformation •Y•tem. 

Purpose: (1) to consolidate currently fragmented public 
health data systems and integrate these systems with the 
regional a nd national data network derived from the personal 
car e delivery system; (2) to assure that the elements and 
refined codes/ definitions included in the data network f rom 
the delivery system support public health funct ions to the 
greatest extent possible. 

IV. Pederal programa to enaure aoce•• to needed aervicea 

---::::p;; ~A. Mandated reimbursement to designated •••ential community 
VJ providers (ECPa) for aervices ~ vided to p lan enrollees. 

Mandate in place for five year~during which time ECPs 
integrate with health plans or f orm new community-besed 
plans. 

s. Federal grants and technical support to expand capaci ty 
in underserved areas through the devel opment of practice 
network• and health plane. 

C. Expansion of the National Health Service Corps and 
related programs to reduce the s hortage of primary care 
providers in medically-underserved are as . 

D. Formula grant program to Statee to ensure acoeaa to 

2 
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needed •ervioe• in sparsely- populated areas and fer hard- to­
reach populations (As current categorical programs and 
formula grants are phased-out, those funds will shift to 
this program) . 

Services supported : 

outreach and enabling services 
personal health services a t first contact 
l inkage to providers and health plans 
linkage to community health and social services 
advocacy and follow-up 

Targeting of populations /conditions: Funds used t o 
correct dispariti es i n access and health s tatus 
according to population subgroups in each State. 
Accountability linked to monitoring and improyement in 
aece9s and health status indicators. 

Recipients of funds : States can allocate f unds to free­
standing public and community-based organizat i ons 
{including school-linked clinics), providers, health 
plans, or r.egional alliances. 

E . Mental health/aubatanc• a.bu•• 

F. Indian Bealth Service 

G, 'O'ndooumcted P•••ou1 

V. Pormula grant to States (fw:i.ded through mtS and Department of 
Education) to cupport. co=prehen•ive health education in grades .K-
12 in bigh-~i•k •ohool• 

Grants given t o State Departments of Education with a 
requirement to contract with State Health Departments. 
Focus of curricula and accountability linked to Healthy 
Peopl e 2 000 objectives . 

Other components of school health initiative funded through 
other PHS programs : 

community health educat ion -- cover ed in !orm~la grant 
to strengthen core functions 

school -based service del ivery -- funded through formula 
grant to ensure access to needed services 

researeh, development, and dissemination of curricula 
geared t oward specific problems or population groups -­
funded through competitive grants addres sing pri ority 
health issues . 

3 
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PUBLIC DAI,'l'B SBRVICB DnTIATIVES 
TO BNSVU: DAL'l'B CARE ACCESS 

x. Current •ituation 

A. Currently, major financial and non-financial barriers to 
health care reduce access for a number of population groups in 
American society. Access barriers are disproporti onately 
experienced by populations defi ned by i ncome or education; by 
t heir culture , ethnicity, language or r ace; by p lace of 
residence (e. g . rur al and frontier) ; by their lack of a s table 
resid~nc e (e.g . migrants and the homeless); by age (e.g . 
adolescents} ; or by t he natur e and severity of the health 
problems they face (e.g . HIV/AIDS, chronic me ntal illness, 
substance abuse, or serious disability). 

a. Populations facing such access barrie rs often have reduced 
health status and quality of life . I n r e spons e , the Public 
Heal th Service, as well as state and local government and 
charitable organizations , have funded o r carried out a wide 
r ange of programs t o address a ccess barriers, provide personal 
health services, and r educe disparities in health status . 
(See Appendix f or a brief description of curr ent DIDi.S access-
related programs. ) 

II . The Opport\1.Di ty and Challen51e of Health Care Reform 

A. Under health care reform 1 we can expect significant reductions 
in financial barri ers to access for Americans 

1. All Americans will ultimately have health care c overage 

2 . A standard package of comprehensive benefits will include 
treatment services, clinical preventive services , and 
some mental health and substance abuse s ervice s 

3, Regional allianees and health plans wi ll be responsible 
f or ma.king the full range of benefits covered i n t he 
benefi ts package a ccessible to all populat ion groups. 

B. However the reform is unlikely t o affect and eliminate a ll 
current barriers to health care and assure access to quality 
care, even when fully implemented : 

1 . Certain populations will remain uncovered 
undocumented persons} 

l 

(e.g ., 

'\ 
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2. Certain services will remain uncovered or only partially 
cove:i:·ed 

3. Health plans will be responsible for providing services 
to populations with whom they have little experience or 
expertise 

4 . Health plans will not have financial incentives to expand 
into low-populae ion areas or to ensure t hat hard-to- reach 
populati ons get access to care 

5. Many barriers to accessing covered services will persist, 
including: 

a. Lack of providers and health p l ans in ooth rural 
and low-income urban areas 

b. Providers who find certain populations difficult or 
undesirable to serve 

c. Absence of integration and coordination between 
primary care and other providers and facilities 

d. Geographical barriers 

· e . Lack of transportation 

f . cultural/linguistic barriers 

g. Lack of understanding among consumers/patients of 
the need for or availability of services 

h. Resistance to use of services (which may reflect 1 

problems with providers, pati ents or both) 

i. care not available at convenient times 

6 . At the same t ime , many skilled, committed providers will 
not have the expertise and resources needed to 
participate effectively in a reformed delivery system 
based on insurance payments rather than grants 

7. Depending upon risk adjustment of premiums and mechanisms 
to assure accountAbility, it will be difficult to hold 
health p l ans, health alliances and states accountable for 
assuring access, quality and improved heal th outcomes f or 
historically vulnerable populations. This is 
particularly true in regions whe re such group~ are only 
a small fraction of the general population. 

2 
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c. In response to these opportunities and challenges , the 
proposed PHS initiative is designed to work in concert wich 
the reformed delivery system to improve health ca.re access f.or 
p reviougly underserved populations, thus achieving nat ional 
health objectives that we know will not be me~ if different~al 
levels of access persist . The proposed PHS i nitiatives are 
designed to: 

1. Support health alliances and health plans by providing 
cri tical outreach to and expertise in addressi ng 
previously underaerved groups 

2 . Assur e that health plans do their part in enrolling 
underserved populations and meeting their personal h~al th 
care needs · 

3 . Integrate organizations a nd professionals currently 
supported by public sector funds with health plans, which 
will benefit these providers by giving them s upport 
(a dministrat ion, information systems, coordination of 
care) and ready access to consultations (in person or via 
telecommunica tions) and specialized services 

4. Continue and expand programs to increase the availability 
of quality providers in underserved areas 

s . Utilize existing programs to ensure continuatio:1 and 
improvement of current levels of access during the 
transiti on period before the reform is ful ly implemented 
and operational 

6 . Gradually shift the emphasis o f publi c, non-premium 
funding streams away from delivery of personal health 
services covered in the benefit package and toward: 

a. Activiti es desi gned to enable, enhance and ensure 
access to c are by addressing persist e n t barri ers, 
e specially those faced by hard- to-reach populations 

b. Services not covered in the benefit package but 
essential for constructive participation in society 

These steps will set the stage for public health agencies a t the 
national, state and local level to turn their resources, expertise 
and creativity to carrying out the core funct ions of public health, 
described in a companion document. Linking the acces s initiative 
~ith strengthened core public health activities will lead to sol i d 
improvements i n health at the community level . 

3 
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l?I. Propo••d PBS health acoe■a i~itiativ•• 

A. To achieve these goals, the PHS will undertake several key 
ini,:iatives. Some are initiatives designed for immediate 
implementation to support transition to a reformed delivery 
system. Others initiatives will be phased in gradually, as 
implementation proceeds and the reformed system is 
consol idated. 

1 . To assure access and continuity of care f or underserved 
populations and residents of areas in which shortages of 
physicians and facilities exist, established health 
providers (including Federal grantees, providers 
supported by State and local government , as well as 
independent practitioners and faci lities operating in 
underserved areas) may apply to the tmS for designation 
as essential providers. 

a . 

b . 

Designation of quality facilities and professionals 
as essential community providers will assure 
payment for needed, covered services they provide 
to health plan enrollees. The reimbursement rates 
will coincide wi th Medicare payment principles 
&pplied t o federally qualified health cent e~s and 
rural health clinics. 

This designat i on process and reimbursement policy 
will be in effect f or 5 years. During this time , 
such 1'roviders will either be incorpor a t ed into 
health plans, or join together to create new, 
community-based health p l ans. (Note : Designation 
for less than S years i s like ly to result in 
incomplete integration of such providers and set 
the stage for a. "self- fulfil ling prophecy" 
regarding the impossibility of such integrat ion.) 

2 . The integration of essenti al providers and the expansion 
of new providers into med.ically -underserved reg ions will 
be further enhanced and ensured through a new prog+am of 
Federal grants and technical support to expand capacity 
by developing practice networks and health plans 
{including Federal grants and direct or guaranteed loans 
for capital infrastr..1cture development for public and 
non•profit facilit ies) . 

