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In one generation, dental prevention has become a
major American health care success story. The reason?
An emphasis on regular dental care, with the ease
of access offered by dental benefits.

Today, some 95 million American workers and
families have those benefits. But many of the health
care reform proposals now before Congress would
require employers or employees to pay taxes on
benefits not in the basic core package. That
could make dental coverage unaffordable, and
30 years’ dramatic improvement in oral health could
be reversed overnight.

They call it health care reform—
but some in Congress want to
tax away America’s dental benefits.

~ dental OVETAZ 101 19
| 200d news.
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ANE; erage for millions of
Americans, damage oral health, reduce productivity
and cause labor-management strife? )
At Delta Dental, America’s first and largest...
dental benefits provider, we know first-hand this
positive results of preventive dental care for OE
25 million subscribers. The savings and health beneffges
are significant. But if dental covmgcistaxed,ﬁ
savings and the benefits will shrink as this unfaises
burden forces employers and employees to sacrifice :
their dental benefits. '
THAT'S WHY WE OPPOSE TAXING DENTAL '

Preventive dental care works for people of all ages. | BENEFITS OUT OF EXISTENCE. :
So why is Congress considering benefits taxes that ;
:

© DELTA DENTAL :

Working to help all Americans smile.
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CHRISTIAN COALITION SAYS

DON'T LET A GOVERNMENT
BUREAUGRAT IN THIS PICTURE.




How the Clinton health care plan will affect families.

¢/ RATIONING.

The “Health Security Act” would impose price ¢ ntrols on
premiums as part of a national health care budget (p. 986). The inevitable
result of price controls is rationing. The Clinton plan requires that when
medical needs outpace a state's health care budget, state governments
must make “sutomatic, mandatory, nondiscretionary reductions in
payments” to doctors and hospitals (p. 113). This will lead to extended
waits and long lines for basic health care services. 565 of America's
leading economists across a broad political spectrum have concluded that
the plan will “reduce the quality of care and force long waits for such

things as surgery.”

¢/ ABORTION.

The Clinton plan mandates abortion as a guaranteed basic benefit
(p. 63). It would force millions of Americans to subsidize the taking of
innocent human life against their consciences. According to a 1993
survey, 72 percent of the American people oppose taxpayer-funded
ahortion under a national health care plan. Abortion is not health care. It
stops o beating heart and ends o human life. Al Gore once wrote, “In my
opimion, 1t s wrong to spend federal funds for what is arguably the taking

aof o human hife." Al Gore was nght.

¢/ LOSS OF CHOICE.

The doctor-patient relationship has always been sacrosanct.
Families have chosen their own doctors who delivered their babies, nursed
their children, and cared for their elderly—without interference from the
government. But the Clinton plan would drive families into large health
cooperatives (p. 99) and negate state laws that protect physician choice
(p. 238). lt would impose quotas on specialists graduating from medical
school by 1998 (p. 509). Families should choose their doctors, not the
government.

v/ LOST JOBS.

The Clinton plan would force small businesses to pay 80 percent of
health care premiums through a mandated 7.9 percent payroll tax. One
study has found that 85 percent of these mandated benefits would be paid
for through reduced wages for working men and women. One survey found
that 31 percent of small businesses would eliminate jobs or close their
doors if slappec. with a health care payroll tax. Other studies have found
that . plan similar to the President’s could cause up to one million people
to lose their  bs, and purt a total of 7.5 to 18 million jobs at risk. A pro-
fanily health care plan is pro-jobs. The Clinton plan is neither.

¢/ MIDPLE-CLASS CRIMINALS.

The "Hea'th Security Act” federalizes a broad range of crimes
Jubbod "federal health care offenses™ and “health care fraud.” Otherwise
e inding citizens would be subject to criminal penalties ranging up to
13 vears in a federal penitentiary (p. 973). The Clinton plan relies on
LveIment coercion, not competition.
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Selected Brief Chronology of Health Care Reform

November 21, 1993

January 24, 1994

January 24, 1994

January 25, 1994

January 27, 1994

January 31, 1994

Bill introduced

Strategy for passing health care reform (HCR)
plan: compromise with liberals in the House,
compromise with moderate Republicans in the
Senate, and come back to something like
Clinton’s original proposal in a House-Senate
Conference after the August recess, possibly
as late as October.

National AIDS Policy Coordinator testifies
before the Energy and Commerce Subcommittee
on Health and the Environment on the
President’s Health Plan and Special
Populations, including persons living with
HIV/AIDS and disabilities.

President’s State of the Union Address -
threat of a veto if final bill does not
include guaranteed health insurance.

Major committees hold hearings on HCR through
Spring break.

Inflation rate for medical prices is at a 20
year low for 1993 (5.4%). The population
without health insurance is estimated at 38.5
million.

Daniel Patrick Moynihan (D-NY) a key player
in the debate, rejects notion tnere is a
health care crisis.

Congressional Budget Office (CBO) projects
the deficit for the current fiscal year,
ending September 30, will be $223 billion,
$68 billion less than predicted a year ago.
Deficit would lower to $166 billion by fiscal
year 1996. CBO indicates is due to enactment
of August 1993 major package of tax increases
and spending cuts.

Recall the President had stated that his plan
will reduce the deficit by more than $50
billion over the next five years.

Nation’s governors (through the National
Governors Association) issue a bipartisan
call for Congress to pass a HCR bill this
year. Did not endorse the President’s plan.



February 1,

February 2,

February 3,

1994

1994

1994

Senator Dole (R-KS) in a speech to the
American Hospital Association (AHA) put aside
his argument that here is no health care
crisis and said he believes Republicans and
Democrats can reach agreement on a bill this
year.

Senator Moynihan (D-NY) backed away from
earlier statement that there is no health
crisis, saying there is an "insurance
crisis."

Democratic critics complained the President
may be giving too much before the
negotiations begin. Senator Rockefeller (D-
WVA) called these signals a "mistake." The
President responds that we should be more
flexible on the size of the alliances, have
to have some way of showing how much taxpayer
money is at risk" by a having a mechanism to
constrain price increases.

White House issues a detailed rebuttal to the
critique of the plan by Elizabeth McCaughey

in the New Republic.

Senate Democrats lambast former
Representative Gradison (R-OH) president of
the Health Insurance Association of America
(HIAA) for sponsoring TV ads to scare
Americans from supporting HCR, featuring
characters named Harry and Louise, expressing
concern about Clinton’s plan.

The Business Roundtable, representing 200 of
the nation’s largest companies, voted to
support the health care bill sponsored by
Representative Cooper (D-TN), and make it the
"starting point" of its negotiations with
Congress.

House Energy and Commerce Subcommittee on
Health and the Environment holds first
hearing on the Cooper bill, offering a
preview of the "free-for-all" tone of the
coming Congressional debate over the issue.
[NOTE: This will be the first Committee of 5
to mark up health care legislation this
year.]

US Chamber of Commerce publicly opposes the
Administration’s health plan, testifying that
the burden of high employer premium
contributions, rich benefits and



February 4, 1994

February 5, 1994

February 8, 1994

February 10, 1994

counterproductive regionalization and new
federal and health alliance bureaucracy. The
Chamber of Commerce represents 215,000
companies primarily those with less than 100
employees.

National Association of Manufacturers and
four other business groups send letters to
Representatives Cooper and Grandy, and
Senator Chafee saying they support
discussions among the three to draft a health
plan based on "market competition reform."

The First Lady denounces the insurance and
drug industry, and a private sector health
industry "rife with fraud, waste and abuse."

A record number of students (45,000) applied
to medical school this year, despite
widespread concern that national health care
reform will affect physicians’ autonomy and
salaries. [Compared to 26,000 in 1988,
according to the Association of American
Medical Colleges (AAMC)].

CBO rules financing of HCR not as taxes; will
use "miscellaneous or offsetting receipts"
like grazing and mining fees and other
payments the government receives from people
who derive specific benefits (Medicare Part B
payments goes in there as well).

Dr. Reischauer, director of CBO, testifies
the Administration’s plan would increase the
deficit by $74 billion in its first six
ye2is. The primary reason is health
insurance premiums cost 15% more than the
Administration has estimated. Headlines
assert there is a "$133 billion difference of
opinion."

CBO finds plan will begin saving in year
2000.

President states "that’s a Washington policy
wonk deal. No serious person out in the real
world would be troubled by it."

The President seeks speedup in health plan -
Ways and Means Chair promises bill before
Easter recess in March, full Committee before
Memorial Day (which may delay it until June).
Energy and Commerce Chair has March 4
deadline.



American College of Surgeons endorsed the
concept of a single-payer system. With
52,000 members (AMA has 295,000) joins the
National Medical Association, Physicians for
a National Health Program, and the American
Medical Women’s Association in supporting
Representative McDermott’s (D-WA) bill.

February 13, 199%4 Ads join "Harry and Louise" in debate on
health care reform. Ads fall in two basic
categories: things are terrible now and
things could get a whole lot worse. The
Pharmaceutical Manufacturers Association
(PMA) runs one ad: "My brother is HIV-
positive. We don’t have 10 r 15 years to
wait for a cure."

The response: "Right now pharmaceutical
companies have 55,000 people searching for
cures and 174 medicines in development to
fight breast cancer, AIDS and Alzheimer’s
disease."

February 14, 1994 An Urban Institute study finds most states
would end up with more federal health care
funds than they get now, and pay less out of
State funds for the medical bills of low-
income persons. States that are now the most
restrictive in granting medical assistance to
the poor generally would be the biggest
winners.

February 15, 1994 Governor Campbell (7.-SC) demanded the
Democratic National Committee withdraw an ad
in which he is seen saying that the nation
does no face a health care crisis. First
Lady asks health maintenance ‘organizations

- (HMOs) to enter the health reform ads and
state how great they are and how happy
consumers are with HMOs.

February 16, 1994 Work begins to increase support of the
Administration’s bill among the elderly.

February 20, 1994 Representative Stark (D-CA) states the
"regional health alliances" keystone of the
Administration’s bill are in serious trouble.
Two other key elements: the requirement that
employers insure all workers and the cost
controls on insurance premiums draw criticism
in three of the five key subcommittees with
jurisdiction over health care.



February 23, 1954

February 27, 1994

House and Senate committees review timetable
that is aimed, perhaps optimistically, at
getting bills to the House and Senate floors
by the end of May.

Republicans are no less divided than
Democrats over how to reform the health care
system. United only by what they oppose in
the Clinton plan: especially its price
controls, bureaucratic superstructure,
requirements for employer financing of
insurance and mandatory insurance purchasing
pools or alliances.

"Confusion and apprehension" dominate the
public reaction to the Washington health care
debate, according to members of Congress
returning from the Presidents’ Day break.
Voters are having a hard time understanding
the subject and seem increasingly cautious
about endorsing large-scale change.

President visits Connecticut to stress the
prescription drug benefit under Medicare (a
$15 billion benefit) that can be financed
through Medicare savings and gain support
from the National Association of Retail
Druggists and the National Association of
Chain Drug Stores.

The Biotechnology Industry Organization (BIO)
oppose the advisory council for breakthrough
drugs which would review prices and make
recommendations to the HHS Secretary who then
could "blacklist" druges priced too high --
which they consider price controls.

Lewin-VHI Inc. predicts the Clinton plan
would by 1998: nearly 1 in 4 households
would see health care spending fall by $1000,
while 1 in 6 would see it rise by that
amount; half of businesses would see health
spending per worker change by more than
$1000, with winners edging out losers; firms
that now offer health insurance would gain a
cost advantage (shift of $30 billion);
employers and employees would pay an extra
14% for health insurance to help pick up the
cost of health insurance for working and
nonworking poor; about $9.5 billion would be
shifted to persons over 55 years old and up.

Trying to caluculate these various impacts
from Clinton’s or any other helath plan



requires giant computers, sophisticated
software and decades of information about
health care spending warn their projections
are just "educated guesses" (including CBO,
HHS, the Emmplyment Policies Institute, the
Wyatt Co.).

Employer mandate would cause billions of
dollars a year to shift, more significant is
the requirement in all three that health
plans must charge employers the same rate for
abasic health insurance package.

Preparedby:ALitwinowicz:0ONAP:690-5560:February 28, 1994.



THE WHITE HOUSE
WASHINGTON

February 28, 199%4

APHA Awards Committee
APHA

1015 15th St. NW
Washington, DC 20005

This letter is in support of the nomination of William H.
McBeath, MD, for the 1994 Sedgwick Memorial Medal of the American
Public Health Association. I have had the pleasure of working
with Dr. McBeath for many years as an active member of the
American Public Health Association and a member of its Executive
Board.

Awarding the Sedgwick Medal to Dr. McBeath would be an
acknowledgment of his tireless commitment to public health and
the Association. Serving as Executive Director during years
which were turbulent for the Association and for the field of
public health, Dr. McBeath strove to balance his understanding of
the science of public health, his passion for a healthier public,
and the policy demands of an outspoken and diverse Association
membership. His good humor stood us all in good stead on many
occasions; his wisdom provided depth to our understanding of many
complex issues. Over the years to come, we will undoubtedly be
the continuing beneficiaries of his efforts.

I am please to lend my support to this nomination. If I can
provide any additional information or comment, please let me
know.

Sincerely,

Kristine M. Gebbie, R.N., M.N.
National AIDS Policy Coordinator



UNIVERSITY OF CALIFORNIA, LOS ANGELES

BERKELEY . DAVIS » IRVINE + LOS ANGELES - RIVERSIDE « SANDIEGO -« SAN FRANCISCO

February 18, 1994

Kristine M. Gebbie

National AIDS Policy Coordinator
Executive Office of the President
750 17th Street, NW, Suite 1060
Washington, DC 20503

Dear Kristine:

UCLA

SANTA BARBAHRA « SANTA CRUZ

SCHOOL OF PUBLIC HEALTH
10833 LE CONTE AVENUE
LOS ANGELES, CALIFORNIA 90024-1772

Enclosed is a copy of our nomination of Bill McBeath for the Sedgwick Memorial Medal.

If you would like to support this nomination, would you kindly write a short letter of one or
two paragraphs, addressed to the APHA Awards Committee, stating why Bill deserves the
Sedgwick medal. Please send your letter to us so that we may enclose it with our

nomination. We should like to receive your letter by March 15th.

Please keep this matter completely confidential,
With many thanks,
Sincerely,
(Cui,
Ruth Roemer, JD
/PN E N
Milton I. Roemer, MD

Telephone: (310) 825-6958
FAX: (310) 825-8440

rr3(bm).ltr

Enclosure

One hundred twenty-five years of service



SEDGWICK MEMORIAL MEDAL
1994 NOMINATION

For distinguished service and the advancement of public health knowledge and practice

(Please print or type)
Full Name of Nominee and I i William H. McBeath, M.D., M.P.H., LL.D.

Title and Organizational Affiliation Executive Director Emeritus, American Public Health Association

Address ——15305 Basswood Court

Rockville, Maryland 20853

Telephone (business) Giome). (301) 929-9261

Describe below in detail the current creative work, distinguished achievements, or distinguished service which make this
nominee worthy of the 1994 award, bearing in mind the award description. (Attach additional sheets as necessary.)