3. Expansion of the National Health Service Corps and 
related programs t o reduce the shortage of primary care 
providers in medically underserved areas 

4 
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4 . During the early years of reform i mplementation , 
continued funding of Federal categorica l programs and 
f o rmula grants providing personal heal th services to 
specific p opulations facing barriers t o care will 
continue . 

a . These programs include: 

i . Community/migrant health centers 

ii . Ryan White CARE programe 

iii . Health care programs f or the ho meless and 
residents of publi c housing 

i v. Family planning programs 

v. Demonstration programs and special initiatives 
{e.g. healthy start ) 

· v i . Maternal and child health block grants 

vii. Rural health outreach program 

viii.Transition grant program 

. .:... 

, / ix. Essential access community hospital and 
~ p~imary care hospital program 

~ 1 . I, ,:x . R.ural health clinics - I , .. 
. ~...-S~-hW... ~ \:::aw '1S' • - .-.. ~ r1',.. f• 2:.-. '-""'- S\..Lc,vt ~ ""-. 

b . The need f or Federil categorical f unding of persona.1 
health services will decline as covered services are paid 
for by plans and as providers become integrated into the 
mainstream deliv ery system . As t he se categorical 
p rograms are phased out, f unding will be shifted to the 
proposed PHS access initiative below. 

Note that related papers cover initiatives addressing support f o r 
core publi c health functions; basic services for American 
Indians/Ala skan Natives; mental heal t h and substance abuse 
services; and services for undocumented persons . 

s. The PHS will develop a long- term formula grant program t o 
States to ensure access to needed servi ces f or hard- t o­
reach populations. 

a. This formula grant will cover 

5 
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1. Outreach and 
transportation, 
child care) 

enabling s ervices (e.g. 
translation/interpretation, 

ii. Personal healt~ services needed at first 
contact 

iii. Linkage to hea lth plans and p:!"oviders (e. g. 
enr ollment, information and referral) 

iv . Linkage to needed community health and social 
services 

v . Advocacy and follow- up services 

b . Formula allocations will be based on demographic 
and need factors 

e. To encourage maintenance of current State and local 
efforts addressed to underserved populations, 
States will be required to match Federal funds a& 
t he basis of a formula to be developed 

d . To assure accountability, State and local public 
health departments (overseen by PHS) will follow 
local indicators measuring access to needed 
services for population subgroups as well as health 
statue measures from Healthy People 2000 that are 
closel¥ linked to a ccess to care 

e. To obtain funds, States must submit plar.s showing 
how they will address disparities in access and 
health statue according to population subgroups in 
their area, and demonstrat.e impr ovement in thes e 
measures over time 

f. This initiative will be funded by a combination of 
set-aside s from premiums and grant revenues 
previously allocated to categorical progra.tns or 
program-specific formula grants. Funding for the 
long-term access initiative i ncreases as funding 
for categorical programs declines over time 

g. States will be able t o allocate resources from the 
formula grant to f ree- standing public and 
communit.y-based organizations, and to health 
alliances, health plane, or specific providers. 
These resour ces ca.n be used to supplement and 
enhance those f lowing from pr emi um dollars , in a 

6 
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manner most strategic and appropriate for the 
circumst&..~ces in a given community. 

B. Rationale for a transition from categorical to formula grant 
funding 

1. Categorical programs have been initiated to assure that 
the special needs of a particular population are being 
adequately served. The unreformed delivery syst em was 
seldom hel d accountable for performance . Unlike other 
constructs for health care reform, the Administration's 
proposal makes it possible to hold specific entities 
accountable both for overall connnunity health and for 
addressing special needs and special populati9n groups. 
With strong accountability and quality assurance systems, 
categorical funding will no longer be required to assure 
that needs &re being met. · · 

2. In common with the current specialty- dominated personal 
care system, t he extant categorical based programs that 
have dominated public health programs are wasteful o~ 
resources. Both personal care and public health have 
encouraged unnecessary duplication of infrastructure 
while lacking an integrated approach to patient- and 
population-based problem solving. A formula grant system 
wi ll 

a . 

b. 

c. 

Allow State and local health departments and 
communj_ty-based organizations to tailor their 
programs and activities to t he varied health needs 
and problems of different areas of the country 

Provi de health departments the flexibility to 
r espond promptly and vigorous l y to the emergence of 
a new health problem (e .g . HIV/ AIDS) or the 
recrudescence of a long-term problem (e . g . MDR/TB) . 

Encourage centralized planning and 
structures within health departments 
C!ommon application procedUI'es, data 
and reporting systems 

7 
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C'CJ'RRBNT DBBS P.ROQaAICS P•OVIDINQ 
PBRSON'AL BBALTH SBltVICBS 

TO POPULATIONS PACING WRXUS TO CARE 

1. Community and Migrant Health Center (C/MHC) program provides 
preventive and primary care, and case management of speci alty 
and hospit&l services in underserved urban and rural 
communities 

a. Each C/MHC is governed by a community board to ensure i t 
meets community neede 

b . In 1993 , 586 not- for-profit and public organizations 
received grants to operate 1,547 clinice that sf!rved 6.6 
million people 

c. 

d. 

e. 

£. 

FY 93 funding - $616 million; FY 94 request - $681 
million, with an expected 7 .1 million people served •-;;.. 

Adding t.he Health Services in Public Housing Program, 
with $9 million requested, 7.2 mi llion people would be 
served 

The C/ MHC authority is used to s upport i nfrastructure as 
well as services 

-In FY 94. $8 million is expected to be used for major 
capital projects, an additional $6 million for planning 
and community development, primarily through Stat e or ./ 
Regi onal Primary Care Associations 4' 

. . 

2 . Family Planning grants are authorized by Title X of the Public 
Health Service Ac t to provide fami ly planni ng services, 
including counse l i ng and c l inical services necessary t o 
prescribe contraceptives 

a . FY 93 funding - $159 million for 84 continuing grants to 
State and local governments ~nd not - for-profit 
organizations serving about 4 million women; FY 94 
request - $209 million 

8 
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3. Maternal and Chi ld Health Formula Grant , with its r~!lated set­
as!des , serves as the principal means of Federal aupport for 
States to i mpr ove the health of mothers and children 

a. FY 93 grants - $664 million, served 8. 2 million women a :1d 
ch ildren; FY ~4 request - $704 milli on 

4 . Ryan White CARE Act of l990 authorizes asai s t ance t o 
met ropol itan areas with large number~ o f repcrt ed AIDS cases 

a . To meet emergency service needs 

b . To improve the availability and organization of health 
care and s1.:.pplemental services for i ndiv idualt; infe cted 
with HIV 

c. To prov i de early i ntervention services at. co;-nmuni ty- ba sed 
or gani zations 

d. FY 93 funding - $348 million; 
million 

FY 94 request - $658 

5 . Healt h Care f or t he Homeless Program i mproves a cces s of 
homeless persons t o health car e resources 

6. 

a . · 1n 1 993 over 525 ,000 people were served by 119 gra n t e es 
in areas thac are easily a ccess ible t o homeles s persons 

b . FY 93 funding - $58 million; FY 94 request - $58 million 

Na tion a l Health Servi ce Corps (NHSC) p r ovides health care 
profes sional s to serve underserved areas and popul ations 

a. He alth professi ons students are eligibl e t o r eceive NHSC 
schclarships and graduat@s are assisted with l oan 
r @p ayments i n ret urn f or s e rvice i n designated areas 

b . 7he NHSC authority also supports grants to State Of fi ces 
o f R~ral Hea l th and S:a~e Primary Care Cooperative 
Agr eements to ;,remote State needs !\Ssessment, planning, 
and eoordination of primary car e accivities 

c. In FY 93 the NHSC' supported over 388 schol arships an d 495 
l oa n repciyments . The t otal field s t reng t h was over 1. , 5 00 
health care prov i ders . 

d . FY 93 funding - $74 million ; FY 94 reques t - $92 mi l lion 

e . A.~ additional $45 mil lion i s reqi;.est~d in FY 94 f or NHSC 
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field programs for site development, recruitmen t , 
mentoring, travel and transportation coats of assignees 
and technical assistance 

7. Rural Health outreach Program support& new and innovative 
models of integration and coordi nation of rural health 
services 

8. 

a . Its 127 grantees a re found in all rural States 

b. FY 93 funding - $25 million; FY 94 request - $25 million 

Transition Grant Program 
hospitals in altering their 
to o ther services needed by 
term care 

(HCFA program) assists rural 
missions from general ~cute car e 
their communities, such as long-

a. FY 93 funding - $23 million, FY 94 request - $10 million 

9. Essential Access Community Hospital and Primary Care Hospital 
(EACH/PEACH) Program (HCFA program) provides grants both t~ 
States and to individual hospitals to develop networking 
systems for hospitals that serve rural areas 

10. 

d. FY 93 funding - none ; FY 94 request - $11 million , by 
Presidential reque•t 

Rural Health Clinics (HCFA program) are specially designated 
to receive cos t-.based payments for the health care services 
they provide to Medicare and Medicaid patients . They must 
util ize non-physician practitioners , provide specified 
s ervices, and be located in an underserved rural area . There 
are currently about 1,000 rural health clinics. 

10 



School of 
Health Professions SWT 

August 24, 1993 

Kristine M. Gebbie, R.N., M.N. 
National AIDS Policy Coordinator 
The White House 
Washington, D.C. 

Dear Ms. Gebbie: 

Thank you so much for your very kind letter of congratula­
tions regarding my appointment as Executive Director of the 
American Public Health Association. I am well aware of your many 
years of service to APHA and I welcome your genero~s offer of 
assistance . I 

' 
. I wish to congratulate you on your well deserved kppointment 

as the National AIDS Policy Coordinator. You bring ~ wealth of 
public health experience to the position and I look forward to 
providing whatever assistance APHA and/or I may p ovra you in 
your new role. 

I will assume my new position effective Octo er 12. I look 
forward to meeting you and wish you every success. wishes . 

Sincerely, 

Fernando M. Trevino, Ph.D., M.P.H. 
Dean 

Southwest Texas State University 
601 University Drive San Marcos, Texas 78666-4616 

Telephone: 5 I 2-245-3300 Fax: 512-245-379 l 
SWT is a member of the Texas State University System 



Billing Code: 4160-17 

DEPARTMENT OF HEALTH AND HUMAN SERVICES 

Public Health Service 

Office of the Assistant Secretary for Health 

Statement of Organization, Functions 
and Delegations of Authority 

Part H, Public Health Service (PHS), Chapter H, of the 

Statement of Organization, Functions, and Delegations of 

Authority for the Department of Health and Human Services (DHHS) 

(42 FR 61318, December 2, 1977, as amended most recently at 

58 FR 7140-41, February 4, 1993), is further amended to abolish 

the National AIDS Program Office (HAA}, Office of the Assistant 

Secretary for Health, and to establish a new Office of National 

AIDS Policy (HAH} within the Office of the Assistant Secretary 

for Health. These changes are being made to reflect the major 

responsibilities in AIDS policy and planning and a heightened 

role in collaborative coordination among Federal, State, local 

and private organizations. 

Office of the Assistant Secretary for Health 

Under Section HA-10. Office of the Assistant Secretary for 

Health - Organization, delete item 1. National AIDS Program 

Office (HAA), and following item 4. Office of Research Integrity 

(HAG), add a new item 4. Office of National AIDS Policy (HAH), 

and renumber items 2 through 4 as 1 through 3. 



Under Section H-20. Office of the Assistant Secretary for 

Health (HA) - Functions, delete the title and statement for the 

National AIDS Program Office {HAA). 

Following the statement for the Office of Research Integrity 

(HAG), add the following title and statement: 

Office of National AIDS Policy {BAH). Under the direction 

of the Assistant Secretary for Health and ~he !fational HDS 
'1)~ ~~6t)~•tit ~ OA,)~~a0~~ \) 

Paiicy coordinator, the~Deputy National AIDS Policy Coordinator 
~ ) ,(\:>~ p,+~ 

-- ae,rr,,ee ae the~ to day director of the ...... Office of National AIDS 

Policy,~Y>(T.i)Provides PBS liaison with and support to the 

Office of the National AIDS Policy Coordinator, Executive Office 

of the President; (2~ serves as the principal HIV/AIDS staff to 

the National AIDS Policy Coordinator and the Assistant Secretary 

for Health; (3 '1).dentifies critical national and PBS issues, 

including inter-and intra-agency coordination needs, and advises 

on how to resolve the issues; (4© irects and/or c.oa9':lct.Q~~ 

HIV/AIDS policy planning processes and monitors progress toward 

achieving established goals; (5) provides liaison with other 

Federal organizations, State and local entities, and non-

governmental organizations involved in AIDS activities; (6) 

assists in the preparation of responses to inquiries related to 

HIV/AIDS activities as appropriate; (7) provides analytic and 

administrative support to national HIV/AIDS advisory bodies, 

cross-Departmental coordinating groups, and other subsidiary or 

independent task forces, work groups, or subgroups; (8) maintains 

direct relationships with State and local agencies involved with 

HIV/AIDS activities; (9) provides guidance on the cooperative 
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dissemination and exchange of accurate scientific, prevention, 

and educational information and clinical guidelines with and 

between public health interest groups and professional and 

private sector organizations; (10) guides and promotes methods of 

dissemination and exchange of information to and among the public 

and (11) reviews and makes recommendations on budget requests and 

on research and prevention priorities as incorporated in plannin g 

documents or budget proposals. 

Date Donna M. Shalala 
Secretary 

Draft Thu Sep 2, 1993 - 2:15pm 



KRISTINE M. GEBBIE, R.N . , M. N . , F.A . A . N. 
NATIONAL AIDS POLICY COORDINATOR 
DEPARTMENT OF HEALTH & HUMAN SERVICES 
Room 729H Humphrey Building 
200 Independence Ave . , S.W. 
Washington, D. C. 20201 

DAY 'Ilurajly DATE ___ Sep __ ta_rter __ 2_,_199_ G ________ _ 

TIME 4:00 p.m. LOCATION __ 729-<3 __ ,_H-H __ 8Jd:J_. ___________ _ 

SUBJECT Rue Interv:ia.'7 with OJrp.aasi\e lml.th Etl.mtim Rl.nhtim 

PARTICIPANTS: 
Ms. ~ R:rl<stai will b: cbiilJ ~ ~ tte .interv:ie.-1. '1re .intervletl is schrl.tlai fur 20 rnirut:Es. 

t<6 : z cJU}~ wµ ~~s 
~?, 1~Ui~. 



• ~?,- ~5.-93, 09: 2f,fld FROM DHHS-OASFJQC 
' 

TO 96321096 P00l/O04 

NQTI TO KRISTINE GBBBII 
SUBJECT ; Press Interviews Scheduled 
FROM: Rayford Kytle 202-690-6867 

Fax: 202-690 -6608 
202-232 -4363 (Home) 

August 25, 1993 

1. ThurGday, September 2, 1993, 4 : 00 pm - 4:20 pm 
By phone , she ' ll phone you at 202-690-1090 
They will tape the interview. 

Robyn Rockstad, editor of c.R,E,f. Magazine 
Tel: 1-800 -323-2433 

The Comprehensive Health Education Foundat ion (C .H.B .F.) 
promotes health education i n school$ ~nd communiti~s. They are 
s tarting up a magazine which will be publ i shed mid-January, 1994, 
as a resource for health educa tors and trainers. 

Their questions on AIDS prevention and education are 
attached. 



. 0'3 -25.-9]. 09: 25.AM FRGM DHHS-OASH/OC TO 96321096 P002/0Q4 

AUl-24-1993 11152 Fm1 CHEF 2 TO 1~906608 P. 02 

Questions for Kristine Gebbie 

You've had exten8ive experience in advocating for AIDS education and research at the s1ate 
level and as ohatr of CDC's external advising committee on AlOS. 'Mitch of your experiences 
have most prepared you for your position as national AIDS policy ooordinator1 

What do you believe about AIOS s.,reNention programs for ohlldran and youth? When should 
they start? What should thay consist or? 

How can the federal govemment assist schools In making sure '6Jery American child has 
aooess to e-xcetleol AIDS education? Do you think they will make this oommttment? 

What srtatis1ie are you most concerned about regarding the sprftad of AIDS nattonally? 

What tactics do you see useful in preventing the sp~d of AIDS In our soelety? 

Since the posi1ion of national AIDS policy coordinator has b8en ne\Vly oreated, how do you 
feel you'll be able to shape It? 

What are your key goals tor the next few years? 

How oommitted do you ~I the Clinton administration is to the direction you'd like to take? 

Do you think tt,ere will be additional federal support In the ne.xt year or two to help schools 
obtain materials and train t&a0hers for AIDS education? If not, where do you see the money 
coming from? 

What advice can you give health educators and other tiech,rs who want to give their 
students the information they really need but may be afraid to because of local mores, raok 
of resources, or limited knowledge about AIDS? 

How can educators (and parents, community members, and students) affect national AIDS 
poJICiM? 

Contllct: Aotrynr, lbckst{).d 

TOTA. P.02 
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TO; 

FROM: 

1'20.2 '13'7 4518 DBNNY W:LLBR 

:O!N'NY \ml.ER AS'SOO'A'mS, INC 
4oO N. Wl'rOI. STMR't', N.,V. 

sur.ra 363 
WASHJNG'l'ON. D.C. ~1 

00l)~ 

fl,001 

RBs I RVlEW WITH JCIU9TINE GEBBIE 

DA1'E: 8 9/93 

an 
x you tor speakino with me today about the possibility of 
iew uith Ms. Gabbie in C.ffxBvf• Maqazine. 
Gebbie is probably acque.inted tdth the Comprehensive 

uoation Foundation lC.R~E. F _l ~ a national loack>r in the 
of health education in schools and communities. Their 

drug ~du ation program, Here 's Looting at You, 2Q_Q_Q, i s the Most 
widely u ed commerei.ally~prep~~d dru9 education program in the 
U.S . an~ c:iir Natural Helpara program i s the m,est tddely u sed peer 
helper pr gram. They use their "prof1tsi1 to endow th&ir foundat ion 
wh ich pr otes heal·th e<1ucat.ion efi'Qrts asp-acial.l.y in Washington 
State. 