See attachment and copy of article from November 1993!Nation's Health

See Attachment

c. Other honors and awards:
Member, Board of Directors, National Health Council
Past President, World Federation of Public Health Associations
Honorary Fellow, Royal Society of Health '
Fellow, American College of Preventive Medicine

Delta Omega
Nominator's Name ___Ruth and Milton Roemer Signature
Addisia UCLA School of Public Health
Los Angeles, CA 90024-1772
10 2% 6958
Teeplioon frmitase 0L 0 homey_(310) 472 6618

Date

PLEASE NOTE: A separate form must be submitted for each nomination. A current curriculum vitae must accompany this completed nomina-
tion form, but will not be accepted in lieu of this completed form. Nominations should be sent to the APHA Awards Committee, APHA, 1015
15th Street, NW, Washington, DC 20005. Nominations received after April 1, 1994 cannot be guaranteed consideration for the 1994 award.



ublications relevant t rticular achievements on which nomination is based

Among Dr. McBeath’s publications we comment only on his Keynote Address, the
15th Margaret Baggett Dolan Lecture, to the Opening General Session of the 118th Annual
Meeting of the American Public Health Association, delivered in New York City on October
1, 1990. The annual meeting theme that year was "Forging the Future: Health Objectives for
the Year 2000." The address is entitled "Health for All: A Public Health Vision" and is
published in the American Journal of Public Health, Vol. 81, no. 12, pp. 1560-65, December
1991.

After a masterly review of world health needs and of the renaissance of national
prevention initiatives that emerged in the 1970s, Bill McBeath turns to health promotion in
the 1980s and its centerpiece -- the 226 specific, quantifiable national health objectives. In
analyzing the progress made towards achieving these objectives, he provides a candid
assessment of accomplishments and deficiencies in this effort. He sets forth health priorities
for the 21st century in the United States and calls on governments, health professionals, and
APHA for leadership in attaining the goals of equity, a national health program, with
universal coverage and comprehensive benefits, and access to better living standards. A
scholarly and insightful analysis of health promotion and disease prevention activities from
1970 to 1990, this address will be a classic reference and guide for future public health

scholars and practitioners.

rr3(bm).doc



Sedgwick Memorial Medal 1994 Nomination
WILLIAM H. McBEATH
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Current creative work, distinguished achieveme istinguished servi

In October 1993, Dr. William H. McBeath completed 20 years of service as Executive
Director of the American Public Health Association, the oldest and largest professional
organization of public health workers in the world. In these 20 years, APHA’s membership

has risen to 50,000, and its contributions and influence have expanded enormously.

During those years, Dr. McBeath provided leadership for the Association’s role in
broadening and strengthening the scientific base for public health and in developing its
advocacy role for improved environmental and personal health services. Many of the
creative strategies of the Association to strengthen public health education and practice were
proposed initially by Dr. McBeath, and all were supported by him. His wide knowledge of
public health in its many dimensions enabled him to work effectively with the numerous
disciplines in public health, with the 24 Sections of APHA, and with its Affiliated
Associations, SPIGs, Boards, Committees, and Caucuses, to encourage their growth and

increase their impact.

As concerned about problems of public health in the developing world as in our own
country, Dr. McBeath played a leading role in strengthening the World Federation of Public
Health Associations. Serving as Secretariat for the WFPHA, APHA helped public health
associations to provide independent, professional support for public health programs and
promoted the formation of new professional public health associations in a number of

additional countries.

rr3(bm).doc



Sedgwick Memorial Medal 1994 Nomination
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Dr. McBeath took office as Executive Director of the Association as President Nixon
was leaving office in 1973. He served as Executive Director during the Ford, Carter,
Reagan, and Bush Administrations, confronting during these years some of the most
significant challenges to maintaining basic public health services. He also seized important

opportunities to extend public health through protecting the environment and encouraging

personal health promotion and disease prevention.

To give some notion of the scope of national health problems that Bill McBeath
confronted during his years as Executive Director of APHA, one may mention the following
examples. He worked with the first national health planning legislation between 1974, when
the National Health Planning and Resources Development Act (P.L. 93-641) was passed, and
1986, when the national legislation was terminated, although many states continued to apply
certificates of need. APHA’s support of health planning at the national, state, and
community levels was a personal commitment of Bill McBeath, who had served as Director
of the Division of Medical Care in the Kentucky State Department of Health and as Director
of the Ohio Valley Regional Medical Program in Louisville, Kentucky. Thus, Dr. McBeath

was very much involved in the problems facing state and territorial health officials.

In 1973, the US Supreme Court opened a new era in reproductive health with its
decision in Roe v. Wade, 410 U.S. 113 (1973), legalizing abortion on the ground of the
fundamental right of privacy of the woman and her physician to choose abortion. During the
years that followed, when legalized abortion was being implemented and attempts were being
made to erode the right to choose, APHA, with Bill McBeath’s unwavering support, played a
leadership role to protect women’s health and preserve reproductive freedom -- issuing policy

statements, lobbying Congress, and participating in amicus briefs in cases before the courts.

rr3(bm).doc
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During the period 1973-93 APHA, under Dr. McBeath’s leadership, made important

contributions to increased support for maternal and child health and for greatly expanded

immunizations of children.

During Bill McBeath’s tenure in APHA, the Association was active in achieving the
robust growth of environmental protection legislation. The National Environmental Policy
Act had been passed in 1969, and APHA was alert as a watchdog in implementing its goal to
prevent or eliminate damage to the environment and stimulate the health and welfare of
people. The Toxic Substance Control Act of 1976, the Resource Conservation and Recovery
Act in the same year, with its emphasis on hazardous waste, revision of the Clean Air Act
and the Clean Water Act in 1977, and the Superfund legislation of 1980 all called forth

initiatives from APHA that Bill McBeath promoted.

In the mid-1980s, with the advent of the AIDS epidemic, the APHA Executive Board
established a Special Initiative on AIDS. In the course of its implementation led by Dr.
McBeath, one of its important activities has been the production of a series of authoritative,

scientific reports on various specific aspects of the epidemic.

In all these and many other public health issues, numerous units of the Association
and many of its members participated, but Bill McBeath was the single, most important
monitor of the public health climate of the nation. He was skilled in keeping his eye on the
issues, and he raised timely concerns with the officers, Executive Board, Governing Council,
Program Development Board, and Action Board of APHA. As one member of APHA put
it, "Presidents of the Association come and go, but Bill McBeath has been there as

Permanent Undersecretary for the Association’s responsibility for public health."

rr3(bm).doc
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Within the Association, Bill McBeath undertook numerous imaginative strategies to
increase membership, to improve the financial resources of the Association, to implement
APHA’s affirmative action policy, to strengthen the scientific base for public health policy
and programs, and to expand APHA's advocacy role. An important contribution that he
made was to enhance communication within the public health community and to enrich the
knowledge of public health professionals. As Executive Editor of The Nation’s Health, he
encouraged its development as a first-class newspaper for public health workers. As
Managing Editor of the American Journal of Public Health, he supported several successive
editors in making AJPH a ranking scientific journal spanning the many fields of public

health.

What qualities enabled Bill McBeath to carry on this demanding leadership role for

SO many years?

First, Bill McBeath has a sound and broad knowledge of public health in all its
aspects and a deep, philosophical commitment to the public health movement. He is as
comfortable dealing with arboviruses as with health insurance. He grounds every decision,
every initiative, and every action in a thorough knowledge of public health theory and

practice.

And he is true to that commitment. In his dealings with the Executive Board he has
always kept the focus on the mission of the Association -- what is best for public health.
Even when Board members disagreed with his position, he has had a remarkable capacity to
stick to his principles, to hold the feet of Board members to the fire, so that they would
recognize their duty as representatives of the public health membership of the Association.

On occasion he had to teach the Board that its duty was to formulate policy, not to carry out

rr3(bm).doc
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management functions. And, grappling with the day-to-day problems of the Association’s
management, he never lost sight himself of the ultimate objective of strengthening public

health.

Secondly, perhaps as important as Bill McBeath’s intellectual grasp of public health
issues and his good judgment in dealing with them, is his remarkable ability to work with
almost everyone, even those who disagree with him. And this he has been able to do
without compromising his principles. APHA is composed, as we all know, of many
disciplines, of varied interests, of groups and individuals with different concerns, but Bill
McBeath has an uncanny ability to work with all of them. He inspired his staff, he
encouraged the membership, he challenged the sections, affiliates, and committees of the

Association, and he cooperated constructively with other organizations.

Thirdly, a key to Bill McBeath’s leadership is his skill in translating ideas and goals
into actions. When Bill Foege suggested in 1985 that APHA establish a special initiative on
tobacco control, Bill McBeath turned that idea into a dynamic reality. A reflection of his
ability to make things happen is the Association’s achievements in the field of affirmative
action. Espousing principles of non-discrimination is easy to do. Much harder is to assure
that every component of an organization is constituted so as to bring into activity and
responsibility representatives of all ethnic, racial, and geographic groups and representatives
of the many disciplines within APHA. APHA'’s early recognition of the importance of
diversity, as a matter of justice and as a source of vitality for the Association, is in large

measure due to Bill McBeath’s principles and his genius in implementing them.

Lest the Awards Committee think that Bill McBeath’s distinguished service and his

"advancement of public health knowledge and practice" are due only to his knowledge,

rr3(bm).doc
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commitment, interpersonal skills, and to his talents as an administrator and manager, one
should add that Bill McBeath has a not-so-secret weapon -- his enchanting wit. We believe

that Bill McBeath thinks that a funny word (of which he has many) turneth away wrath. And

through his wit he often expresses his sensitivity and warmth to his colleagues.

For 20 years of selfless and extraordinarily competent service to public health, we
nominate Dr. William H. McBeath for APHA’s most prestigious honor, the Sedgwick
Memorial Medal. Honoring Bill McBeath in this special way expresses gratitude for his years

of devoted work and does honor to the American Public Health Association.

rr3(bm).doc
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Professional Resumé

William H. McBeath

Managing Editor, American Journal of Public Health
Executive Editor, The Nation's Health
(Executive Director Emeritus, effective 1 July 1993)

Board of Directors, National Health Councll
Past-President, World Federation of Public Health Assoclations
Honorary Fellow, Royal Soclety of Health
Fellow, American College of Preventive Medicine
Delta Omega

Dept. of Health Services Administration, George Washington University
former academic affiliations with Universities of
Kentucky, Louisville, Cincinnati, Michigan, North Carolina, & Johns Hopkins

B.S., Georgetown College, 1953
M.D., University of Louisville, 1857
M.P.H., University of Michigan, 1964
LL.D., Georgetown College, 1980

1958-61: Flight Surgeon & Preventive Medicine Officer, U.S. Alr Force
1961-62: Field Officer, Heart Disease Control Program, U.S. Public Health Service
1962-66: Director, Div. of Medical Care, Kentucky State Department of Health
1966-73: Director, Ohlo Valley Regional Medical Program
1973-present: Executive Director, American Public Health Assoclation

American Public Health Association
1015 Fifteenth Street, NW
Washington, DC 20005
202/789-5656
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United States Department of State
Bureau of Oceans and International
Environmental and Scientific Affairs
Washington, D.C. 20520
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CLINTON LIBRARY PhG « GLurY
March 4, 1994
TO: Participants in interagency working group meeting on AIDS

(See attached distribution list)
FROM: EA4 Halloﬁ?wggalctor, Office of Science, Technology and Health
SUBJECT: Working Groups to develop HIV/AIDS strategy papers

The following is the list of working group chairs and contacts and

selected themes which may be discussed:
y ((ro” [ ‘;‘J
Working Group Chair ? phone/fax

1) Scientific research Dr, William Paul, NIH/OAR 301-496-0357/7769

Cooperation contact: Linda Reck
2) Prevention Dr. Nils Daulaire, USA 202-647-B415/8595
3) "Diplomacy” Dr. John Boright, Stat 202-647-3004

contact: Sharon Hemond 647-4537/736-7336

4) "Becurity"
5) Donor Coordination Dr. Helene Gayle, USAI M-avs-«sucsas
The Working Group designations are meant to be indicative, not

comprehensive. For example, the Prevention group could include
public information, education, women's empowerment as well as condom
distribution. "Diplomacy" could include leadership mobilization,
immigration, human rights, and sustainable development. The Donor
Coordination group will consist of the chairs of the other groups as
well as other participants deemed appropriate by the chair.

If you would like to join a specific group and have not been
contacted by the chair, please c¢ontact the chair directly.

Each strategy paper should be no more then 5 pages in length. We
have sent you a package of material which could be useful background
for your work. If you haven't received the package, or if you have
other questions or comments about the overall process, please call
Sharon Hemond at 202-647-4537.
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Prevention of HIV/AIDS Working Group

As you know, an interagency meeting on AIDS was held on February
15th. At this meeting, it was agreed that five working groups
(on Scientific Research Cooperation, Prevention, Diplomatic
Channels, U.S. Security Interests/Concerns, and Donor
Cooperation) would convene to develop strategy papers on key
aspects of the HIV/AIDS issue. The main objective for each group
is to identify ways in which the U.S8. can leverage its efforts to
stem the spread of HIV/AIDS.

The first meeting of the working group on the Prevention of
HIV/AIDS will be on Wednesday, March 9 at 2:00 pm in New State
room 6941. If you are interested in participating in this
working group, or if a representative in your office is
interested, please attend this meeting. If you are unable to
attend, but would like to participate, please call Lorraine
Soisson (USAID/PPC/DC) at 202~736-4861. Thank you.
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{B08) 541-2542
ROOM 722, HART SENATE OFFICE BUILDING
WASHINGTON D. C.
(202) 224-3934 fomleont

March 4, 1994 I

Kristine M. Gebbie, R.N,, M.,N,
National AIDS Policy Coordinator
Office of National AIDS Policy
Executive Office of the President
Washington, D.C. 20500

Dear Ms. Gebbie:

I am writing to share with you a copy of my recent
testimony prepared for the Hawaii State Legislature on
behalf of the prescription privilege legislation being
pursued by the Hawaii Nurses' Association with the
support of Governor Waihee.

AloHe,
DANIEL K. INOUYE
United States Senator

DKI /pdw
Enclosure
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Now, more than ever, the nurse practitioner needs to be fully
utilized - by this I mean the ability to be able to realize every
primary care function which includes" prescriptive authority". It
is unjust and counterproductive to our entire health care system to
attempt to control the Nursing profession through the use of
unsubstantiated intimations relating to alleged diminished "quality
of care" and by the ludicrous insinuation that nursing’s
independent practice could result in a "hazard to public safety".
This is not the reality of the issue! The issue is for too long,
nurses, the majority of whom are female, have been labeled by many
physicians as being third class citizens doing fourth rate jobs.
In my experience, the majority of physicians on a one-to-one basis
are always highly laudatory as to the competence and dedication of
nurses and are eager to testify for the actions of nurses as
professional colleagues. Yet, when organized as a professional
group, this sentiment changes in transmittal. Suddenly nurses
become incapable of independent practice.

I speak to you today to voice my support for House Bill
3315/Senate Bill 2997 which relates to the regulation of nursing.
This legislation grants advanced practice nurses limited authority
to prescribe drugs. I was appalled to learn that for how
progressive our state health care system purports to be, we rank
among the few remaining states that have not granted this authority
to our nurses - something of whiéh we can certainly be ashamed!
Forty-five out of fifty states have chosen to utilize their

advanced practice nurses to their fullest extent which therefore at
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TESTIMONY TO THE HAWAII STATE LEGISLATURE

PRESCRIPTIVE PRIVILEGES FOR ADVANCED PRACTICE NURSES

I am very happy to present testimony today in support of
Governor Waihee’s Bill which recognizes the contributions that
advanced practice nurses can make to our health care delivery
system. This is a matter which has long been very dear to my
heart. But, I speak not only from the heart, but more importantly,
from years of knowledge and understanding of the value that
advanced practice nurses contribute to the quality of health care
in this country, and in particular, in Hawaii.

I am not speaking 6f defending the concept of advanced
practice nursing - that has long been established as a proven
contributor to our health care system, especially in the primary
care setting. In fact, I have probably had more contact with
nurses than most of my colleagues. Through the years I have worked
on many significant nursing issues including appropriate
reimbursement for nursing practice.

Throughout my youth we very seldom saw a doctor unless we were
very ill. We usually saw a public health nurse, either at home or
at school. BAmazingly, this is the exact focus we need to take
today in our quest to achieve health care for all Americans.
Granted, it has been a long time since my youth, but some of the
principles in delivering health care then certainly could apply to

our current system.
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a2 minimum must include prescriptive authority. How can we claim to
have the best health care system in the United States while at the
same time neglecting a professional group of caregivers who
undoubtedly render appropriate and timely care? This highly
qualified group of nurses have repeatedly increased access to care,
decreased costs, and maintained the highest " quality of care"
given. Are we so archaic in our thinking and arrogant in our
assumptions that we can continﬁe to underutilize their utmost
capabilities? Prescriptive authority will serve to close the gap
that currently limits these fine practitioners.

As we enter the era of health care reform, and look to the
twenty-first century, it is apparenf. that efforts need to be
furthered to promote the role that many advanced practice nurses
are already filling in the areas of primary, preventive, and
community care. Some years ago, in an effort to clarify my long
standing belief that the care rendered by advanced practice nurses
would result in positive clinical outcomes, I requested the U.S.
Office of Technological Assessment to conduct a study on the
comparison of quality of care prbvided by nurse practitioners and
physicians. In 12 of the 14 studied areas, nurse practitioner
care was rated higher than physician care. The unbiased results of
this study are even more applicable today in the new arena of
primary care.

Further studies have indicated that it will take until the
year 2040 to produce an adequate supply of primary care physicians.

If health care reform is able to expand care to the 37 million
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uninsured, it will obviously be impossible to adequately provide
primary care through physicians alone. Our beautiful state of
Hawaii is fortunate to have perhaps the highest ratio of physicians
to population in the nation, (and even perhaps in the world) - but
fully 80% of Hawaii’s 4,600 physicians and surgeons are
specialists. This overabundance of specialists indicates that
Hawaii is currently ill-equipped to enter the business of primary
care without the full contributioﬁ of nurse practitioners.

It is refreshing to note that the University of Hawaii has
recently undertaken the establishment of a nurse practitioner
graduate program. I have long felt that advanced practice nurses
are not being adequately utilized and that physicians’ services are
being used inefficiently. Here lies a tremendous opportunity to
capitalize on this long overdue program.

In keeping with the principles of health care reform and its
focus on primary care and prevention, the increased use of advanced
practice nurses will result in greater patient satisfaction, easier
access to care, and cost effective delivery. We can ill afford to
ignore these crucial elements which encompass the essential
ingredients in any successful health care system.

The advanced practice movement for nurses is not new or
experimental, 1In fact, it’'s in its twentieth year. These nurses
have long been utilized in various settings ranging from the inner-
city health center to being the sole source of health care in rural
areas. Some nurses deliver babies while others are trained in the

field of preventive care, pediatrics, anesthesia, and family
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medicine. The authority to prescribe drugs by advance practice
nurses is also not a new concept, Or an unproven one. Nurse
practitioners have been prescribing medications for at least 10
years in some states, and now do so in varying capacities in 45
other states. It should be noted that many nurses such as the
advanced practice nurses in the Pacific North West not only have
prescription privileges, but have totally independent practices.
Research clearly indicates the effectiveness, safety, and client
acceptance of nurse practitioners. LaPlante and O’Bannon found in
their research of nurse practitioner prescription practices only 2%
of the prescriptions were changed after consultation with the
collaborating physician, and only two drugs were changed to
different drug categories. It is essential that Hawaii finally
takes full advantage of this existing pool of resources as 90
percent of the country has done.

My purpose today is certainly not to ask you to place the
quality of care for the residents of our state at risk, but rather
to truly place Hawaii in the forefront of health care reform
leading us into the next century. With this in mind, I heartily
endorse the contents of H.R. 3315/S.B. 2997 which essentially
gstablishes limited prescriptive authority for advanced practice

nurses.



g;@EmME?m
i )

MAR - T 1994

BEN MERRILL
534 S.E. GRAND AVENUE, APT. 11
PORTLAND, OREGON 97214

March 4, 1994

Dear Kristine:

I am sorry for the circumstances which cause me to write to
you. The events in Portland have not been kind on me in the last
two weeks and I suspect that they will be even harsher in the
future until all the matters are fully aired and the fuller story
can be told.

I want to apologize to you for any embarrassment I have
caused you personally or the office professionally. The charges
here do not reflect who I am or the people or causes I so firmly
believe in.

My lawyers--all who are representing me free--believe that
the judicial system needs to look at a much bigger picture of Ben
Merrill than what is being reported in the local press and if you
could, personally, see your way to a letter regarding my hard
work and dedicated service, they believe it would help. If you
find that you can, my lead counsel's name is:

Steve Houze
Attorney at Law
1001 S.W. 5th, Suite 1050
Portland, Oregon 97204

I am strengthened each day by my individual faith and the
knowledge that the good things that men do far outlive any bad

things about them that might be true. I need your prayers above
all else.

Sincerely,

Merrill
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WASHINGTON

March 7, 1994

MEMORANDUM FOR ALL WHITE HOUSE OFFICE AND
EXECUTIVE OFFICE OF THE PRESIDENT STAFF

FROM: JOEL I. KLEIN
Deputy Counsel to the President

SUBJECT: Retention of Documents and Communications

Today we have requested that White House Office employees
produce any documents or communications related to contacts
between White House staff members and officials of the Department
of the Treasury and the Resolution Trust Corporation.

We are aware that staff may have other documents or
communications relating to Madison Guaranty, Whitewater
Development Corporation, and any related matters. While any such
documents or communications need not be produced at this time,
staff members should take all necessary measures to preserve and
maintain any such documents. Such documents should not, under
any circumstances, be discarded, altered or destroyed.
Additionally, all staff members should not remove or transport
documents or communications related to any of these matters from
their offices in the EOP or White House complex.

Should any staff member have questions about these
procedures, please contact one of the following liaisons in the
Office of White House Counsel:

Chris Cerf 6~-7180 190 OEOB
Vicki Divoll 6-7181 190 OEOB
Marvin Krislov 6-7903 126 OEOB

Cheryl Mills 6-7900 128 OEOB
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March 7, 1994

FROM:  PAUL M. ELLWOOD MD. |
RE: MANAGED COMPETITION II

Enclosed please find an updated version of Managed Competition II. The document
represents our current state of thinking regarding revisions to the original managed
competition proposals, including an approach to universal coverage. We are soliciting
selected feedback so that the document can be prepared for wide circulation starting March
16th. It will be difficult to incorporate any comments not received by March 14th. Please
fax the enclosed reply form to (307) 739-1177 to expedite this process.
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Fed-Ex/UPS: 6700 North Ellen Creek Road Jackson, WY 83001
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MANAGED COMPETITION II
FAX REPLY FORM
PLEASE REPLY BEFORE 3/14/94
FAX NUMBER (307) 739-1177

Universal Coverage

1) 2000 would be set as a target date for universal coverage.
O Agree [ Disagree

2) Universal coverage would be defined as 97% of Americans insured with standard benefits
or traditional Medicare.
O Agree [ Disagree

3) A decision regarding mandating coverage would be deferred until more is know about the
residual uninsured population—2000. No decisions on individual and employer mandates
versus other forms of compulsory coverage would be made now.

O Agree [ Disagree

4) If universal coverage has not been achieved by 2000, Congress would commit itself to act
in every subsequent year by either increasing low-income and Medicare funding and/or
passing some form of mandated coverage.

O Agree [J Disagree

Comments:



Low-income Assistance

1) Low Income Subsidy Program, Part 1 (LISP 1): A subsidy program for the current
categorically needy (those receiving AFDC and SSI benefits) acute care portion of the
Medicaid program would be created to end Medicaid and merge it into the managed

competition system.
O Agree [ Disagree

2) Initially, LISP 1 would be pooled separately, and the state would negotiate actuarially
sound capitation rates for coverage in AHPs for this population.
O Agree [ Disagree

3) To avoid government imposed cost-shifting, AHPs would not be compelled to participate in

the LISP 1 program. i o o
gree isagree

3) Low Income Subsidies Program, Part 2 (LISP 2): A subsidy program for individuals
below 200% of poverty, and ineligible for LISP 1, would be created.
O Agree [J Disagree

4) LISP 2 eligible individuals below 100% of poverty would receive total payment vouchers;
for individuals between 100% and 200% of poverty, subsidies would be graduated based on

income.
O Agree (I Disagree

5) LISP 2 vouchers would be used through the appropriate sponsor, their large employer or
the HPPC.
O Agree [J Disagree

Comments:



Medicare

1) Medicare would make a defined contribution toward AHP premiums. The defined
contribution would be set at the national per capita average Medicare expenditures, adjusted
for cost of living and health status, but not medical prices.

(0 Agree [ Disagree

2) Newly eligible Medicare recipients must continue to purchase health care from AHPs.
0 Agree [ Disagree

3) Present Medicare recipients would retain their FFS option.
O Agree [ Disagree

4) The current regional AAPCC reimbursement program would be phased out.
[0 Agree [ Disagree

5) AHPs serving Medicare beneficiaries would be required to offer the same standard benefits
package available to the general population.
O Agree [0 Disagree

6)Reject above, AAPCC should be maintained with additional adjustment for health status.
OO0 Agree [ Disagree

Qommgg_t_g:



Balanced Health Security Budget

1) Medicare and LISP expenditures would be financed through a balanced health security
budget.
O Agree [J Disagree

2) Congress would set a balanced health security bucnl:lget every éea.r
Agree Disagree

3) The NHB would set a standard benefits package to keep the health security budget in
balance.
O Agree [ Disagree

Comments:

Competing HPPCs

1) Multipie competing HPPCs would be allowed within a single health market region.
O Agree [ Disagree

2) HPPCs would not negotiate premiums, they would compete only on their administrative
efficiency and customer service.
O Agree [ Disagree

3) HPPCs would still be the sole sponsors for employers with less than 100 employees and
individuals in that tax preferential treatment for this population would be conditional upon
purchasing coverage through a licensed HPPC.

0 Agree [0 Disagree

Comments:



POS Option
1) All sponsors would be required to offer at least one AHP with an out-of-plan provider

option.
O Agree [ Disagree

Defined Contribution for Large Employers

1) Large employers that pay for some portion of health coverage would be required to make a
defined (flat dollar amount) contribution towards health coverage, regardless of plan chosen
by employee, and the tax deduction and exclusion would be limited to the weighted average
premium.

O Agree ([ Disagree

Comments:

Medisave
1) Individuals who chose an AHP priced below the weighted average premium would be
allowed to deposit the difference into a tax-free Medisave account.

O Agree [ Disagree

Comments:



MANAGED COMPETITION II

A DRAFT Proposal
February 1994



INTRODUCTION

Health care reform is stalling over a number of issues with the resulting danger that either
ineffectual or even no legislation will pass. The Jackson Hole Group, the originators of
managed competition, view this as unacceptable, and remain committed to comprehensive
reform of the health system including universal coverage. Having come this close to achieving
health care security for the American people, the task is now to craft a reasonable, affordable
compromise out of the thoughtful proposals that face Congress in 1994.

Perhaps nothing threatens to undermine reform more than the unpredictability of costs and of
the effectiveness of cost containment efforts. Estimating costs with even the most elaborate
cost-estimation models produces point estimates that are very unreliable, particularly as one
extrapolates into the future. Their principal value is in defining the relationship between
variables. Other areas of uncertainty include the ability of different mandates to achieve
universal coverage, the unpredictable effects of price controls or global budgets and whether it
is possible to enforce them, the lack of capacity that may result from a continued shortage of
primary care practitioners or delays in accountable health plan (AHP) formation, how
employers will use savings, the effects of increased consumer involvement in the decision-
making processes, and any savings that may be achieved by reducing the amount of

ineffective care.

With these and other factors in mind, this document presents a revised version of the original
managed competition proposals that takes into account the inherent uncertainties of reform
and builds on the lessons learned since the proposals were first introduced. The document
proposes a commonsensical approach to government health care financing that is always in
balance, and a rational stepwise approach to universal coverage. Whatever reform measures
are adopted it is imperative that they add to the reforms already underway in the private
sector and in states, by strengthening incentives to reduce costs and improve quality, and that

DRAFT: Managed Competition [I, March 7, 1994 . 1



they extend reforms to the small and non-group markets and public programs including
Medicare.

MANAGED COMPETITION II

Prior to introducing the modifications under consideration to the original managed competition
proposals, it is worth while revisiting the core elements of the managed competition model
that remain unchanged. These are presented in Table 1.
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ACCOUNTABLE HEALTH PLANS (AHPs) "The Providers"

AHPs are the engines of reform and would shift the emphasis in health care from disease and
mtervmnon to preventlon and wellness AHPs are organizations that:

Both f'mance and delwer thc full range ot' a nanonally defi ned pac.kage of health

“benefits. é

Are. accountable to the publu: for satisaction of the:r members and the effect ¢
services on members” health. = Sn

' Comply with established solvency and undcrwmmg standards, mcludmg wmmumty

rating and guaranteed issue and renewal provisions. :

Adhere to uniform data reporting requirements as established by a Nat:onal Health :

SPONSORS "The Health Plan Store"

Largc employers, government, and HPPCs would all act as sponsors that facilitate individual chmce of
heahh plan In general the role of the sponsor is to: i

:Q; e Arrange for individuals to selects. AHPs
A, ® Minimize the incentives and ability of AHPs to select good risks.
‘.% Setrules to assure equitable caverage of all members of the sponsored group.

STANDARD BENEFITS "The Universal Entitlement"”

A standard bcneﬁt package would:

S Fac:hta:c slde-by-s:de comparison of AHPs (increasing elasticity of demand), and
promote- efficiency through standardized claim forms and issuing requirements.. :

. Provide a rational vehicle for defining services to be made universally avaliable to a.ll

s Americans and put private and government programs on the same footing. - 5
. Be continuously amended by the NHB and approved by Congress thmugh a pmcess SR

insulated from inordinate political interference.

* Be based on scientific documentation of efficacy, including cost-eﬁ'ccnvenss

THE NATIONAL HEALTH BOARD (NHB) "The Referee"

Thc NH’B would be an independent federal agency to guide, oversee, and facilitate a transition to a ncw
. health system. NHB powers and responsibility would be explicitly limited in legislation to:

Recommending a standard benefits package to Congress,

Balancing the "health security budget" (see below),

Coordinating a standardized data reporting system,

Setting standards for and registering AHPs and HPPCs,

Disseminating information and making recommendations on risk adjustment,
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Three years of circulation and application of the original managed competition proposals have
led to a wealth of experience and feedback, leading to consideration of the following policy
changes.