The ·r AlDH edaoation program, Here•• Looking_a.t AIDS and You. 
bas earn d top mar ks from the Centers for Disease Control and 
Preventi n, C.H. E. F. would lik• to see an effort ~quaJ. tn the 
Drug-~re Sahools and Communitias Act th&t focua~$ attention on 
AlDS and empowers local schools to have moanin,ful AIDS education 

I enelo~ing an internal C. B~S.F, memorandUl!l whieh e.nsw•ra 
t e questions you r-ai~r.;d. They estimate t hat ·the interviatJ 

sist of. 8-10 cruestions and take no more than 20 ?Jtinutes • 
.,,._,,_.....,.._....,.~-+=a=cr=· =2 ..... ·=n=e 'tilill ba a new 24-page g lossy magazine designed to 

urc• tor heal.th eOucertors and t rainer$~ 

ou have any more au•stions , ~l ease lqrt ttia knot.I. As the 
memo indicates, they would like to conduct the interview 
h , but their deadline could slip if necessary. 

n,.,.(~rv 
/ ~t \-AY-; \ 
J ! I ( c.M½ 

Gr✓ -1 

t o hearing from you_ 

/:Ji)~ 

·-., - -
r~ '-Mt1 ~~.v .-i,YY\ vS~ c,~~ 
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lru • ,Memo 
·ro! Julie 

~rem: Robynn 

tiati: July 27, 1ggs 

$ubj,ec~ . l~te~i&Nfo~the n~ C_.H.E.F . ., Mag~0e •. :~:? 
,, 

I 

·" ihe Edrto · T earn m8t IMt Thursday and ~press~dAnter~ in a leading featute· 
thal woul be an interview with either Kristine aebffie or L~e: ~. BtO\IIIJ1. I was 
wonder'I 1f you ~ouid halp me in oontaoting either of these two peopfe-~~ tn 
~haping t.j.; lntQrview ques.tions.. Following i11 .om~ lnfotmati<m ~out the n\\W 
maga?:ine · 

Publi~atic Date: 

Artiele Ou Oatoa: 

Ckculatlom: 

Audience: 

Mld.Jaiiu.!ry, 1994 

End oJ A~9u&t 

Approximately 8,000 health educators and tr3"'1ers 

Customers of our health eduoMton progrems ('teachers; 
dltttiet health educat/011 o6otdin~or$. ~chool atiministtators. 
P<Jblic health educators, trait1a1S), participants of our 
conference; and ttalni.ngs 

1100 to l400. plus photo (rotal: ~ pages} 

A tefepho e interview would be fine, but I would Iii<~ to be able to tape it to 
ensum ac 1tacy. I'm ope,, to allowing Gebbi~ or Brown revitw th~ f,r,aJ draft o1 
if'le intef',I if this would mak42' either oi them more comforrablg wfth accepting. 
Al~. we ould like a photo (color) we could use for the cover arid perhaps 
ariother p o (black and white) for the article. 

we can hQva the il'ltarvlew fot ·sure. th~ deadline ~ slip. Sue and I 
up the tlmA tlris next we8k, t-o I'll know niom th~tt 

In a<.fv~ce for your help and expertise! 

ioo2 
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J!lla#I , ... .-is 
~r,&r 
Co1npre/JtitJS//le Heal//J 
&fuC3lliJn foundotJM 

July 23, 1993 

Kristine Gebbie, National AIDS Policy Coordinator 
National AIDS Policy Office, U.S. DHHS 
200 Independence A venue, Room 738G 
Washington, DC 20201 

Dear Ms. Gebbie, 

As CEO of Comprehensive Health Education Foundation--C.H.E.F.®-I'd like to 
congratulate you on being confirmed as National AIDS Policy Director. It's nice to 
see someone with Northwest experience in national AIDS policy-making. 

C.H.E.F.® is a nonprofit organization located in Seattle, Washington; we develop .···· 
and publish health education materials. One of our products is Get Real about _ 
AIDST'M, a comprehensive AIDS prevention curriculum for students in grades 4-12. 
The curriculum comprises teacher's guides, books, videotapes, posters, and audio­
tapes; we try to use as many different teaching strategies as possible. 0've enclosed 
a Get Real about AIDSTM brochure and pin.) 

Through the use of this curriculum, through the training of hundreds of teachers 
and ottrainers of teachers, and through the technical assistance we g!ve every day, I 
feel that our office and yours are allies in trying to prevent the spread of AIDS. 

Like you, like former Surgeon General Koop, like many: others in the forefront of 
AIDS education, we believe strongly that education is the most important tool in 
fighting AIDS. I don't have to emphasize to you the importance of educating young 
people-in giving them accurate information and in givmg them useful skills so that 
they can reduce the risks of getting sexually transmitted diseases. The money we 
spend on prevention is well spent if we save children's lives. I'd like to work to­
gether with you on a· strong, comprehensive AIDS prevention effort. Please give me 
a call here at C.H.E.F.® if you'd l_~e to talk over some of the ways we can do that. 

Sincerely, 

C/~ 
~◊Role~ 
CR;ns 

22323 Pacific Highway South Telephone 206-824-2907 
·Seattle. Washington 98198 Facsimile 206-824-3072 
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Announcing the most 
comprehensive AIDS prevention 

program available today: 

Get Real about AIDS:M 

There's good news about AIDS prevention. It's Get Real about AIDS,,., the 

eagerly awaited, new AIDS prevention program developed by Roberts, 

Fitzmahan & Associates, Inc., and brought to you by Comprehensive 

Health Education Foundation - recognized leaders in health education 

curricula for over 15 years. 

Get Real about AIDS™ is not only an outstanding curriculum, but it's 

available right now. So you can order your kit today. and you can start 

fighting AIDS where it counts the most: in the classroom. 

Similar in approach to the widely used Here's Looking At You, 2000G"Jdrug 

education program, Get Real about AIDS"" incorporates the very latest AIDS 

data from the Centers for Disease Control in a curriculum that gives students the information and skills 

they need to avoid the high-risk behaviors that can lead to HIV infection. 

For many educators, AIDS prevention might seem 

like a difficult subject to bring before a class -

particularly one with young children. But with 

Get Real about AIDS"", you have the support 

of a sensitively conceived and written 

curriculum, from lesson plans and videos 

to booklets and posters. 

Get Real about AIDS~ 
mmces reaching AJDS prevenrion 
ejf ecrive and rewarding. 



. 
I 
! 
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l 

The most 
important 

thing you can 
teach your 
students 

about AIDS is 
that it's 

preventable 
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Orcler)'Ottr(~ct l{cal al)<)Ut AII)Sl\'c/en1011 .. ,·trc1/io11 kit 
loclctJ' ctrzcl receiueJ1011r }-//(b'J~"C;et l{cal al1c)ut All)S l\1

/Ji11 . 

Grades 4-6 $625 

Grades 6-9 S730 

Grades 9-12 $1,150 

Questions? Need assistance? 
Call C.H.E.F.<!> at 1-800-323-2433. 

You'll enjoy examining the engaging program materials, including videos, books, 
games, a teacher's guide, posters, and assorted teaching aids. 

D Yes, I would like to find out mo re about Get Real about AIDS"'. Please send 
my demonstration kit(s) for a FREE 30-day examination period. I understand that 
I will be responsible for return postage. 

D Grades 4-6 D Grades 6-9 D Grades 9 -12 

Phone ( __ ) _ _ ____ The best time to reach me is _ _ _ am/pm. 

D Please have a C.H.E.P.® sales representative call me. 

D I have previewed Get Real about AIDS"', and am ready to place my order. 
Please contact me at the number above. 

D Please send my pin and keep me on your mailing list for more information 
about Get Real about AIDS"' and other C.H.E.F.® products. 

(Please make any necessary co"ections to label.) 

PHOTOCOPY 
PRESERVATION 
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September 16, 1993 

SCHEDULED INTERVIEW 
FOR 

KRISTINE GEBBIE 
NATIONAL AIDS POLICY COORDINATOR 

ONAPC STAFFER: John Paul Gurrola 
DATE/TIME OF EVENT: 4:00 p .m., September 17, 1993 
WCATION: 750 17th Street Office 

ORGANIZATION: 
CONTACT: 

PURPOSE: 

Sigma Theta Tau International, Inc. 
Julie Goldsmith 317 / 634--8171 

To give Sigma Theta Tau International (Honor Society of 
Nursing) an opportunity to interview the NAPC. 

OTIIER PARTICIPANTS: Dr. Tim Porter-O'Grady, RN, FAAN will be interviewing the 
NAPC. 

l\ffiDIA COVERAGE: NONE 

REMARKS REQUIRED: Please see attached questions. 

BACKGROUND: Sigma Theta Tau is the only national news show for nurses and 
it is broadcasted in 350 cities across the U.S. and Canada. 

They are scheduled to arrive at the office at 3:30 p.m. for set­
up. You will actually be interviewed at 4:00 p.m. for 15 
minutes. 



iJ:1 -09- YJ lJ4: 4t♦rM~- FR(M VHd~- OA~d/UL ruuuuu~ ,. 