COST CONSCIOUSNESS OF CONSUMERS

Consumers will be cost and quality conscious only to the extent that they are responsible for
the difference in cost between plans and informed about differences in quality. Many have
questioned the logic of a limit on tax-free health benefits, especially those that enjoy rich tax
free benefits packages, but a tax cap remains the best way to instill cost-consciousness, control
government expenditures, and raise revenue for low-income subsidies without increasing

marginal tax rates. A revised tax code would include:

. Equalizing tax treatment of health expenditures for employers and individuals,
including expanding tax preferential treatment for individuals.

. Making preferential tax treatment and government subsidization contingent upon
purchasing coverage through the appropriate sponsor (i.e., large employer or HPPC).

. Capping tax deductions and exclusions at the level of the weighted-average price AHP
in the area (instead of at the level of the low-cost AHP). Consumers would be free to
spend additional after-tax dollars on health care.

. Allowing those who choose an AHP priced below the tax cap to keep the difference in
a tax-free health spending account (Medisave) to be used to defray the costs of
copayments, deductibles, and benefits not included in the standard benefits package
and/or an individual retirement account. Alternatively, to save the costs of
administering tax-free spending accounts, individuals could simply submit receipts and

deduct expenses against their taxable income for tax purposes.
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We anticipate that because of a revised tax code, most employers would limit their
contribution to health coverage for employees, regardless of plan chosen, to the tax-preferred
amount. However, some employers with union contracts that require they pay the full price
of any health plan an employee chooses may still find this difficult. Therefore a requirement
that employers contribute a fixed dollar amount, regardless of plan selected by employee, may

be necessary at some point to ensure full employee cost-consciousness.

HEALTH PLAN PURCHASING COOPERATIVES (HPPCs)

As introduced in the original managed competition proposals, HPPCs in a reformed system
would act as sponsors for individuals and small employers, giving them the ability to pool
risk, achieve economies of scale, and drive the competitive process through informed
individual choice. It is important to stress that the JHG believes that HPPCs should not be
regulatory or price setting agencies. HPPCs would not negotiate, or limit choice of AHPs,
rather they would offer an informed set of choices so that individuals could weigh personal
priorities in health plan selection. HPPCs that negotiate (i.e., refuse to offer plans whose
prices are too high) would not only limit individual choice in health care, they would also
threaten to undermine a functioning and competitive market by concentrating too much

purchasing power in a single entity.

While many private sector initiatives are proving effective in holding down health costs,
especially purchasing efforts of large employers, the problems associated with the small group
and individual markets appear to be worsening. The need for HPPCs has not gone away.
However, the original managed competition design of a single exclusive HPPC per geographic
area has two weaknesses when examined in light of public concerns and the reality of
implementation obstacles. First, monopoly HPPCs do not structurally prevent HPPCs from
becoming regulators. Secondly, monopoly HPPCs leave some consumers with no choice in
purchasing alternatives, and thus no protection from inefficiency. These concerns have led us
to propose a system of competing HPPCs. To borrow an analogy, we believe it is preferable
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to have the U.S. Postal Service serving the country with competition from Federal Express
and other private carriers, rather than to have a non-competitive mail delivery system. States
would be charged to make certain there is a "post office” but alternatives would be allowed
provided they met specific standards outlined below.

HPPCs would still be the exclusive sponsors for the small group and individual markets in
that tax preferential treatment of health expenditures would be conditioned upon purchasing
coverage through a licensed HPPC. This competing HPPC structure would require special
measures to ensure that the market is not undermined by adverse risk selection. Private sector
organizations or associations could become licensed as HPPCs if they met criteria designed to
ensure that all HPPCs open enroll, offer all AHPs, and conform to other HPPC standards
including a requirement to cover entire HPPC regions and a prohibition against conflict of
interest. AHPs would offer the same base community rate to all HPPCs in designated
regions. HPPCs would compete only on their administrative overhead (the cost of which
would be added to premiums) and their customer service. Competing HPPCs that negotiated
premiums would undermine community rating in the small group market. In a system of
competing HPPCs, states would have to take on the additional responsibilities of dividing
their territory into HPPC regions, and coordinating risk adjustment and standardized data
collection. Designed this way, competing HPPCs can still achieve the original HPPC goals,
and should satisfy those that contend there is a need for significant reform of this market.

CHOICE

The original managed competition proposals did not limit what type of health care delivery
organizations would compete in a reformed market. However, the public has clearly
expressed that they value choice of physician and for this reason all sponsors should be
required to offer at least one AHP with an out-of-plan option, which allows enrollees to use
non-AHP providers at increased cost. A requirement for sponsors to offer at least one POS

plan would best balance the public’s priorities of more accountable, longitudinal health care
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with the desire to maintain patient choice of physician. Experience is that only 5-10% of
individuals with an out-of-network option exercise it, but the option is probably important to

many more.

BALANCED HEALTH SECURITY BUDGET

The original managed competition proposals did not examine closely the financing aspects of
attaining universal coverage, believing that public finance was an issue best left to individuals
with expertise in this area. As various financing schemes have been proposed in legislation, it
has become clear that the financing of health reform has implications for how structural
aspects will interact. A managed-competition approach to structural reform requires a

managed-competition approach to financing.

The establishment of a balanced health security budget would instill fiscal discipline into the
health care system by guaranteeing that federal coverage costs do not grow faster than
revenue, that private health security costs do not grow faster than the economy, and by
promoting an honest and explicit debate regarding federal health care expenditures. One can
think of it as a ledger that continuously matches revenues to expenses. Federal health
spending covered by the balanced health security budget would include Medicare, LISP 1 and
2 (see below), and possibly the Federal Employee Health Benefits Program (FEHBP).

Under such a system, government health expenditures would be disbursed on a pay-as-you-go
basis, and the health system would move toward universal coverage in carefully monitored
stages. Legislators would agree either to raise enough money to pay for the standard benefits
for the covered population or limit the scope of the health security benefits package or the
subsidies available to individuals to help pay for them. Such an approach would ensure that
the health security system is not undermined by excessive cost-shifting or open-ended

entitlements.
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To enforce the balanced health security budget, the NHB would be charged by Congress to
continuously match available revenues to health priorities based on effectiveness, cost, and
public values. If the rate of growth in expenditures exceeds the rate of increase in the budget,
the NHB would either adjust the benefits package (the benefits package would be voted on in
a manner similar to the military base closing procedure), slow the expansion in low-income
subsidies or convey other recommendations to the Congress for keeping the budget in balance.
If Congress failed to accept these recommendations it would have to appropriate more money.
While it might be preferable to have an explicitly earmarked health tax as the funding source
for the balanced health security budget, ultimately what matters is that Congress keeps the
budget in balance, and that we focus the debate on the most explicit, reliable, and equitable
sources of federal health care funding.

GETTING TO UNIVERSAL COVERAGE

The public is convinced of the need for universal coverage. We believe a requirement that
everybody contribute to the cost of their health care through a system based on efficient,
progressive taxes to finance those unable to pay for themselves, is still the best way to
achieve universal coverage. However, given that it will take time to build strong health plans,
to evaluate progress, to accumnulate savings from managed competition, and to allow
individuals to avail themselves of the reformed system, it is appropriate to first set up a
universal access system by helping people who need it most (i.e., poorest of poor individuals
through subsidies, plus individuals and small employers through purchasing cooperatives and
insurance reform). A functioning universal access system should allow a smooth transition to

universal coverage by 2000 if Congress passes legislation in 1994.

Under any health insurance system, it may be impossible to ensure every single citizen is
actually covered by an AHP, therefore a definition of universal coverage should reflect this
reality, much as the definition of full employment falls short of 100% employment. A

reasonable working definition would be that universal coverage is attained when it can be
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verified that 97% of the population have coverage. As reform proceeds, this percentage could
be adjusted to reflect the point at which the additional cost of bringing individuals into the
health security system through government actions such as a mandate or increased outreach is
too great for the public to accept. At some point it makes sense to adopt a policy that
promotes uniquely targeted care for the residual uncovered, rather than devoting limited
resources to the difficult and expensive task of pulling every last individual into the private

system.

If universal coverage, as defined by Congress, has not been achieved by 2000, Congress
would have to act in every subsequent year by increasing Low Income Subsidy Program
(LISP, see below) funding or passing a mandate until it is achieved. A requirement to take
action in every year after 2000 should ensure that legislation attains universal coverage within

a reasonable time frame.

Given that many lessons will be learned as experience with a reformed system is accumulated,
reform should defer a decision on implementing a mandate until after 2000. By then broad
low-income subsidies would be at or near full phase-in, competing AHPs would be
functioning, group purchasing for all and health insurance reforms would have been in place
for some time, and the residual uninsured population would likely be much less significant in
number, and much different in character from the presently uninsured population. Only with
good information regarding the number and percentage of uninsured by employment status '
and wealth can an informed decision be made regarding what type of compulsion, if required,
would best lead to universal coverage. For example, if primarily low-income, unemployed
individuals are uninsured it is unlikely that any form of mandate would be effective, instead
changes to the LISP program would be required. On the other hand, if wealthy, non-working
individuals were uninsured, a free-rider tax would probably be the most effective way of
getting to universal coverage. Finally, if large numbers of employed individuals were
uninsured, an employer mandate might be more appropriate. If universal coverage is not
attained by 2000, and in a subsequent year a mandate is deemed the effective policy response,

the two alternatives discussed in the appendix should be considered first.

DRAFT: Managed Competition II, March 7, 1994 9



Universal coverage will require that public programs are folded into a managed competition
system and that a true universal access system is created in the interim. To facilitate this
public spending would primarily be directed at three programs: LISP 1, LISP 2, and
Medicare.

Low Income Subsidy Program, Part 1 (LISP 1): A subsidy program for the current
categorically needy (those receiving AFDC and SSI benefits) acute care portion of the
Medicaid program

Perhaps the greatest and most consistent challenge faced by state governments in recent years
has been the dramatic increase in and unpredictability of costs in their Medicaid programs.
While more states, like the private sector, now look to managed care as a means of tackling
the cost and quality problem, still little over 10% of Medicaid beneficiaries are in true
managed care programs like HMOs. This process needs to be accelerated if financial
discipline is to be instilled and predictability of costs and accountability for quality is to be

realized where neither have existed for some time.

States would be responsible for the administration of their respective LISP 1 programs, which
would be fully funded in the first year of reform and designed as follows:

. The AFDC and SSI population would be maintained, at least initially, as a separate
risk pool that is covered by AHPs (except where adequate AHP contracts cannot be
negotiated).

. Each state, or contracted sponsor acting on behalf of the state, would base capitation
rates for the LISP 1 population on actuarially sound estimates of the average
reasonable costs across AHPs of delivering a standard benefit package adjusted to the
special needs of this population. To avoid state imposed cost-shifting, AHPs would
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not be compelled to participate in the program, and there would be room for

negotiation around this rate.

. The federal and state governments would jointly contribute 100% of the price of
benefits for LISP 1 beneficiaries. However, because states would be required to
maintain their current level of financial commitment to Medicaid and uncompensated
care (current expenditures would be trended forward according to LISP 1 experience),
they would be relatively more at risk for their AFDC and SSI populations.

. Using a voucher, the LISP 1 eligible population could choose from among
participating plans through their own LISP 1 HPPC at the time of annual open
enrollment. For individuals who fail to select a health plan, the LISP 1 HPPC would

choose one for them.

. Once the LISP 1 population had experience in managed care programs and their risk
could be predicted with relative accuracy, they would move to the general HPPCs,
where government would pay a competitive community rate on their behalf. The
phase out of LISP 1 would be a logical part of ending welfare as we know it.
Additional benefits that were not part of the standard benefits package available to the
general population would be added on as wrap-around benefits funded jointly by states
and the federal government and provided by AHPs.

. While costs for LISP 1 beneficiaries should be mitigated so coverage is within their
reach, they like everyone else will be paying some portion of the cost of their care to

instill some degree of cost-consciousness.

The rationale for initially maintaining the AFDC and SSI population as a separate risk pool
rather than pooling them with the HPPC population stems from the belief that the former
population may be above average risk. A separate risk pool would ensure explicit financing of

the program and minimal cost-shifting. However, because of the potentially limited choice of

DRAFT: Managed Competition II, March 7, 1994, &



plans, it would move into the general HPPC and AHP programs as soon as costs and unique
needs are understood. If the below poverty population is higher risk, then everyone should
bear the additional costs, not just the HPPC-eligible population (i.e., individuals and small

employers).

Low Income Subsidies Program, Part 2 (LISP 2): A subsidy program for individuals
below 200% of poverty, and ineligible for LISP 1

According to the Employee Benefits Research Institute (EBRI) analysis of the March 1993
Current Population Survey (CPS), the below poverty uninsured population number some 10.8
million individuals or 28.1% of the uninsured, while the 100%-200% of poverty uninsured
population represents an additional 32.5% of the uninsured, or 12.5 million individuals. In
addition to the implicit subsidy available to everyone through preferential tax treatment of
benefits up to the weighted average cost plan in a region, further subsidies need to be made
available to this population to offer meaningful access to the health system. Though LISP 2
eligible individuals would receive subsidies in the form of vouchers, they would purchase
their coverage through their local HPPC or large employer, depending upon employment
status, thus minimizing the government’s role in the program. For some LISP 2 eligible
employees these funds may make it affordable to join their employer plan. LISP 2 funding
would be phased in as funds accrue to the government (see table 2). The initial targets could
be that LISP 2 eligible individuals below 100% of poverty would receive vouchers for 100%
of the cost of the low-cost plan and subsidies for LISP 2 beneficiaries between 100% and
200% of poverty would phase out on a sliding scale.
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t5 should be met.
ible individuals should be

Table 2: Expansion of LISP 2 program.

Prior to the beginning of each year, the NHB would determine LISP 2 eligibility by
reconciling the revenue made available by Congress, through the balanced health security
budget, with the predicted participation rate. Expected failure to meet the eligibility target, as
expressed in the financing goal, might trigger reduction in the benefits package upon the
recommendation of the NHB, reduced eligibility for subsidization, or increased taxes upon -
approval of the Congress. Reduced eligibility for subsidies would be the default fallback

written into the law, since it could be automatically calculated.

At the end of each year, participation in LISP 2 would be compared to the participation goal
set forth for the year. Failure to meet this goal might result from insufficient subsidies
(except for those fully subsidized), a complex or inefficient subsidization mechanism,
inadequate outreach, or the fact that individuals simply chose not to purchase coverage—free

riders. Possible policy solutions would include increased subsidization, a new subsidization
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mechanism, or increased outreach and education. Although the subjective nature of these
failures would prohibit automatically triggered responses, legislation could require the
adoption of one of the preceding policies if goals were consi;;tently missed. Policy will
require evaluation of the tradeoff between devoting additional resources to expanding

outreach and education activities and to increasing premium assistance levels.

State experimentation in subsidy levels, eligibility criteria, and phase-in strategy of LISP 2
would be encouraged to close in on an optimal LISP 2 design more quickly. For example, at
some level, subsidies at only a percentage of their targeted level may provide meaningful
access to health care, thereby making phase-in of the level of subsidization an appropriate
policy. This would have the desirable effect of increasing the eligible population, minimizing
the risk to the federal government of overshooting on spending, as well as ensuring a sliding
scale phase down of subsidies to prevent a marginal tax rate cliff. Creating a true universal
access system will require flexibility in and the ability to improve upon the design of the
subsidy program to meet coverage targets: the full and partial subsidization points may need
to be adjusted to achieve satisfactory access and a gradual enough benefit reduction rate.

The present Medicaid program creates substantial disincentives for going back to work, Since
beneficiaries completely lose coverage once they cross the eligibility threshold. Combined
with the loss of other welfare benefits such as the earned income tax credit, food stamps, and
housing subsidies, this threshold represents a disincentive to earn more. While any phase-out
of health care subsidies would be an improvement over the current system, the pressing need
to tackle welfare reform in conjunction with, or very soon after, health care reform is
apparent. To increase incentives for work, the threat of higher health insurance costs
associated with moving to a higher income bracket should be as small as possible. Minimizing
this risk would necessitate a gradual phase-out of subsidies. Up until now this expanded
entitlement has been regarded as too expensive. Ultimately, we are being asked to decide
how much we are willing to pay in taxes for health care on behalf of those who cannot pay

themselves.
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Medicare.

The Medicare program ultimately should be structured the same as the rest of the health care
delivery system. Medicare recipients should have the opportunity to receive the same
standard benefits and provider choice as all other Americans. The standard AHP benefit will
most likely be more comprehensive than current Medicare benefits, potentially eliminating the
need for Medigap policies. Beneficiaries ought to have the opportunity to join AHPs, and the
same motivation to save money and pursue prevention and health maintenance measures as
the general population. This reform cannot be immediate, however, since many beneficiaries,
particularly those with serious health problems, value the present program. Cost cutting
measures as proposed by Congress and implemented by HCFA would continue to be utilized
to control tradition Medicare expenditures. Medicare would start to be integrated into a

managed competition environment as follows:

+ The Medicare population would be maintained as a separate higher risk and cost group.
Medicare beneficiaries would be eligible to join AHPs which must offer the full standard
benefits package. Regional Medicare HPPCs would, at the time of an annual open
enrollment period, allow present Medicare beneficiaries to choose between traditional
HCFA administered Medicare, with the present Medicare benefits, and competing AHPs
offering the standard package. Beneficiaries would have a greater choice of AHPs than

present law permits, including AHPs that offer an out-of-plan provider option.

» For beneficiaries who chose an AHP, the federal government would make a defined
contribution toward premiums. The defined contribution would be set as a function of the
nation-wide average per capita expenditures for the Medicare program. This average
would be adjusted by a regional index that reflected general differences in the cost of
living and the health status of beneficiaries, but not differences in the cost of medical care.
Beneficiaries who choose an AHP would be responsible for paying the difference between
the government contribution and the cost of their plan of choice. Present employer

sponsored retiree health benefits that pay for wrap-around coverage could be redirected
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toward the difference between the government’s defined contribution and an AHP’s
premium. Equally, employers and retirees might agree to reconfigurating retiree health
benefits into a defined contribution such that those who join AHPs get the savings from

their actions.

* Beneficiaries that age into the Medicare program would be required to continue purchasing
coverage from AHPs.

« The price of AHPs available to Medicare beneficiaries would be based on a health status
adjusted, market-determined community rate across the Medicare population within a
Medicare HPPC region. AHPs could offer their services at whatever competitive price
they thought would attract Medicare beneficiaries.

= Eligible low income beneficiaries would continue to receive premium and cost-sharing

assistance.

» The present red tape that impedes HMOs from participation in the Medicare risk
contracting program would be aggressively reduced. There would be a significant shift in
public policy that supports the development of Medicare-oriented AHPs and encourages

them to serve beneficiaries.

As AHPs find ways to improve efficiency, they should be able to offer rates that are at or '
below the defined contribution set by government, even though they offer the richer standard
benefits package. The opportunity to obtain more benefits at no additional, or only slightly
higher cost, as well as continuity of care through primary care physicians, the reduced
paperwork, and the obviated need to purchase a Medigap policy, should motivate Medicare
beneficiaries to join AHPs. However, present Medicare beneficiaries who place more value on
the fee-for-service alternative would retain the opportunity to stay in the current system. The
reliance on nationwide based AHP capitation rates should serve to eliminate the geographic

inequities in the distribution of Medicare reimbursement.
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If AHPs succeed in lowering their costs below fee-for-service Medicare program costs, the

federal government could save significant amounts of money as Medicare beneficiaries choose
to enroll in AHPs.
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Appendix: Discussion of mandates

Combination of individual and employer mandates

Emplover Mandate for Large Emplovers
» All employers with more than 100 employees would have to offer a choice of AHPs

offering the standard health benefits package to employees, and their dependents, who
work more than 30 hours a week and would be required to make a defined contribution of
a minimum of [50-80]% of the price of the low cost plan to the health care premiums of
their employees. To minimize employment effects, the mandated contribution requirement
would be phased in over a period of time. A prorated contribution would be required for
part-time workers who worked more than 1,000 hours per year and a payroll tax of X%

would be paid for workers who work less than 1,001 hours per annum.

* To assuage effects on employers near the HPPC threshold size, there would be a gradation
of their financial obligation in accordance with firm size (i.e., firm size 100-125, 20%;
126-150, 40%; 151-175, 60%,; greater than 175, 80%.). These employers would not be
relieved of their obligation to offer standard health care benefits. If the gradation was used
in combination with a phase-in, the obligation for all firms would be phased in equitably.

Individu date for Individuals and |

= Part-time workers working less than 1,001 hours per annum for an employer with more.
than 100 employees and all individuals not employed or those employed by firms with
less than 100 employees would be obliged to purchase coverage through their local HPPC.

« At the direction of their employees, small employers would be required to make a monthly
payroll deduction and send the amount to the appropriate HPPC.
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A combination of employer and individual mandates best builds upon the current
employment-based system, and would ensure that the 99% of companies above the 100-person

threshold which currently offer coverage to their employees would continue to do so.

To the extent that large businesses compete with small businesses in the same industry,
employee compensation packages would differ, but since there would be a mandate in both
sectors, total compensation in any individual firm should not be different. However, if
employees do not recognize the trade off between wages and benefits, small employers would
have a hiring advantage. A combination of employer and individual mandates would increase
the incentives for firms to game the threshold by engaging in such actions as hiring temporary
personnel and splitting companies into separate entities. However, this may be mitigated by

phasing in the percentage requirement with firm size.

Low income is the major determinant in access to health insurance, not size of firm in which
one is employed. Therefore, for a combination approach to be equitable and efficient, the
subsidization formula used would have to be consistent across mandate environments, and tied
to income level not employment status, as in the LISP program. Individuals eligible for LISP
subsidization would use their vouchers either through their large employer or the HPPC to
defray the cost of coverage.

If, on the other hand, subsidies under the employer mandate were targeted at employers, as
opposed to individuals, the employer mandate portion of the combined mandate would |
represent an inequitable and inefficient financing mechanism. Firm subsidies based on average
payroll are inefficient because they subsidize high as well as low income individuals. For
firms with high average payroll but some low income employees, subsidies would be
insufficient, and employers would be forced to pick up the burden for government programs
or lay off workers. For firms with low average payroll but some high income employees, the

subsidies may be too generous, and the government would bear unnecessary costs.
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The most expedient, efficient, and politically viable way to enforce the individual portion of
the mandate would be through a free-rider tax. Individuals choosing not to purchase coverage
would be required to pay a tax. Advantages of a free-rider tax are that it could be progressive
and enforced by the IRS. The free-rider tax would be equal to a fixed amount plus a penalty
that would be directly proportional to income. While such an enforcement strategy would not
perfectly attain universal coverage, it would go a long way towards ending the free-rider
problem while minimizing societal and economic dislocation.

Many legislative proposals, including the Administration’s, have embraced employer mandates
and subsidies targeted at firms because they allow the government to shift some of the burden
of public programs onto employers and create the perception that no one is paying the price.
While fiscally attractive to the government, this type of mandate perpetuates cost-shifting, and
it is the kind of mandate that will cause the most economic dislocation because it effectively
raises the minimum wage in many firms. To the extent that employers were unable to take the
additional costs of health premiums out of wages, an employer mandate would cause some
unemployment, especially in firms not currently offering coverage and in firms with low wage
workers.

Individual Mandate

*+ All individuals would be required to purchase coverage as of the date of implementation,
or pay a free-rider tax.

* All employers, while not required to finance coverage, would be required to offer
coverage, either through the HPPC if they have fewer than 100 employees, or directly for

large employers.

* Voucher eligibility and preferential tax treatment would be contingent upon purchasing
coverage through the appropriate sponsor.
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Adoption of an individual mandate has an inherent logic to it if one pursues a program of
universal access first. Since individuals are already targeted for low income subsidies to make
them more explicit, efficient, and equitable, it makes sense to target a mandate at individuals
as well. An individual mandate could be easily and quickly implemented without disrupting
present purchasing arrangements. It would satisfy those who believe the ultimate obligation
to purchase health care should be on the individual, not employer, and that health care
coverage should be divorced from employment status.

The greatest potential disadvantage of an individual mandate is the risk that companies that
are currently active, value-based health purchasers will cease these activities, and will perform
the minimum duties necessary to fulfill the obligation to offer coverage. It is not possible to
predict the extent of this behavior. However, business leaders suggest that competitive forces
in the labor market may be a strong enough force for maintaining an active employer role,
especially if there is a stipulation that predicates tax preferred treatment of health expenditures
on purchasing through the appropriate sponsor (the large employer for its employees). In
addition, in a mandated environment, employees will value health purchasing that maximizes
the wage portion of their compensation and secures quality health care. Employees of large
firms (with no access to HPPCs) will look to their employers for purchasing expertise, since
most employers purchase coverage for employees today. If large employers prove to be
inefficient purchasers, it would be possible for employees to pressure their employers to go to
secondary purchasers such as purchasing coalitions, to purchase coverage.

Another potential serious disadvantage of an individual mandate is that upon passage, all
individuals might demand access to HPPCs. It is unlikely that Congress would have the
political will to deny this. If the public then demanded that HPPCs exercise greater control
over the cost of health care, the result could be slow, but steady, progression toward a great
majority of the population in the HPPC—leading to regulation and possibly a single payer
system. To some extent, competing HPPCs should mitigate this danger.
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THE WHITE HOUSE

WASHINGTON

March 7, 1994

MEMORANDUM FOR ALL WHITE HOUSE OFFICE AND
EXECUTIVE OFFICE OF THE PRESIDENT STAFF

FROM: JOEL I. KLEIN
Deputy Counsel to the President

SUBJECT: Retention of Documents and Communications

Today we have requested that White House Office employees
produce any documents or communications related to contacts
between White House staff members and officials of the Department
of the Treasury and the Resolution Trust Corporation. '

We are aware that staff may have other documents or
communications relating to Madison Guaranty, Whitewater
Development Corporation, and any related matters. While any such
documents or communications need not be produced at this time,
staff members should take all necessary measures to preserve and
maintain any such documents. Such documents should not, under
any circumstances, be discarded, altered or destroyed.
Additionally, all staff members should not remove or transport
documents or communications related to any of these matters from
their offices in the EOP or White House complex.

Should any staff member have questions about these

procedures, please contact one of the following liaisons in the
Office of White House Counsel:

_ . A\ Iy
Chris Cerf 6-7180 190 OBDB — SAA ‘k\r wmh, N rnae_

Vicki Divoll 6-7181 190 OEOB . Bt
Marvin Krislov 6-7903 126 OEOB e ? n"gq ' ‘5 .
Cheryl Mills 6-7900 128 OEOB Q;é)
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THE WHITE HOUSE
WASHINGTON

March 7, 1994

MEMORANDUM FOR ALL WHITE HOUSE OFFICE STAFF

FROM: Mack McLarty V( < _
Chief of Staff L’L&‘ UL L"*‘"‘ M
SUBJECT: Compliance with Grand Jury Subpoena

Attached is a memorandum from Joel Klein, Deputy Counsel to
the President, specifying procedures to be taken by all staff to
comply with the grand jury subpoena for documents issued by the
Office of the Special Counsel. It is imperative that all staff
read this memorandum thoroughly to understand the scope of the
request. Moreover, all staff must search their trash, burn bags,
electronic files and other records and files immediately, so that
we can provide the grand jury with all responsive documents by
Thursday, March 10 at 10 a.m., as the subpoena requires. As you
all are aware, the grand jury subpoena creates a legal obligation
to produce any responsive documents. .

To coordinate compliance, each designated department
representative must collect signed statements of compliance and
all possibly responsive documents from his or her staff members,
and provide these to the designated liaison from the Counsel's
Office no later than 8 p.m. today. Each staff member's documents
should be submitted to the department representative in an
envelope with the staff member's signature clearly visible.
Should any staff member have any concerns or questions about the
scope of the request or any other related matter, he or she
should contact the appropriate liaison from the Counsel's Office.
Attached to this memorandum is a list of all White House
departments with designated representatives as well as liaisons
from the Counsel's Office.
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Chris Cerf

Vicki Divoll
Marvin Krislov
Cheryl Mills

Office

Cabinet Affairs
Chief of staff
Communications
Counsel's Office
Domestic Policy
Envir. Policy
First Lady Off.
Intergov. Aff.
Legislative Aff.
Man. & Admin.
Nat. Econ. Pol.
Office of Pres.
Political Aff.
Pres. Personnel
Public Liaison
Scheduling/Adv.
Social Secretary

Staff Secretary

e H
6-=7180 190 OEOB
6-7181 190 OEOB
6-7903 126 OEOB

6-7900 128 OEOB

Office Representative

Christine Varney
Thomas McLarty
Rahm Emmanuel
Kathleen Whalen
Carol Rasco
Katie McGuinty
Melanne Verveer
Marcia Hale

Pat Griffin
David Watkins
Bob Rubin
George Stephanopolous
Joan Baggett
Veronica Biggins
Alexis Herman
Ricki Seidman
Ann Stock

John Podesta

Counsel Liaison

Marvin Krislov
Cheryl Mills
Cheryl Mills
Marvin Krislov
Chris Cerf
Chris Cerf
Cheryl Mills
Vicki Divoll
Vicki Divoll
Chris Cerf
Chris Cerf
Cheryl Mills
Vicki Divoll
Vicki Divoll
Vicki Divoll
Chris Cerf
Marvin Krislov

Chris Cerf



THE WHITE HOUSE

WASHINGTON

March 7, 1994

MEMORANDUM FOR ALL WHITE HOUSE OFFICE STAFF

FROM: JOEL I. KLEIN
DEPUTY COUNSEL TO THE PRESIDENT

RE: GRAND JURY SUBPOENA FOR DOCUMENTS

As my memorandum of March 4 explained, the White House has
received a grand jury subpoena requesting the production of
documents. Attached please find a copy of that memorandum
detailing the subpoena’s requirements, which you should study
carefully and refer to when reviewing all your documents and
communications.

The subpoena calls for the documents to be produced no later
than 10 a.m. Thursday, March 10, 1994. To respond to this
deadline, absolutely all members of the White House Office staff
immediately must search their files and all applicable documents
and records (as defined in the subpoena and set forth in the
March 4 memorandum at Paragraphs A and B and the accompanying
Definitions section).