FOX NA 3l'/834S1YH 

Sigma 7heta Tau International, Inc. 
HONOR. SOCIETY OF NURSING 

, ,__.. .. ~lalff~. --am~l"°!'!.;;;i"'""dij~Wff~'" 
UOWwtNOlll!Nlffl 

1ndl1n11111,1l1t. IN .wlOI.JUY 
011J6lllh'I 

,umnu.1111 
NURSING APPROACH TAPFn TNTF.RVTRW rn.msnoNS FOR F.RIDAY SBPT. 17 

1. Nursina Sclt!IOO is increas!nAJv important to the nation's healt'h. There is no gn;e1Lcr 
example of this than your appointment. How do you tb.m'k yuur uweu.ug Lc1\l.i,1'0uud 
cantrlbutc.1 to the effectiveness of this new post u AIDS ~ar? 

2 Tho face of AIDS if dumgin&r, lruw Ule gay commumty to 'hctcm.~ pupulutluu:;, 
to ohildten and toon-agets. Given these changes, uc .national pdorliles chwi~g 
luu7 Wlwt will you be ~ on m t.bc 11oxt few~? 

S. Whal wuukl you like nurses to do Jn their own oomtnunitfes to I~bJJoud to the AIDS 
crws? 

4. Arc hcalth care pruwltl!iuu:al,; '°•ndJng d.lftem,tly to t1ns epidemic thnn tr, others? 

4. Whit is the moit difficult part a.bout this Job for yon? 



SENT _BY:Xerox _ _Te I ecopier 702.0 ; 9- 16- 93 ;_11 : 45AM i 2024562464◄ 

THE WHITE HOUSE 

WASMINGTON September 16, 1993 

MEMORANDUM TO DISTRIBUTION UST 

FROM: 

SUBJECT: 

MACK McLARIY. CHIEF OF STAFF \/111c, c..(> 

Health Care Briefing ,---

The Pres~dent will address a Joint Session of' Congress 
on Wednesday, September 22, on his proposed health care 
reform legislation. All senior statl' must be briefed on the 
details of the President's proposed plan before then. . 

To that end, there will be a senior staff brteftng tomorrow, 
Friday, September 17, in the Room 100 conference room in the 
Old Executive Office Building, The briefing will begin promptly 
at 9 a.m. and should be concluded no later than 10:30 a.m. All 
senior staff listed below are expected_ to ~tt.end. · 

DISTRIBUTION LIST: 

Joan Baggett 
Rahm Emanuel 
Mark Gearan 
DaVid Gergen 
Jack Gibbons 
Marcia Hale 
Alexis Herman 
Nancy Hemreich 
Tony Lake 
Bruce Lindsey 
Katie McGinty 
Dee Dee Myers 
Roy Neel 
Bernie Nussbaum 
Leon Panetta 
Roger Altman 
Kevin Thurm 

Howard Paster 
John Podesta 
Jack.Quinn 
Carol Rasco 
Bob Rubin 
Eli Segal 
Ricki Seidman 
George Stephanopoulos 
Christine Varney 
David Watkins 
Maggie wmtams 
Laura Tyson 
Ron Brown V 
Kristine Gebbie A 
Dick Celeste 
Bill Daley 
David Wilhelm 

i# , 

j. 
- ------ - ----.------' 



KRISTINE M. GEBBIE, R.N., M.N. , F .A . A .N . 
NATIONAL AIDS POLICY COORDINATOR 
DEPARTMENT OF HEALTH & HUMAN SERVICES 
Room 729H Humphrey Building 
200 Independence Ave., S . W. 
Washingt n, D. C. 20201 <:/IC\/ 
DAY~:;,...___ __ DATE ~ ;;;, 1 /99 3 

TIME /2, AiMJ4~CATIOdiu'¥!;rq 6/~. f)ucl ~Lim 

StrBJECT ;;Jw~ w~ ~€ rbtm 
PARTICIPANTS, 3i 

~N;)/i .JtiNpt2,, 
. +Jt!u, ~/,5 

JJ}. {JtjL L.e,u 



DIPAllTMINT OP HEALTH t. HUMAN SERVICES 

September 20, 1993 

'1'Q J;HVl'l'§ES. "HHS Health cara un1v1rsity;" 

Offlc. of tht Alllltlnt Stcrttary 
for Public Aff11,.. 

W11hinoton, D.C. 20201 

A "Health Care University" (similar to the ••minar■ being 
pre■ented on Capitol Hill today ed tomorrow) will be held tor 
key HHS ataff on Wedn••day, September 22, trom noon to 4:30. The 
••••ion will be held in the Humphre¥ Buildin9 A\iditarium. 

Following introctuo-eory remarks by the Secretary, there will be 
four presentations, with opportunity for Q and A following each 
preaentatian: 

Secretary Shalal• -- Introduction 
Judith Feder - - Ova.rvje~ and Coverage 
x,umeth !'borpe - - F1nanc1ng 
Dr. Helen Sm1ts -- Medicare and Hedjcaid roles 
Dr . Ph1l Lee -- Publ1c Health Aapects 

Invitees are those who will naad to have qood general knowlodga 
of the adll\iniatration•s health cere reform proposal. Thia 
includes senior staff and others who will need to represent the 
plan to the public, or who have other key policy or 
adJninistrative ~oles connected with the plan. 

Lunch cannot be provided - - attendees should eat beforehand. 

Please confirm attendanee wit h the Secretary•• pross o~fioe. 
contact Martha Henneghan, (202) 690-6343. 

Avi■ LaVell• 
Assistant secretary tor Public Affairs 



~~ .. Contacts Made for c t Gebbie Reception 
at Mercy Hospital and Medical Center 

Columbus Hospital 
2520 N. Lakeview Ave. 
Chicago, IL 
(312) 883-1331 
Laurie Stevens, Director of PUblic Relations 

Cook county Hospital 
1835 w. Harrison st. 
Chicago , IL 60612 
(312) 633 - 6000 
contact: Ruth Rothstein, director 

Illinois Masonic Medical center 
836 Wellington 
Chicago, IL 60657 
(312) 975-1600 
Contact: Nancy Rosenberg, director of public relations 

Loyola Medical center 
2160 South First Avenue 
Maywood, IL 60153 
Administration Bldg. 4th floor 
(708) 216-4203 
Contact: Weldon Rougeau, associate vice president of government 
and community affairs 

Lutheran General Health System 
1774 Dempster Street 
Park Ridge, IL 60068 
(708) 696-8589 
Contact: Anne McGrath, director of government affairs 
Bob Iickes, Executive Director, HIV Coalition 

Mercy Hospit~l and Medical Center (hosts) 
Stevenson Expressway at King Drive 
Chicago, IL 60616 
312-567- 2000 
contact: Sister Marie Moore, President 
Mr. Winkle Lee, executive vice president 
Judy Traynor, director of public relations 

Mount Sinai Hospital and Medical Center 
California Ave. at 15th Street 
Chicago, IL 60608 
(312) 542-2000 
Contact: Roberta Raycoff, director of government relations 

Northwestern Memorial Hospital 
Superior Street and Fairbanks Court 



Chicago, IL 60611 
(312) 908- 1302 
Contact: Lisa Tofil, director of government relations 

Provident Hospital 
500 East 51st Street 
Chicago, IL 60615 
(312) 572-2977 
Contac t : Mercedes Melette 

Rush-Presbyterian-st.Luke's Medical Center 
1653 w. Congress Pkwy. 
Chicago , IL 60612 
(312) 942-7091 
contact: Avery Miller, v . p. inter- governmental affairs 



FOR IMMEDIATE RELEASE 

THE WHITE HOUSE 
WASHINGTON 

PRESS RELEASE 

FOR MORE INFORMATION: 
JOHN GURROLA 202/632-1090 
TOM RYAN 312/996-8279 

HEALTH CARE REFORM DISCUSSED AT 
UNIVERSITY OF ILLINOIS AT CHICAGO 

September 23, 1993 - CHICAGO, IL -- President Clinton's National 
AIDS Policy Coordinator, Kristine M. Gebbie, participated in a Town 
Hall Meeting discussion today concerning the President's Health 
Care Reform proposals at the University of Illinois at Chicago 
Medical School. Joining Ms. Gebbie were state Senators Judy Baar 
Topinka (R-22) and Gary La Paille (D-11), Ruth Rothstein, Chief 
Officer of Cook County Hospital, and Chicago City Health 
Commissioner Sheila Lyne. The meeting was hosted by the University 
of Illinois at Chicago (UIC) and approximately 350 of their 
students and faculty participated in the event. 

Ms. Gebbie stated that "the time is now for health care reform" and 
discussed that her experience in heal th care over the past two 
decades has made her long for the day a President would take the 
lead in fixing our current health care system. She said "These 
principles work - they cover what we need". State Senator La 
Paille, who also chairs the Democratic Party in Illinois, announced 
"this is a campaign and it starts today". He went on to share the 
toll free phone number for health care reform involvement and 
questions (800)933-8683. Republican State Senator Topinka said 
"It's time to come together" to help build a system of universal 
health coverage. 

Ruth Rothstein stated "we need to talk about public health issues" 
and discussed various local health needs. Commissioner Lyne read 
a letter from Mayor Daley that stated "I share your fundamental 
goals of making heal th care more affordable and accessible to 
everyone." She went on to say that "preventive care must be there 
to make a difference in primary care." 