To coordinate compliance, we have designated a
representative from all White House departments to be responsible
for ensuring that all his or her employees have complied fully
with the subpoena. These department representatives must collect
a signed statement from each staff member certifying compliance
with the subpoena, as well as provide any and all possibly
responsive documents and communications from all staff members.
Staff members should provide department representatives with all
responsive documents in appropriate envelopes or folders with
their signature clearly visible. These materials should be given
by department representatives to the designated liaison from the
Counsel’s Office no later than 8 p.m. today. A complete list of
White House department representatives, as well as a list of the
liaisons from the Counsel’s Office by White House department, is
attached to the Chief of Staff’s memorandum.

Each staff member must take personal responsibility for
complying with this subpoena in full. If a staff member has
questions about the scope of the request or any other matters, he
or she should contact his or her liaison from the Counsel’s
Office.



I. PROCEDURES FOR REVIEWING FILES

In order to ensure that each staff member conducts a
complete search of his or her files, the following procedures are
established:

1. Trash Containers and Wastebaskets. Each staff member

must search his or her office wastebasket or trash containers and
retrieve any applicable documents, files or records no later than
2 p.m. today. Each agency or department representative must
confirm that each staff member has searched his or her trash
containers no later than 4 p.m. today. If a staff member is
absent from the office today for any reason, the agency or
department representative must confirm that the absent staff
member’s trash has been searched and any potentially responsive
documents removed and preserved. The time found and the
location, including room number, of any such documents should be
noted and the documents should be provided to the appropriate

liaison from the Counsel’s Office no later than 8 p.m. today.

2 Burn Bags. All burn bags in White House offices must
be searched no later than 2 p.m. today, and any potentially
responsive documents must be removed and preserved. Each agency
or department representative is responsible for ensuring that all
burn bags in his or her department are searched and that all
possibly responsive documents are removed and preserved. Any
such responsive document(s) should be provided to the author
and/or recipient, if apparent, who in turn should note the
location of any such document(s) and provide them to the
Counsel’s Office as discussed below. If it is unclear as to the
identity of the author and/or recipient, the staff member
locating the document(s) should note the time found and location
of any such documents. These documents should be provided to the
appropriate liaison from the Counsel’s Office no later than 8
p.m. today

35 Electronic Mail. Each White House staff member should
search his or her electronic mail files by 2:00 p.m. today to
determine if there are any communications possibly responsive to
the subpoena that were either received, sent by, or forwarded to
the staff member. Any such communications, including any
attachments, should be printed out immediately, and provided to
the appropriate liaison from the Counsel’s Office no later than 8

4. Records and Files. Each White House staff member must
ascertain whether his or her records and documents contain any
possibly responsive documents (as defined in the subpoena and set
forth in the March 4 memorandum at paragraphs A and B and in the
Definitions section). Please consult the Definitions Section
carefully. Note that the Definitions of documents includes,
among other types of documents or communications, diaries,

2



calendars, notes, summaries or records of conversations,
meetings, interviews or conversations, as well as documents that
may refer only in part to the subjects set forth in Paragraphs A
and B, or may refer to the preparation of other documents
relevant to the subjects set forth in Paragraphs A and B. The
definition of documents also includes earlier, preliminary drafts
of documents. Also note that any original documents in a staff
member’s file should be provided, as well as any copies. Should
a staff member wish to make an additional copy of a document for
current use, he or she may do so but should notify the
appropriate liaison from the Counsel’s Office. See further
instructions, below.

If, for any reason, you object to providing a possibly
responsive document or communication, you must notify your
liaison from the Counsel’s Office of the type of document or
communication no later than 8 p.m. today.

II. RESPONSIVE DOCUMENTS

If your search reveals possibly responsive documents or
communications, please note that the subpoena specifies the
following instructions:

1. If any original document cannot be produced in full, you
must produce such document to the extent possible and indicate
specifically the reason for your inability to produce the
remainder.

- Documents shall be produced as they are kept in the
usual course of business, as organized in the files.

3 File folders, labels and indices identifying documents
called for shall be produced intact with such documents.
Documents attached to each other should not be separated.

4. The originals of all documents and communications must
be produced, as well as copies within your possession, custody or
control.

5. In the event that any document called for by this
subpoena has been lost, destroyed, deleted, altered or otherwise
disposed of, you should identify that document in writing as
follows: a) author; b) position and title of the author; c)
addressee; d) the position or title of the addressee; e)
indicated or blind copies; f) date; g) brief description of the
subject matter of the document; h) number of pages; i)
attachments or appendices; j) all persons to whom the document,
its contents, or any portion thereof, had been disclosed,
distributed, shown or explained; k) the date of the loss,
destruction, deletion, alteration or disposal and the
circumstances thereof; 1) the reasons, if any, for the loss,

3



destruction, deletion, alteration or disposal and the person or
persons responsible.

6. If any information or data is withheld because such
information or data is stored electronically, it is to be
identified by the subject matter of the information or data and
the place or places where such information is maintained.

III. COMPLIANCE RESPONSIBILITIES AND SIGNED STATEMENTS

If you have any doubts whatsoever about the responsiveness
of any document or record, it is your obligation to notify your
liaison from the Counsel’s Office.

Each department representative must determine if any staff
member’s absence from the office will not enable that staff
member to comply with these deadlines. In such instances, each
department representative should notify your liaison from the
Counsel’s Office to discuss appropriate procedures.

In addition to providing the original(s) and any copies of
any and all possibly responsive documents, each White House staff
member must return to your designated agency or department
representative a signed original of the statement found on the
next page no later than 8 p.m. today. This signed statement
should accompany any possibly responsive documents or
communications that you have identified.

Additionally, those department representatives must also
provide a signed statement certifying that they have canvassed
their staff members and ensured compliance.

Please note that we assume that this subpoena imposes a
continuing obligation to provide responsive documents to the
grand jury. Should you create, receive, or discover any possibly
responsive documents at any time in the future, you should notify
your Counsel liaison immediately.



Statement for All White House Staff Members

I hereby certify that, to the best of my knowledge and ability, I
have provided all responsive documents from the following sources
within my possession, custody or control:

1 My trash container(s) or wastebasket(s) ﬂ!ﬂﬂ!‘i
2. My burn bag(s) ﬂjgalg
3. My electronic files ﬂ)aa!{L

4. My files, records and other documents (as set forth in
the Definitions Section of the grand jury subpoena)

I am not aware of the existence of any electronic mail
communications or attachments that have not been produced or
identified and are responsive to the grand jury subpoena. I
further certify that I have provided all documents or
communications responsive to the grand jury subpoena for White
House documents (as set forth in Paragraphs A and B) for
compliance as requested by the White House Counsel’s Office.

R L SN

Dated: \‘\"-.\._a;e/({a\ ) t [L’( qC&



I hereby certify that I have canvassed all staff members in my
agency/department (choose one) and have provided their signed
statements as requested by the White House Counsel’s Office.

I further certify that I have received and provided any possibly
responsive documents and communications (as defined in Paragraphs
A and B of the subpoena, and the accompanying Definitions i
Section), including, but not limited to, those documents found in
trash bags, burn bags, electronic files, and staff files and

records.

Signed: > oy M

Dated: U\K‘N‘d\*“] fﬁ?“f




March 4, 1994

MEMORANDUM FOR THE WHITE HOUSE STAFF

FROM: JOEL L. KLEIN

RE:

DEPUTY COUNSEL TO THE PRESIDENT
GRAND JURY SUBPOENA FOR DOCUMENTS

The White House has received a grand jury subpoena calling for the production

of documents. The description of the documents called for reads as follows:

A. Any and all documents and/or communications referring or relating to any
contacts, meetings or conversations about or regarding Madison Guaranty Savings
& Loan, its subsidiaries or affiliates, held between or among (1) any member of
the White House staff and (2) any official or employee of the Department of the
Treasury or the Resolution Trust Corporation. This includes, but is not limited to
any documents and/or communications:

1. referring or relating to the arrangement, existence, substance or circumstances
of any such meetings or conversations;

2. discussed or referred to in any such meetings or conversations;

3. exchanged between any member of the White House staff and any official or
employee of the Department of Treasury or the Resolution Trust Corporation at
or in connection with any such meetings or conversations;

4. constituting notes taken at or referring to any such meetings or conversations;

S. summarizing, documenting or referring to all or any part of any such meetings
or conversations.

B. Any and all documents and/or communications referring or relating to any
criminal referrals made by the Resolution Trust Corporation about or regarding
Madison Guaranty Savings & Loan, its subsidiaries or affiliates.



L. Definitions

a. The term "document" or "documents” as used in this subpoena means all
records of any nature whatsoever within your possession, custody or control or the
possession, custody or control of any agent, empioyee, representative, or other
person acting or purporting to act for or on your behalf or in concert with you,
including but not limited to memoranda, records, reports, notes, books, files,
summaries or records of conversations, meetings Or interviews, summaries or
records of telephone conversations, diaries, calendars, datebooks, telegrams,
facsimiles, telexes, telefaxes, electronic mail, computerized records stored in the
form of magnetic or electronic coding on computer media or on media capable of
being read by computer or with the aid of computer related equipment, including
but not limited to floppy disks or diskettes, disks. diskettes. disk packs, fixed hard
drives, removable hard disk cartridges, mainframe computers, Bernouili boxes,
optical disks, WORM disks, magneto/optical disks. floptical disks, magnetic tape,
tapes, laser disks, video cassettes, CD-ROMs and any other media capable of
storing magnetic coding, microfilm, microfiche and other storage devices,
voicemail recordings, and all other written, printed or recorded or photographic
matter or sound reproductions, however produced or reproduced.

The term "document” or "documents” also includes any earlier, preliminary,
preparatory or tentative version of all or part of a document, whether or not such
draft was superseded by a later draft and whether or not the terms of the draft
are the same as or different from the terms of the final document.

b. The term "communication” or "communications” is used herein in its broadest
sense to encompass any transmission or exchange of information, ideas, facts.
data, proposals, or any other matter, whether between individuals or between or
among the members of a group, whether face-to-face, by telephone or by means
of electronic or other medium.

c. "Possession, custody or control" means in your physical possession and/or if
you have the right to secure or compel the production of the document or a copy
from another person or entity having physical possession.

d. The term "referring or relating" to any given subject means anything that
constitutes, contains, embodies, reflects, identifies, states, refers to, deals with, or
is in any manner whatsoever pertinent to that subject including, but not limited to,
documents concerning the preparation of other documents.

Anyone who has any documents that fall within the foregoing description must
retain those documents. You must also retrieve and retain any responsive documents in
your wastepaper basket and your burn bag.



If you have any doubt about whether a particular document is called for by the
above description, you must save it.

We wiil be back in touch with you next week to organize procedures for the
collection of all relevant documents.

The destruction of documents after receipt of this subpoena may constitute
obstruction of justice.

If you have any questions about this memorandum and what is expected of you,
please contact Deputy Counsel to the President, Joel L. Klein (6-6611).



THE WHITE HOUSE

Office of the Press Secretary

For Immediate Release March 4, 1994

At approximately 7:00 p.m. today, the FBI on behalf of the
Special Counsel served a grand jury subpoena on the White House
for the production of documents concerning conversations between
the White House and the Department of Treasury or Resolution
Trust Corporation with regard to the Madison Guaranty matter. 1In
addition, several individuals in the White House received
subpoenas requiring testimony. The White House will comply fully
and promptly with the subpoena. The Deputy Counsel has tonight
issued a memorandum to all employees requiring the preservation
of all documents. Because these subpoenas concern a pending
investigation, the White House will have no further comment at
this time.




THE WHITE HOUSE
WASHINGTON

March 7, 1994

MEMORANDUM FOR ALL WHITE HOUSE OFFICE AND
EXECUTIVE OFFICE OF THE PRESIDENT STAFF

FROM: JOEL I. KLEIN
Deputy Counsel to the President

SUBJECT: Retention of Documents and Communications

Today we have requested that White House Office employees
produce any documents or communications related to contacts
between White House staff members and officials of the Department
of the Treasury and the Resolution Trust Corporation.

We are aware that staff may have other documents or
communications relating to Madison Guaranty, Whitewater
Development Corporation, and any related matters. While any such
documents or communications need not be produced at this time,
staff members should take all necessary measures to preserve and
maintain any such documents. Such documents should not, under
any circumstances, be discarded, altered or destroyed.
Additionally, all staff members should not remove or transport
documents or communications related to any of these matters from
their offices in the EOP or White House complex.

Should any staff member have questions about these
procedures, please contact one of the following liaisons in the
Office of White House Counsel:

Chris Cerf 6-7180 190 OEOB
Vicki Divoll 6-7181 190 OEOB
Marvin Krislov 6=-7903 126 OEOB

Cheryl Mills 6-7900 128 OEOB
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Public Health Service

DEPARTMENT OF HEALTH & HUMAN SERVICES Region II
Memorandum
%' March 8, 1994
To
PHS Staff
From: Regional Health Administrator MAR | 7 1994
Subject:

Staff Reassignment - Regional AIDS Coordinator

Consistent with the restructuring of the National AIDS Policy Office, the Public Health
Service is centralizing it's AIDS policy formulation and coordination function. As a result,
Mr. Barry Gordon was reassigned to the Family and Child Health Services Branch in the
Division of Health Resource Development on March 1st..

Over the past 5 years, Barry, as the Regional AIDS Coordinator, worked closely with State
and local health officials and community groups to build a strong professional partnership.
He was also one of the architects of the recently funded New York/Puerto Rico "Air
Bridge" HIV migration project, and indeed successfully promoted collaboration among and
between various HIV/AIDS program constituencies.

I am proud of his commitment and accomplishments in facilitating and coordinating
programs for those infected with and affected by HIV disease. He worked to make a
difference.

Please join me in wishing Barry well in his new assignment.

cc; T. Fitzpatrick - OIA
C. Gebbie, NAPO
W. Forbush, OM
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Postt™ brand fax wransmiltal memo 7671 |otpuges » 4 (U F2A.98%
12\ W, 20™ ¢
NY, NV 1ooTi-'84 00
March 8th, 1994

David A, Kessler, M,D., Commissioner
Food and Drug Administration

5600 Fishers Lane

Rockville, Maryland 20857

Re: FDA’s Denial of Treatment of Microsporidiosis in PWAs

Dear Dr, Kessler:

I am writing you in my capacity as a state AIDS public health administrator, as a
treatment activist since 1985, and as one of the people who has had to access albendazole
(Zentel, SmithKline Beecham) for acute microsporidiosis, from the PWA Health Group in
New York.

First, let me give you an idea of what I was experiencing up to the point of finally
receiving albendazole. For three months, 1 experienced an increasing number of bouts of watery,
explosive diarrhea. By the time I received the albendazole, I was having about 6 watery bowel
movements per day, which, at times, were entirely uncontrollable. I lost 13% of my total body
weight in just the two weeks prior to initiation of treatment with albendazole. Upon starting
400mg b.i.d., my weight stabilized by day 3 of treatment, and continued to increase gradually
over the next 10 weeks. I have still not regained my original weight before microsporidiosis, but
I do know that initiation of treatment with albendazole stopped the diarrhea almost immediately
and, more importantly, stopped further weight loss. After 4 weeks of treatment and dietary
clusuges icvonubicnded by 1y O doctor, iy appetiee was back 1o normal, and I added a few
pounds.