The Town Hall Meeting attracted many different groups from across 
Chicago and the panel answered many questions from the audience . 
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the mat Ml!MerS 1:n tha di££icul.t quaat.iaw of quality hoalth eare. It baa 
a hiatary cf very 1'edicat.ed peopla t.ho are not ut:.lefied with enyth.ing but 
giving the beat am:vices; people w are anxious ~ pteveait:/allaviAte/cure Ul­
naan• that: haw lang plagued traQJdnd. Boamme of thia, patierrti, cxme 'b:> 
Matey. • • and find Jlll!llCY. 

In 1B4!>, ~•s fhat hoep:Ltal, nJ.inoia Ol!neral 11:lep.i.tAl uf t1w L!lkm, 
was looated at Michigan and BUl!lh. I:n 1852, . the Mm:cy Siatca obtained a 
charter for the lx>epital am re-nmnad it Mm:cy Hospital and Ot1Nn Asyhlll. In 
1853, beasuN the owner& of tht buUding -.tlch houNcS lalte lbl88 '104d oot re­
new the leue, Mercy nDVlld to Tippecanoe Inn/Hall m ICinz1e Straet frmt.ing the 
0>iC,tqO Ri.wr. In August of 1863, Marcy grew too large for this Ball and 'nD'Jled 
to st. Agatba's .Acilde'lfi at the cmner of 26th and callll9t. '1be peq>le of 
Chial,p tbaught it folly, for 26th and caluat _. outside the city 1..imita. 
Aft.er the Chicago ti.re, when. Marcy did eo nuch to help injured and bamless 
peq>J.e, the •tolly" oarplainta dlMA)M:nd. 

By the late f.ortiea, Mm:y W!18 fast bee, ttd ng oblol.ete. :rn 1947, the friends 
of M9rcy joined :£ar:ca and organized nulti-f\n1-raieing evait:11 in the h:,pe of 
bdlding a new Me?CY lblpital. !ecauae of JmJW faotm:11 which had an adverle 
effece cm Mm:ey'a financial viab.iliey, and bn,1,- of rt!p!latai staJ .. ••Ulfl 
uaociated with decisirm regarding the Medical SChool and site detezminatial, the 
MW f.aci]Sty did mt becane a i-eallty until twmty yea%1S later. 

In 1963, thmb tD the 1.5 JDiJ]ic,n ~11~ frail the Pzan1t J. I.ad.II 
fomdat.1.ai, the ~ tea cleared to laudl a ta1 fund driw by tha Min of 
NM:c:,y, umr t:he 1--..nhip of t:ha Jtnighta of Mar<.y. '1hKe ware two panlnent 
111111 ~ tigund aignificantly in Mercy lapital nnaining oo ttl8 near 80llt:haida. 
'Ibey Wl8 ~ Richam J. ~, \110 proridad the w:bm rib8Mll ptog?em, and 
~ I'. MmJitY of ca1nos11.,aalt:h JMtflC'l'l, v,o ehol,ed m how to rdae funde. 

In 1968, a 526owbed, 26 mill.iat dollar facility, larMn • Mllrcy bpital and. 
Madiau Oent:er, cmne into being. h Bcepital stands tall at the ~ ot 
Oliceit¥>1S vaat exprwy sy9tan. Officially, the ackh - is Stevenson Exp]:!!IF-'81 
at King Ori-ve. Mercy is near Mc1"m:m:tclt Pl.am, Scutll o uue, ard Prairie Shores. 
Tran!IP(:lrtatirn tv and :fltD the tcop is a0QClll>lished within minutea. 

In 197-', it~ appazent that outpatient aervicea, with a gxa.rter accant 
an pt1!!Wl'ltiYe med1c1ne, neet1ed na:e l'.IOCm. InCLl!Wd edlJcat:1arml tac.1.lit1a8 weie 
named for the Residency pzogx-. Detter ar.rangcmt of interior depe.rt::lwlt 
amas was al.so vital. An Intmaiw Can thit 1lllS needed in cloeer proximity to 
surgcy, mo thllt ~ systsm for the patient cculd JJe IIBintainad 1n a 
nme flexible manner. 'lhia e,ipmmial was ded1 cated in 1977. 

It 1s difficult to highlight all of the e\idJt:a of 130 yeus, but rm of ita 
rich traditi.cllB should be neitia1ed ••• its role aa and echx:ation inatit:utia\: 

9 lf:8698-t1'6- (';1G cs-cr.-s 
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1850-1859 Mm:cy WlS affiliat.ed with Rush Medioal College 

!mcy WU affiliated with the "8li.cal Ilepa.rtliEnt 
of Lirid adversity 

1859-1864 

1864- 1920 

192.0 

1970 

Mm:cy .a affiliated with C!d.cogD Ml!dkal Sd1col, 
the Medical ~ of ~ Qdwraity 

At the raqqast of Gacxrga C8%dinal ~, Marcy 
eeva:tm its reJatial with lllrtlwt:m:n and becam 
the teadl:fn] b0Bp1tal ot Ia,,'Ola univm,s1ty Medical 
Sdxlol (later kncMn as stritdl Sdlcol of Medicine) 

~ Bc8p1.t4l and Mad1oal Centa:r beam• affiliated 
with the College of .Mradicina of the U:liw.rsity of 
Illinois 

IJhJ.s year the CaipJII is being q>dat.ed furt.her with the refacing and 
interior remdeling of the Rm1ea.r:ch aJild:ing. Mercy cxminuefJ to E!!'ljoy a 
respectable ~ in the field of ~-

Mal\\' stages of grCMth have taken place; narw hundxeds of peq,le have 
o:xitributed t.o the suooese of this lx>spital. • • maey hllndmds haw o:ntinually 
invested their loyalties, and m::nies in Mm:cy. 

'1he Hclpi.tal 's affiliat.ima in 1979 include, •• 
aocreditatim by: 

'1ha Joint ec.md.niai ca ~tatic:n of ~ (JOH) 1 

encbrsc!lrmt by: 
'!be Cbieago AaGoaiaticn o£ camerae anc1 ~, 
Blue croae PlJm of Hospital sem..oe <mporatima, and 
Blue Shield Plan ·of :rll1no:1s Media,l ~, 

1ISlbership in: 
1lnerican Ha!lpit.al Aasoci.at:im, 
cat?¥)11c HOepital Aseociat.iat, 
Ardxilooeean ecmerence ai ca.t.h:>lio lblpitals, and 
Illinois Hospital Associatial; 

affiliatiai wit.ht 
uni~ty of lllinoia college of Maclioine, 
st. xav.iar College ScbcOl of wrsing 

and, approval for J:ee•idalcy tmin:ing bys 
Anerican Medical Associatim and Spedaley Boards. 

9 ii: 6698tt6-c;JG 00:Cl dOO~!) ,\!)31. V~.LS 3HJ.: >.9 /\.J~ 



MERCY HOSPITAL AND MEDICAL CENTER 

Background Information 

Mercy Hospital and Medical Center is a 4n-bed teaching hospltal 
affiliated with the University of Illinois and University of Chicago Perinatal 
Network. Established In 1852, it ls Chicago's oldest hospital and Is 
accredited by the Joint Commission on Accreditation of Health care 
Facilities. Mercy provides comprehensive health services that include 
ambulatory, acute, rehabllitatlve and extended care. Services range from 
sophisticated diagnostic procedures to basic family health care. Mercy has 
e residency program which enhances medloal education and Improves 
patient. care. Its full-fledged research department Is actively pursuing 
research on breast cancer and has been the recipient of major funding from 
the National Institute of Health and the American Cancer Society. 

Just two miles south of the Loop, Mercy Hospital is located between 
the two community areas of the Near South Side and Douglas Community. 
According to the 1980 Census, both these are among Chicago's ten lowest 
Income areas with annual median Incomes of $7,231 for the Near South Side 
and $8,578 for the Douglas Community. 

Although Mercy draws patients from a wide geograph1cal area of the 
south and southwest sides of the city and south and southwestern sµburbs, 
Its commitment to serve the needy and raclally/ethnlcally diversified 
populations residing in the Inner city - Its _Immediate nelghborhood .. has 
never wavered. This commitment Is fulfilled through the Hospital's 
Diagnostic and Treatment (D& T) Center. popularly known as the Cllnlc, 
which serves recipients of medfcald and medicare as well as the working 
poor who pay fees on a sliding scale. Annually, nearly $1.5 million Is spent 
on free and/or subsidized health care services for the needy. 

In the past six years, Mercy Hospital reached out to the Chinese and 
Hispanic commu~itles by establishing the Mercy Medical In Chinatown, 
manned by Chinese-speaking personnel, and by sponsoring, ln collaboration 
with six other agendas, the Allvlo Medical Center • a community-based 
health care center in Pilsen. The Hospital's medlcal staff and other health 
care personnel reflect the racial/ethnic mix of the patlen1s served. 

-WOL L9S (';1£: 
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During tts 139 years of service, Mercy Hospital has had a rich history 
of accomplishments and has been recognized for ltS commitment to quality 
care and concem for the needy. Given below are just a few examples: 

1866: Dr. Edmund Wyllis Andrews, Mercy's chief surgeon, studied 
Joseph Lister's new "germ theory" In London and returned to 
Introduce antiseptic techniques in Chicago. 

1933: The largest therapeutic x•ray machine In the world - the first In 
the Midwest - was Installed at Mercy under the direction of Dr. 
Henry Schmitz, Sr., a pioneer in cancer treatment. He aJso 
established the Institute of Radiation Therapy. 

1949: Mercy Hospital became the first private hospital in Chicago, and 
one of the few in the United States, to offer treatment with 
radioactive medicine. 

1952: Mercy Hospital Clinic established a home medical service, 
providing continuity of care for those who are unable to come 
to the clinic or cannot afford a private physician. 

1969: The Mercy Research Department Is formally estabHshed to 
conduct investigations for better patient care and to enhance 
the Hospital's medicaJ ed~cation programs. 

1970: Along with five other area hospitalst Mercy forms the 
Metropolitan Group of Hospitals, University of Illinois (Metro-Six) 
to provide the best in contemporary clinical experienoe for 
undergraduate and graduate medical students. 

1980: The Mercy Health Care and Rehabilitation Center ln Homewood, 
llllnols Is established to provide residential care for the elderly 
and rehabilitative care for pa1ients of all ages. 

G If : 6608ttB-C: 1 l! ----vSOL L99 ~ IG 
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Mercy Health Care Center in Justice, llllnols Is acquired to 
provlde combined taclllties for outpatient surgery, minor 
emergency care, and appointments wtth personal physicians. 

1986: The A.C. Buehler Foundation awards a five-year grant to 
establlsh a Center for Cochlear Implant (surgical implantation of 
an electronic device to aid the profoundly deaf). 

1987: Mercy is awarded a grant of $1 million by The Chicago 
Community Trust for establlshment of the AIMo Medical Center. 

1990: Opening of the laVerne and Dan RostenkowskJ Outpatient 
Surgery Center. 

Award of a $660,000 grant from New Jersey-based Robert 
Wood Johnson Foundation for injtlation of a Patient-Driven 
System of Heatth Care Oellvery. 

1991 : Award of a grant of $325,000 from The Chicago Community 
Trust for Initiation of a comprehensive program of early 
intervention In maternal and child health. wtth special focus on 
serving women and children at high risk. 
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DATEfl'IME: 
DURATION: 

LOCATION: 

ADMJNISTRA TION 
REPRESENT ATNE: 

AUDIENCE: 

THE W HIT E HOUSE 

WAS H INGTON 

NATIONAL HEALTH SECURITY ACT 
TOWN HALL MEETING 

CIDCAGO 

Thursday, September 23, 1993 1 :00 PM. 
60 to 90 minutes 

University of Illinois at Chicago 
Chicago Illini Union - Chicago Rooms 
828 South Wolcott Avenue 
Chicago, Il.., 

Kristine Gebbie, RN, MN 
National AIDS Policy Coordinator, 
The White House 

300 - 500 individuals from: 
Illinois State Legislature 
City of Chicago Representatives 
Students from Northwestern University and 
The University of Illinois at Chicago 

MEETING FORMAT: Welcome- Mayor Richard Daley (tentative) ( 10 min) 

Ms. Kristine M. Gebbie (20 min) NHSA overview­

Comments­

Comments­

Comments-

Comments-

\\~~'i,~c.. ~ '~f ' 
State Senator Qary L~a ~illr (3 !Jllll~S) 0 
State Senator Judy B Topinka (3 minutes) ~ 
Cook Coty. Rep. Ruth Rothstein (3 minutes) 

Health Commissioner Sr. Lyne, Chicago 

QUESTIONS FROM THE AUDIENCE (20 - 30 minutes) 
Moderator- R.K . Dieter Haussmann, Ph.D. 

Vice Chancellor of Health Services, 
University of Illinois 
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BLACK NURSES VIEW HEALTH CARE 
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CORRESPONDING SECRETARY 
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FINANCIAL SECRETARY 

Sus.ue 'l)ye Any health care reform movement must address the inequities 
TREASURER , in the health care system for black patients. states Azella C. Collins, 
'l)o.rolby c5hners RN, MSN, President Chicago Chapter National Black Nurses' 
IMMEDIATE PAST PRESIDENTAssociation. Blacks live five (5) to seven (7) years less than whites, 
c5kre4' !71(_ Jfowarr/ their life expectation is 69.2 years. Compared to 76 years for whites. 

BOARD OF DIRECTORS 
Carlo/la Gamp6eff 
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Jfelen 'llCcGorkf 

c5u.u'e 7Kadi".son 

'l)o.ro/£_y :Aizkey 
Zina c5immon., 

?lfexine Wilson 2Jey 

In addition blacks are dying excessively from seven (7) 
preventable diseases such as hiv/aids, hypertensio~ diabetes, infant 
mortality, violence, cancer and substance abuse. Although Clinton's 
Health Care Reform Package does mention prevention, blacks will 
need additional dollars during the transition period for health 
education in order to use a prevention health model. 

Access to health care has always been evasive for blacks, often 
forcing them to rely on public institutions such as Cook County 
Hospital and the Board of Health Clinics. Under the Clinton Plan 
poor people will be able to receive health services at other facilities. 
Margaret A. Davis, RN, MSN, President of the African-American 
Aids Network is fearful that health care dollars will be taken from the 
traditional public facilities and now be shifted to the private clinics. 

Currently blacks own very few health care facilities which also 
impede access. When asked where black patients get most of their 
care, historically its been with the Black Health Care Professional. 

1973 · 1993 
20 Years of Service to the Community 



Clinton's Health Care Plan does not adequately address this 
insolvbility of culturally competent/sensitive health care 
professionals. 

Lastly President Clinton's Health Reform Package allows for 
states to have the flexibility to develop their own health plans, Zina 
Simmons, RN, BSN, Health Policy Chairman of CCNBNA states 
where racism is prevalent blacks may not receive their fair share of 
the funding allocation. 

The majority of the Black Nursing Organizations are supportive 
of the inclusion of the intercultural health coalition principles which 
are: 

1. Universal coverage for all residents. 

2. Affordable health services without financial barriers. 

3. Basic benefit package for all medical conditions. 

4. Program that is accountable to the public. 

5. Consumer and provider empowerment. 

6. Assurance of high quality care efficient available, 
adaptable and acceptable for all. 

7. A payment mechanism to ensure desired health 
outcomes. 

8. Support for provider education and training. 

9. Affirmative action for workers consumers, providers 
and managers. 

10. Expansion of consumer education. 

11. Reforms in malpractice insurance and tort and 
anti-trust laws. 

In conclusio~ whereas many black nurses are excited about the 
Health Care Reform movement we will remain forever vigilent in 
advocating for the needs of African Americans in receiving quality, 
affordability and accessible health care. 
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• GUIDING PRINCIPLES FOR HEALTH CARE REFORM* 

Ii 

Universal coverage for all residents 
- Every American is entitled to basic health service coverage. 
- Every American is entitled to access to a benefit package of basic health care 

services. 
- Every American is entitled to the highest quality of health care services, delivered 

by culturally-sensitive health care providers. 

Affordable health services without financial barriers 
- Access to the health care system should not be limited by a person's ability to pay 

for services which may be long-term and expensive. 
- Access to the health care system should not be determined by whether a person is 

employed, unemployed, or under-employed. 
- Access to the health care systeµi should begin with an extensive program of health 

promotion and disease prevention. 
- Access to the health care system is enhanced when patients are made active 

participants in the promotion of good health and the prevention of disease. 

A national health program that includes a basic benefits package for all medical 
conditions 
- A national health care program should provide basic benefits, incorporating 

diagnostic, therapeutic, and reasonable services for every medically necessary 
condition, including dental care, mental health, long-term care, and pharmaceutical 
products and services. 

- A national health care program should be based on health promotion and disease 
prevention. 

A national health care program that is accountable to the public 
- A national health care program should be monitored by all levels of government to 

insure quality, access, and standards for cost. 
- A national health care system should be accountable to the public by involving the 

public to insure that the system responds to community needs. • 
• A national health care system should clearly define the roles and relationships of 

public hospitals in the broad health care system. 

Consumer and provider empowerment 
• Health care consumers and health care providers must be involved in the design of 

any reformed health care system. 
- Health care consumers and health care providers must be involved in the 

implementation of any reformed health care system. 
- Health care consumers and health care providers must be involved in the 

decision-making and evaluation of a reformed health care system that promotes 
family-oriented, community-based care. 

• Adopted by the Planning Coalition for Summit '93: African American• Prescription for Hcahh/lntercuhural Health Coalition. 



Assurance of high quality and efficiency, as well as availability, adaptability, and 
acceptability of the national health care program 
- Availability must include full and equal access to and participation in health care 

plans for all Americans, with the inclusion of health care providers who are 
culturally-sensitive. 

- Adaptability of the national health care program must focus on the diverse and 
serious health care concerns of the nations' underserved population and the 
delivery of high quality health services to that population. 

- Acceptability of the national health care program must be based on meeting the 
health care needs of all Americans. 