I can not begin to impart to you the impact of attaining an increased quality of life
through controlling my bowel movements, returning to work, and gaining back weight I wasn’t
sure if I would ever gain back. I had regained control over my life and my body, and that was
only possible because of the PWA Health Group. As you know, there is no approved treatment
for microsporidiosis in the United States. Furthermorc it is the PWA Health Group that is
helping people like myself remain relatively healthy, not the FDA. For this reason, it is all the
more appalling that the FDA is trapping itself once again into a no win situation.

Since you should already be familiar with this situation and the roles of Bill Sedgewick
and Ron Smith in the Cincinatti regulatory affairs office, I will cut to the quick: I demand you
put an end to this unfortunate controversy immediately. You personally can, you have in the
past, and you must do it again now. You know these issues have been visited, revisited, and
revisited. The end has always been the same, and given the particulars of this specific case,
there is no way that anything will change even if the FDA decides to persecute those involved
in obtaining albendazole for the treatment of microsporidiosis in people with HIV. However,
Mr, Sedgewick and Mr, Smith have already taken it upon themselves to harass and threaten
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AIDS primary care physicians, including my own. This is absolutely unconscionable, and I will
work with all physicians harassed by your staff to pursue any and all legal recourse available
to them against Mr, Sedgewick and Mr. Smith, as well as their direct supervisors, who, given
the sequence of events, had time to intervene to stop the campaign of terror that Mrs. Sedgewick
and Smith pursued beginning Friday, March 4, 1994.

, Given the seriousness of this situation, and (he unethical behavior undertaken by your
staff in the Cincinatti office, you must immediately clarify this specific issue with your staff
AND IMMEDIATELY RELEASE ALL ALBENDAZOLE YOU ARE YOU HAVE TAKEN
FROM US. Furthermore, the Mr. Sedgewick and Mr. Smith must be immediately removed
from their duties regarding any an|d all agents pursued by groups like the PWA Health Group.

In conclusion, you know as well as the rest of us that the PWA Health Group in New
York is the outstanding example of such buyers clubs, and have voluntarily instituted thorough
quality assurance and testing mechanisms that rival those of the government and private
pharmaceuticals. And I think you are quite aware of the possible political fallout from you trying
to stop the rest of us from doing the job that you and other federal agencies should be doing,
but are not. r

I look forward to your swift and favorable action toward reinstating the import of
albendazole, and fully expect that you will take it upon yourself to see to it that formal apologies
are given to the physicians who suffered the extraordinary harassment campaign waged by Mr.
Smith and Mr. Sedgewick, and that these iwo incompetents will be reassigned or terminated.

cc: Donna Shalala, HHS Secretary

Christine Gebbie, Ntl. AIDS Policy Coordinator
Nilsa Gutierrez, M.D., Dircctor, NYS AIDS Institute
Sally Cooper, E.D., PWA Health Group/NY
Michael Isbel, Bsq., Dir. of Policy, GMHC
Randy Wykoff, AIDS & Spec. Affairs Office, FDA
Ronald Chesemore, Regulatory Affiars, FDA
Bill Sedgewick, FDA
Ron Smith, FDA
Catherine Woodard/Laurie Garrett, New York Newsday
Nancy Loo, New York One News
The New York Times
ABC News
NBC News

* CBS News
Gay Cable News
ACT UP/NY
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Microsporidia Is a devastating, life threatening infection
in paople with AIDS. It can cause disease in almaost any
part of the body -- although It most often causes severe
diarrhea. Actually, severe diarrhea Is a rather polite
euphemism. Here's how the medical abstracts, not
really known for being graphic, characterize what it is
like 1o have microsporidiosis:

'TI - Clinical manifestations and course of intestinal Enterocytozoon bieneusl
microsporidiosis. | ;

SO - Int Conf AIDS. 1993 Jun 6-11;9(1):57 (abstract no. WS-B14-5).

AU - Weber R, Bryan RT, Vugia DJ, Kaiser L, Sauer B, Luthy R

AB -To assess clinical and epidemiologic dala on HIV-associated enteric Infections,
HIV-seropaositive patients (pts) with and without diarthea were prospectively
followed at HIV outpatient clinics In Switzerland and Atlanta. E. bieneus! was found
in 27 pis (23 m, 3 f, 1 child) using a coprodiagnostic technique [NEIM
1992;326:161). Of those pts with chronic dlarthea, 7% (Switzerland) and 12%
(Atlanta) had microsporidiosls. The pts presented with chronie (23/27) or
intermittent diarrhea (3/27), weight loss (18/27), fatigue (18/27), nonspecific
abdominal pain (13/27), nausea, vomiting (8/27). At time of diagnosis, mean
duration of diarrhea was $ months (0.5-23). The average number of bowel
movements/day was 4.4 (range: 1-12), the highest number ranged from 2-20,
Mean weight loss was 9 kg (0-27), One pt had no diarrhea. When microsporidiosis
was disgnosed, 22/27 had AIDS, 3 ARC, 2 asymptomatic HIV-infection. CD4 cells
were < or = 0.05 x 10(9)/L in 17/27, < or = 0.2 in 25/27. Physical findings were
nonspecific. Wasting syndrome was present in 17/27. Alk. phosphatase and LDH
were above normal values In 7/27 and 15/27 pts. Concomitant intestinal parasitosis
was found in 9/27. Bxtraintestinal manifestations of E. biencusi were: acalculous
cholecystitis (1), pulmonary involvement (1 pt). 8/27 pts died 1.22 months (mean:
5) after diagnosis of microsporidiosis. Autopsy was performed in 2; clinical
asscssment suggests that cachexia substantially contributed to death In 6/8. Mean
follow-up of survivors was 4 months (1-16). E. bieneusi is an important cause of
chronie diarrhea and severe morbidity in pts with low CD4 cells. The parasitosls
itself may not be iImmediately life-threatening but death is assoclated with severe

wasting syndrome,.

Tl - Intestinal microsporidiosis in patients with HIV.infection.

SO - Int Conf AIDS. 1993 Jun 6-11;9(1):383 (abstract no. PO-B10-1490).

AU - Sandfort ], Hannemann A, Gelderhlom H, Schneider T, Ruf B

AB - OBJECTIVE: To determine the prevalence and clinical symptoms of
microsporidiosis in HIV infected patients. METHODS: 65 HIV-Infected patients with
(n = 41) and without diarrhea (n = 24) were prospectively evaluated. A total of 151
stool specimens were evaluated for presence of microsporidia using 2 modified
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trichrome stain. In patients with microsporidia urine, duodenal biopsies and fluid were
also evaluated, Electron microscopy was performed from fecal samples and biopsies,
RESULTS: Microsporidia were detected in 9 patients (22% of patlents with diarrhea,
8 males, 1 female, 30-67 years, median 34). Previous H1V status was ARC In 2
patients and AIDS in 7 patients. All patients suffered from chronie diarchea
Insting for 3 to 84 weeks (median 12 weeks). Symptoms included increased
number of bowel movements (medlan = 9), watery stools (n = 9), nausea (n = 4),
abdominal paln (n = 2), weight loss (median = 0.4 kg/week) and loss of appetite (n
= 2). Three patients had a forcign travel history. Other pathogens isolated were
cryptosporidia (n = 2) and mycobacteria (n = 2). Al patients with microsporidia
(median CD4-count 50, range 1-110) showed evidence of malabsorption. The
alkalinc phosphatase was normal in all patients with MI. Urine was negative in all 7
patlents evaluated, Duodcnal biopsy were positive In 6/6 cases and duodenal fluid in
4/5 cases evaluated. Until now diagnosis was confirmed by electron microscopy in 3
patients (Enterocytozoon bleneusi). CONCLUSIONS: Microsporidia appear to be
an important pathogen In Immunosuppressed HIV-infected patients with
chronic diarrhea and malabsorption [n Germany, There Is evidence that the
importance of this pathogen may be underestimated at present,

TI - Intestinal Enterocytozoon bieneusi microsporidiosls in an HIV-infected
patient: diagnosis by ileo-colonoscoplc biopsies and long-term follow up.

SO - Clin Investig. 1992 Nov;70(11):1019-23,

AU - Weber R, Muller A, Spycher MA, Opravil M, Ammann R, Briner J

AB - A 39-year-old patient with acquired Immunodeficiency syndrome was diagnosed as
having intestinal Enterocytozoon bieneusl microsporidiosis after persistent watery
dlarrhea for 30 months and a 16-kg welght loss. Microsporidian parasites were
found by light and electron microscaopy in tissue specimens of the duodenum,
jejunum, and terminal dleum, and by light microscopic examination of stool specimens.
When duodenal tissue sections obtalned 16 months previously were reviewed
retrospectively, E. bicncusi was also found. Until naw, diagnosls of intestinal
microsporldlosls has been based on examination of bioplic specimens of the upper
small intestine because the sensitivity of new coprodiagnostic techniques has not been
determined, Qur findings of ileal microsporidiosis show that éxamination of the
terminal lleum and leal biopsy collection in tandem with colonascopy is indicated for
patients infected with human immunodeficiency virus and suffering from unexplained
chronic diarrhea. The long-term course of our patient demonstrates that E. bieneusi,
although not necessarily life threatening, can cause protracted debllitating diarrhea
and wasting in severely immunodeficient patients,

T1 « Asymptomatlc Intestinal microsporidiosis in 2 AIDS patients.

SO - Int Conf AIDS. 1993 Jun 6-11;9(1):444 (abstract no. PO-B19.1855),

AU - Quellet L, MacLean JD, Svenson J, Kokoskin-Nelson E, Szaba J, Lough J

AB - OBJIRCTIVE: To describe 2 cases of asymptomatic intestinal microsporidiosis and
compare their clinical and pathologic features to microsporidiosis patients with
dierthea. METHODS: Seventy-nine AIDS patients with diarchea (> or = 3 liquid



"NYS DEPT.

OF HERLTH TEL:212-613-4985 Mar 08’94 17:31 No.0O14 P.0S

movements/day) of greater than 2 weeks' duration were cxamined for intestinal
parasites with a battery of stool tests including a modified trichrome stain, Ten (12%)
were found to have microsporidia. Five of seven who submitted to small intestinal
blopsies had Enterocytozoon bienusi confirmed by electron microscopy (EM). All ten
underwent a complete clinical and laboratory investigation, RESULTS: Eight cascs
had chronic diarrhea with a duration of 2-24 months, a frequency of 2-20 (bowel
movements) per day and a CD4 count of 5-140 mean (37). Two cases had diarrhea
of 12 and 6 weeks which resolved spontaneously and remained diarrhea-free for §
and 2.5 months. Both continued to have microsporidium in stool specimens while
diarrhca-frec; onc case was EM positive, the other negative. Their CD4 counts were
55 and 140. Clinical intestinal biopsy and laboratory features were compared to 8
symptomatic cases. CONCLUSION: Asymptomatic AIDS patients may be carriers of
Enterocytozoon bienusi.

TI - Albendazole treatment of two specles of micrusporidisl enteritis.

SO «Int Conf AIDS. 1992 Jul 19-24;8(2):B142 (abstract no. PoB 3333).

AU - Dieterich D, Kotler D, Lafleur F, Lew E, OrensteinJ

AB - OBJECTIVE: To determine the efficacy of slbendazole treatment of intestinal
microspotidiosis in people with HIV, METHODS: Thirteen I1IV-infected patients
were studied. All had severe diarrhea greater than 6 BM's/day, weight loss
greater than 10 Ibs, and evidence of malabsorption. All patients had the diagnosis
of microsporidiosis made on small bowel biopsy which was confirmed by electron
microscopy (E.M.). Twelve out of thirteen patients had Enterocytozoon bieneus,
whereas one patient had a newly described species (hat was found in the urine and
small bowel biopsy, Patients were treated with albendazole 400 mg po bid for one
month. They underwent repeat small bowel biopsy and had diarrhea evaluated,
RESULTS: Thirteen patients in all were treated. Median age was 40, All had T cells
less than 200. As of this writing, seven are evalusble. One patient died of bacterial
scpsis after 1 week of therapy. Two other patients also died (after 6 months and 1
month of therapy). The one patient with the new species cleared microsporidia from
the small bowel biopsy, but had only a minor decrease In diarrhea. Five of the six
remaining patients (83%) all had dramatic reductions in diarrhea while still showing
some evidence of infection on E.M. of small bowel biopsy. Diarrhea appeared to
have returned when treatment was stopped. Evaluation with repeat biopsies
during continued treatment is ongoing, A method to quantitate biopsy results is under
development. There were no adverse events associated with albendazole.
CONCLUSIONS: Albendazole appears to be a safc and effective treatment for 2
species of microsporidiosis in HIV patlents. A double-blind placebo controlled
study with pharmacokinetics Is presently underway. Stool tests for microsporidia and
EM. quantitative methods are under development,

TI - Intestinal microsporidiosis in & Chilean patient with acquired
immunedeficiency syndrome (AIDS).

SO - Pathol Res Pract. 1993 Mar;189(2):209-13; discussion 213-6.

AU - Oddo D, Chuaqui R, Hoffmann E, Garcia M
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movements/day) of greater than 2 weeks' duration were examined for Intestinal
parasites with a battery of stool tests including a modified trichrome stain. Ten (12%)
were found to have microsporidia. Five of seven who submitted to small intestinal
biopsies had Enterocytozoon bienusi confirmed by eleciron microscopy (EM). All ten
underwent a complete clinical and laboratory Investigation. RESULTS: Elght cases
had chronic diarrhea with a duration of 2-24 months, a frequency of 2.20 (bowel
movements) per day and a CD4 count of 5-140 mean (37). Two cases had dlarrhea
of 12 and 6 weeks which resolved spontaneously and remained diarrhea.free for §
and 2.5 months. Both continued to have microsporidium in stool specimens while
diarrhea-frec; one case was EM positive, the other negative. Thelr CD4 counts were
55 and 140, Clinical intestinal biopsy and laboratory features were compared to 8
symptomatic cases. CONCLUSION: Asymptomatic AIDS patients may be carriers of

Enterocytozoon blenusi.

TI « Albendazole treatment of two species of microsporidial enteritis,

SO - Int Conf AIDS. 1992 Jul 19-24;8(2):B142 (sbstract no. PoB 3333).

AU - Dieterich D, Kotler D, Lafleur F, Lew E, Orenstein J

AB -OBIBCTIVE: To determine the efficacy of albendazole treatment of intestinal
microsporidiosis in people with HIV, METHODS: Thirieen HIV-infected patients
were studied. All had severe diarrhea greater than 6 BM's/day, weight loss
greater than 10 Ibs, and evidence of malabsorption. All patients had the diagnosis
of microsporidiosis made on small bowel biopsy which was confirmed by electron
microscopy (B.M.). Twelve out of thirtcen patients had Enterocytozoon biencusi,
whereas one patient had a newly described specles that was found in the urine and
small bowel biopsy. Patients were treated with albendazole 400 mg po bid for ane
month, They underwent repeat small bowel biopsy and had diarrhea evaluated.
RESULTS: Thirteen patients in all were treated. Medlan age was 40, All had T cells
less than 200. As of this writing, seven are evaluable. One patient died of bacterial
sepsis after 1 week of therapy. Two other paticnts 2lso died (after 6 months and 1
month of therapy). The one patient with the new species cleared microsporidia from
the small bowel biopsy, but hed only a minor decrease in diarrhea, Five of the six
remaining patlents (83%) all had dramatic reductions in dlarrhen while still showing
some evidence of infection on B.M. of small bowel biopsy. Dlarrhea appeared to
have returned when treatment was stopped. Evaluation with repeat biopsies
during continued treatment Is ongoing. A method to quantitate biopsy results is under
development. There were no adverse events associated with slbendazole.
CONCLUSIONS: Albendazole appears to be a safe and effective treatment for 2
specles of microsporidiosis in H1V patients, A double-blind placebo controlled
study with pharmacokinetics is presently underway, Stool tests for microsporidia and
E.M. quantitative methods are under development.