A payment mechanisms to insure desired health outcomes 
- A payment mechanism for health care services should be efficient and provide 

incentives for prevention, primary care, and the continuity of care and service to the 
underserved. 

- A payment mechanism for health care should place emphasis on health promotion 
and disease prevention. 

A national health care program that supports education and training 
- A national health care system should provide incentives for the training of African 

American health professionals and other persons committed to serving 
underserved populations. 

- A national health care system should provide additional incentives to historically 
black colleges and universities. 

A national health care program that encompasses the principle of affirmative 
action 
- A national health care program must provide for full and equal access by all health 

care workers, consumers, and trainees. 
- A national health care program must include the establishment of African 

American-owned and operated networks that provide heall~-related services. 

Expansion of consumer education 
- Consumer education must focus on the individual, family, and community 

institutions. 
- Consumer education must focus on health promotion and disease prevention. 
- Consumer education must be responsive to cultural diversity in the American 

population. 

Reform of malpractice insurance, tort procedures, and anti-trust laws 
- The delivery of affordable health care services should not be limited by the high 

cost of malpractice insurance. 
- The delivery of affordable health care services should be enhanced by the reform of 

legal procedures which produces a system which is responsive both to the needs of 
the patient and the health care provider. 

Please share this message with family friends, colleagues, neighbors, church members, 
public officials , and others! 
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♦ "Now, it is ow- twn to strike a blow for freedom in this country. The 
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freedom of Americans to live without fear that their own nation's health care 
system won't be there for them when they need it. It's hard to believe that 
there was once a time in this century when that kind of fear gripped old age. 
When retirement was nearly synonymous with poverty, and older 
Americans died in the street. That's unthinkable today, because over a half 
a century ago Americans had the courage to change -- to create a Social 
Security system that ensures that no Americans will be forgotten in their 
later years." 

♦ "Forty years from now, our grandchildren will also find it unthinkable 
that there was a time in this country when hardworking families lost their 
homes, their savings, their businesses, lost everything simply because their 
children got sick or because they had to change jobs. Our grandchildren 
will find such things unthinkable tomorrow if we have the courage to 
change today." 

♦ "This is our chance. This is our journey. And when our work is 
done, we will know that we have answered the call of history and met the 
challenge of our time." With that ... President Clinton began a historic debate 
with the American people ... a debate to reform health care. 

♦ The Republican's who responded to the President's speech must not 
have been listening. As the President made a national call to anns and a bi­
partisan appeal to join together to solve this crisis, the Republicans failed to 
respond in the same spirit. That is disappointing and unfortunate. We 
know there are many Republicans who want to work with the President and 
have heard the public demand that health care form take place now. Today, 
we start that process. · 

Health Cue :Reform Today ♦ The Whlte House ♦ 202-4M-.2566 ♦ Fax: 202~236:l 
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October 13, 1993 

Dr. Joycelyn Elders 
United States Surgeon General 
Office of the Surgeon General 
200 Independence Avenue SW 
Room736E 
Washington, O.C. 20201 

Dear Dr. Elders: 

On September 22nd, I wrote to request your pnrticip.ition in Q n:itional mcdi.:i 
briefing on the prevention of AIDS-related pn,eumocystis carinii pneumonia 
(PCP), one of the leading killers of people with AIDS. To m~mize the impact 
and coverage of your participation, 1 would now like to propose that the media 
briefing take place on Monday, November 8th, to be followed by our 1993 
PrP.sid~nfs Lanch The annu.tl President'~ Lunch is GMHC's m06t important 
gathering of top funders and community leaders in the fight against AIDS. 
Approximately 100 people will attend this year's lunch at the Four Seasons 
Restaurant in Manhattan. As you know, Gay Men's Health Crisis is the world's 
oldest and largest AIDS service, education and advocacy organization. 

Our hope is that you would consent to participate in the media briefing at 10:30 
A.M . and stay on to be the k~ynote speaker at the President's Lunch at 12:30 P.M. 
You would be able to leave no later than I :30 P.M. Your pre.sence at these two 
critical events would allow your visit to affirm the Administration 's commitment 
to th'? needs of tltis epidemic to thf' t1'\M1;,, ,.~ WP.fl ;\S to opin ion leaders in New 
York City. Your visit would also be an important affirma tion of your personal 
leadership in the fight against AIDS. 

Publicity about PCP prevention, when it has existed at all, has been extremely 
limited. For this reason, GMHC has launched a gro1mdhn>aking, first-ever 
public awareness campaign on the ci ty subways and airw'1ves. The campaign 
has also provided information about PCP prevention to more than 7,000 AIDS 
organfa:allous am.l ht'.alth u~partments across the nation. 
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The proposed media briefing will carry the PCP prevention messae P ~yond the 
city borders to the hundreds of thousands of Americans currently at risk for PCP, 
and comes at a time when many seem to have lost hope of eazly, effective 
trP.atment. The whole briefing 3e5.Sion wfll lul one aml a half hours at a 
midtown New York City hotel, with breakfast served - - you would be a$ked to 
speak for ten minutes or so on the importance of PCP prevention. Other 
members of the panel would include Ernesto Hinojos, GMHC's Deputy 
Exe<Utive Director of Education; Dr. Gabriel Torres, head of the AIDS Unit of St. 
Vincent's Hospital; n ~vid B.arr, GMHC's Director of Treatn'\enl Edu,cttiu,1 and 
Advocacy, and a person with AIDS who will talk about how he could have 
avoided PCP if he had been provided with prevention information. 

Each year GMHC has invited a noted spolc.esperwn to address the President's 
Luncheon, which aeain will bq held in midtown Manhattan Al Lhe Four ~c1~uns 
restaurant. Last year, Dr. David Rogers provided the keynote address. We 
would like your keynote address to last approximately 10-15 minutes, and to 
deal wlth AIDS ln whatever way you felt appropriate. 

Although your participation in hoth events is id~, we .ire aware of your busy 
schedule. II participation on November 8th is not possiblt-, we would still 
welcome your participation in the media briefing about PCP on a date of your 
conYenience. GrvtHC'b Assistant Director of Communications, David Eng, will be 
contacting your office shortly to coordinate this effort. 

Thank you for your attention to this matter. We look forward to meeting you 
soon. 

Sincerely, 

(j U/1 
1'1'JJdson 
~tive Director 
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Office of the Surgeon General 
200 Independence Avenue SW 
Room 736E 
Washington, D.C. 20201 

Dear Ms. Santucci: 
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I am writing to request the participation of Dr. Elders in a national media 
briefing on the prevention of AIDS-related pneumocystis carinii pneumonia 
(PCP), one of the leading killers of people with AIDS. Although largely 
preventable, more than 19,000 Americans were diagnosed last year wlth the 
debilitating AIDS-related infection. 

The briefing will highlight the important role that the media can play in 
informing the American public about PCP prevention. PCP is ten times cheaper 
to prevent than to treat, and free or low•cost prophylactic medications are 
available in many states. Yet PCP continues to strike down Americans with HIV 
in record numbers. Nearly a third of all Americans diagnosed with AIDS in 1992 
suffered a bout of the AIDS-related pneumonia. 

Publicity about PCP prevention, when it has existed at all, has been extremely 
limited. For this reason, Gay Men' s Health Crisis, the nation's oldest and largest 
AIDS organization, has launched a groundbreaking, first~ver public awareness 
campaign on the city subways and airwaves. The campaign has also provided 
information about PCP prevention to more than 7,000 AIDS organizations and 
health departments across the nation. (Copies of our campaign materials are 
enclosed.) The proposed media briefing will carry the PCP prevention message 
beyond the city borders to the hundreds of thousands of Americans currently at 
risk for PCP, and comes at a time when many seem to have lost hope of early, 
effective treatment. 

We would like Dr. Elders to speak for ten minutes or so on the importance of 
PCP prevention. The whole briefing session will last one and a half hours at a 
midtown New York City hotel, with luncheon served. The date and site have not 
been set and are contingent upon Dr. Elde.rs' availability. We would like the 
briefing to take place during the weeks of October 18th or 25th in order to 
coincide with the first flight of the campaign's subway and radio advertising. 

Goy Men's ,iaatth 01s1s Inc. 129 West 20th Slreel, New York, New York 10011-0022 212·807-6664 FAX 212-337·36.56 
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Dr. Elders will be part of a panel to include Ernesto Hinojos, GMHC's Deputy 
Executive Director of Educationi Dr. Gabriel Torres, head of the AIDS Unit of St. 
Vincent's Hospital; David Barr, GMHC's Director of Treatment Education and 
Advocacy, and a person with AIDS who will talk about how he could have 
avoided PCP if he had been provided with prevention information. 

We are eager to welcome Or. Elders to GMHC. In addition to featuring her 
participation in the PCP media briefing, we hope we can provide her with a tour 
of our facilities and the opportunJty to meet our staff and representatives of other 
leading New York AIDS organizations. GMHC's Assistant Director of 
Communications, David Eng, will be contacting you shortly to coordinate this 
effort. 

Thank you for your attention to this matter. We look forward to speaking with 
you soon. 

Sincerely, 

eff Richardson 
Executive Director 