TI - Intestinal microsporidiosis In a Chilean patient with acquired
Immunodeficiency syndrome (AIDS),

SO - Pathol Res Pract. 1993 Mar; 189(2):209-13; discussion 213-6.

AU - Oddo D, Chuaqui R, Hoffmann E, Garcia M
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AB - A 24.year-old male patlent with AIDS diagnosed in 1989, and with several eplsodes
of pneumocystosls, was admitted because of a chronle diarrheic syndrome and

severe epigastric pain. Endoscopy showed a gragular duodenal mucosa. Light
microscopy showed 8 moderate villous atrophy with round-cell inflammatory

infiltration of the chorion. Giemsa, Ziehl-Neelsen, and Gram stains showed
microsporidial spores measuring between 1.5 and 2 microns in the supranuclear
cytoplasm of some enterocytes. (TRUNCATED)

There are many more abstracts. Most of them simply
note that microsporidiosls can cause severe diarrheq.
But again, this doesn't come close to describing the
suffering it can ¢quse. Here's how one PWA describes

his experlences with severe diarrhea:

«No definition can do justice to the discomfort of this condition with the
very large quantities of very liquid feces, flatulence, muscular pain and

discomfort that are involved.
wMy first experience with diarrhea meant that I went through agony. Not

only physically as I tried to control my bowels which seemed to be
developing a rebellious mind of their own, but mentally as I struggled with
the feelings of shame, fear, pain, degradation, humiliation, total panic and
Jatigue. To be very blunt, smelling of shit is socially unacceptable and
having no control over your bowels can be very degrading. "express
deliveries" in your underwear are very depressing and distressing. Even
more for those people whose state of health means that they have to rely on

other people to clean them up.
(reprinted from Body Positive, Number 161, Nov. 29, 1993, pg. 5)

There Is no known treatment for the microsporidiosis.
However, a number of uncontrolied studies show that
albendazole may offer some benefit to patients. In the
absence of any alternative therapies PWAs MUST BE
ALLOWED ACCESS TO THIS DRUG.
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Kristine Gebbie, R.N., M.N.

National AIDS Policy Coordinator MAR | 199
Executive Office of the President

750 17th Street, NW

Suite 1060

Washington, DC 20503

Dear Ms/ﬂél;{ic(m

I am writing in response to Andrew Barrer’s letter of March 3, which attempted
to address our concerns regarding your presentation of the President’s FY 1995
AIDS-related programs budget. Unfortunately, the responses Mr. Barrer provided
to my letter of February 17 lead us to conclude that our concerns are not clearly
understood by you and your staff and therefore have not been sufficiently
addressed.

First, I want to make it very clear that I did not, and it should not be represented,
that I gave "approval" for any funding chart you presented in your press
conference. I made a very clear plea that domestic discretionary spending and
entitlement spending be clearly separated in your presentation and in charts used
for the press conference. Nevertheless, several of the charts at the press
conference (see attached) and your press statement continued to reflect no clear
distinction between proposed increases in discretionary programs and rising
entitlement costs. Your press statement which claims that "the president’s
continued commitment to HIV/AIDS is shown in a budget increase of nearly ten
percent” is the crux of our objection.

Second, we are mystified by your failure to explain the HUD FY 95 budget
numbers. Your letter refers to FY 94 funding for programs such as Shelter Plus
Care and Supportive Housing, which are critical sources of funding for housing
for people living with HIV/AIDS. You specifically reference a project for people
living with HIV/AIDS in St. Louis, MO that is receiving FY 94 Supportive
Housing funding; yet you fail to recognize the fact that HUD’s FY 95 budget
proposes eliminating funding for these very programs.

HUD’s FY 95 budget very clearly calls for defunding McKinney Act programs
(including Shelter Plus Care and the Supportive Housing program) to allow HUD
to fund a new "Homeless Assistance Grants" program. There are no statutory or
regulatory provisions governing who is eligible for the new grants, what activities
may be funded, how grants will be applied for or administered, or how HUD will
oversee and implement the new program. Moreover, even if this new program
were to prove to be of enormous value to people living with HIV/AIDS (an
extremely optimistic prediction), HUD’s own budget clearly states HUD will
spend only $152.4 million on these new grants in FY 95.
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The reality is, HUD is asking Congress to defund programs you tout as valuable for people
living with HIV/AIDS, to put funds into a program that does not exist and which may not
serve people living with HIV/AIDS well. In addition, it will provide only $53 million more
for all the homeless activities currently provided under the McKinney Act rather than the
additional "$101 million" you state HUD is spending in FY 94 on AIDS housing alone.
Moreover, the President’s FY 95 budget for HUD proposes flat-funding for Section 811
housing for the disabled and the AIDS Housing Opportunities Act, even though as many as
10 new jurisdictions may qualify for formula grants in FY 95. Level funding for AHOA quite
clearly translates into grant reductions for qualifying jurisdictions. We are enclosing the
relevant excerpts from HUD’s FY 95 budget document to assist in clarifying this situation.

Third, we are terribly concerned about the figures you cite for SAMHSA AIDS programs.
Moreover, your claim that the $10 million cut from this program "has been reprogrammed for
HIV and AIDS services within the new hard core substance abuser treatment program” is
inaccurate. The HIV and AIDS services program you are referring to is a formula set-aside
within the substance abuse block grant and bears little relation to the outreach demonstration
program. The HIV set-aside is triggered only in states with AIDS cases of 10 or more per
100,000 individuals (about 22 states). These states would allocate between 2% and 5% of
their block grant funds for one or more projects that would provide HIV early intervention
services at substance abuse treatment sites. Therefore, a $10 million increase in the block
grant which you identify as a transfer from the outreach program translates into far fewer than
$10 million in additional HIV services under the terms of the block grant. You made an
additional mistake in your budget calculation when you claimed that the $310 billion increase
in the substance abuse block grant would translate into $25 million for AIDS programming.
Here again, you are speaking of the set-aside which remains unchanged in its formula and
would amount to far less than 5 percent of $310 million.

We are not only concerned with your presentation of the substance abuse/HIV budget, but we
also take exception to the policy analysis you offer. The HIV outreach demonstration
program is the only federal program which funds outreach to drug users and their sexual
partners. As such, it serves a unique and important purpose in reaching a critically
underserved population at high risk for HIV/AIDS. There is certainly precedent in the federal
government for the continuation of valuable demonstration programs. The AIDS Pediatric
Demonstration Project at HRSA is a case in point. We remain committed to advocacy for
federal initiatives to respond to populations at risk for or living with HIV/AIDS who are not
currently being addressed by other federal programs. The SAMHSA outreach demonstration
is such a program.
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I hope that this letter serves to further elucidate our concerns about the press briefing you
hosted to educate the media and the HIV community about the President’s FY 1995 budget
recommendations for HIV/AIDS programs. Let me make it clear that we understand that you
serve at the pleasure of the President and are obliged to serve as an advocate for the
Administration’s budget. However, it is imperative that the budgetary information that you
offer is clear and accurate and not subject to the distortions that the inclusion of AIDS
entitlement funding generates. Further, your attempts to rationalize the Administration’s
proposed reductions in key AIDS housing programs and in the SAMHSA HIV outreach
program are not supported by the facts and contribute to undermining the credibility of your
office. Both you and the AIDS community would have been better served by a accurate,
straight-forward presentation of the details of the President’s proposed budget for AIDS
programs. As AIDS advocates, we are fully capable of drawing our own conclusions from
such a presentation.

Please know that these comments are offered in a spirit of cooperation and in recognition of
our responsibility as advocates for people living with HIV/AIDS.

Sincerely

Daniel F. Bross
Executive Director

ce: William Jefferson Clinton, President of the United States
Carol Rasco, Assistant to the President for Domestic Policy
Leon Panetta, Director, Office of Management and Budget
Donna Shalala, Secretary, Department of Health and Human Services
Henry Cisneros, Secretary, Department of Housing and Urban Development

Attachments
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Office of National AIDS Policy
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FY95 includes an estimated $15.5 million in HIV/AIDS prevention services in the Hard Core DrugTreatment
Initiative, an increase of approximately $6 million above previous HIV/AIDS programming in SAMSHA
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POR HOUSING PRO

CUMULATIVE ACTUAL ESTIMATE ESTIMATE

0/92 1993 1994 1995
(Dollars in Thousands)

ro Level:
DIPRS00 v e s v o $515,818 $192,260 $484,333
iation (Budget Authurity):
Enacted or proposed .............. 656,073 &/ 150,000 334,000
Transferred from SAFAH .......... i 443 i s
DML i s 0sasenaavaneissmtas 656,073 150,443 334,000
BudgetOQutlays ..........c0000vu0n 191,089 91,361 107,200 $158,827

8/ Reflects transfer of $750 thousand to the Interagency Council on the Homeless in 1988.

Budget Program. The Budget does not include an appropriation request for the Supportive
Housing Program in 1995. Instead, the Administration proposes to provide funding for homeless
assistance within a new program-the Homeless Assistance Grants program which is described
separately in this volume,

Program Description. The Supportive Housing Program is authorized by Title IV, Subtitle C of
the Stewart B. McKinney Homeless Assistance Act, as amended. The Supportive Housing program is
designed to provide supportive housing and services especially to deinstitutionalized homeless
individuals, homeless families with children, homeless individuals with mental disabilities and other
persons including those with AIDS. Participants must match the acquisition/rehabilitation/new
construction costs of a project and provide a percentage of operating costs. The Federal assistance is
provided through grants for acquisition/rehabilitation/new construction, and annual payments for
operating costs and supportive services, and through contracts for technical assistance. No more than
5 percent of a grant may be used for administrative purposes.

For the 1993 appropriation, over 1,300 applications were received. The Department renewed

199 prior-year grants and awarded 43 new grants. These new grants are expected to support the
provision of 3,697 new beds.
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SHELTER PLUS CARE

CUMULATIVE ACTUAL ESTIMATE ESTIMATE

9/30/92 1993 1994 1995
(Dollars in Thousands)
Level:
Obligations : .::icisesisnaasaas s $3,047 $59,585 $438,198
tion (Budget orit
EARCERA - % T | o on g e e D 110,533 a/ 266,650 123,747
Budget Qutlays .........ccovnnvvnes 074 15,000 $50,000

a2/ In 1992, separate appropriations were enacted for two of this program’s components:
$37,200 thousand for the Section 202 Sponsor-Based component and $73,333 thousand for the
Section 8 SRO component.

Budget Program. The Budget does not include an appropriation request for the Shelter Plus
Care program in 1995. Instead, the Administration proposes to provide funding for homeless
assistance within a new program--the Homeless Assistance Grants program which is described
separately in this volume.

Program Description. The Shelter Plus Care program is authorized by Title IV, Subtitle F of the
Stewart B. McKinney Homeless Assistance Act, as amended. Under the Shelter Plus Care program,
HUD provides rental assistance to homeless persons with disabilities. Supportive services at least
equal in value to the agpgregate rental assistance must also be provided by grant recipients, using other
Federal, State, local and private resources. Eligible recipients include States, units of general local
government, Public Housing Agencies and Indian tribes. Grants are awarded on a competitive basis.

The 1993 appropriation, combined with prior year unobligated balances, allowed conditional
funding of 129 grants ranging from $173 thousand to $9.9 million. It is estimated that these funds will
provide for 3,196 beds.

CPD-18




HOMELESS ASSISTANCE GRANTS

ACTUAL ESTIMATE ESTIMATE
1993 1994 1995
(Dollars in Thousands)
r Level:
Obhgubions . .y ¢ u s aawwmaritiasseSaien NA NA $1,250,000
0 udget orit

Enacted or proposed ............. a% NA NA 1,250,000

Bdeet Outlave . .ccvevesssasisenses NA NA 152,400
1995 Budget Program. The Budget proposes a total appropriation of $1,250 million for this new

account in 1895. Of this amount, $1,120 million would be for a Homeless Assistance Grants program
which would be authorized under a proposed amendment to Title IV of the Stewart B. McKinney
Homeless Assistance Act. The remaining $130 million would be for the Emergency Food and Shelter
program currently administered by the Federal Emergency Management Agency (FEMA).

Program Description. The new grant program would provide assistance to States, local |
governments, nonprofit organizations, and Indian tribes. Funds would support a wide range of
activities which are components of an innovative approach to providing a "continuum of care” system to
assist homeless persons and prevent future homelessness.

Grant funds would be initially allocated to communities that can demonstrate that they have an
effective plan to comprehensively address homelessness, to forge partnerships with local, private, and
nonprofit providers, and to improve access by homeless persons to mainstream services and income
support programs. At the discretion of the Secretary, a portion of the funds could be used for the
Secretary’s Innovative Homeless Initiative, which also promotes comprehensive homeless systems
through local partnership.

The Homeless Assistance Grants program would supersede separate funding for the following four
existing programs assisting the homeless under Title IV of the McKinney Act: Emergency Shelter
Grants, Supportive Housing, Shelter Plus Care, and Section 8 Moderate Rehabilitation (SRO). It
would also include activities eligible under the currently authorized Safe Havens and Rural
Homelessness Grant programs authorized under Title IV. In addition, the new program would support
the types of activities eligible under the Innovative Homeless Initiatives Demonstration program
authorized by Section 2 of the HUD Demonstration Act of 1993.

Legislation is proposed to transfer the Emergency Food and Shelter program to HUD from FEMA
in 1995. Of the $1,250 million total request, $130 million is proposed to fund this Emergency Food and
Shelter program in 1995. The Budget proposes to transfer the program to HUD in order to improve
coordination of the delivery of resources to assist the homeless, consistent with HUD's lead
responsibility in this area.

The 1995 Budget also includes $514 million for 15,000 incremental rental assistance units under
the Annual Contributions for Assisted Housing account to assist previously homeless families obtain
permanent rental housing in the private market. HUD's total homeless budget will increase to
$1.76 billion in 1995, which is $811 million over the 1994 enacted level for the HUD and FEMA
homeless programs.

CPD-13




HOUSING OPPORTUNITIES FOR PERSONS WITH AIDS
CUMULATIVE ACTUAL ESTIMATE ESTIMATE

9/30/92 1993 1994 1995
(Dollars in Thousands)
Program Level (Reservations) ......... $3,602 $134,104  $166,001 $156,000
Appropriation (Budget Authority):
Enacted or proposed .............. 47,707 100,00¢ 156,000 156,000
Budget Qutlays ..........cnvvuvene 3,253 35,096 67,891
Budget Program. The Budget proposes a 1995 appropriation of $156 million for this program

within the Annual Contributions for Assisted Housing account.

Program Description. The Housing Opportunities for Persons with AIDS program is authorized
by Title VIII, Subtitle D, of the Cranston-Gonzalez National Affordable Housing Act (P.L. 101-625), as
amended. Eligible recipients include States, units of local government, and under limited
circumstances, nonprofit organizations. To be eligible for funding, recipients must have a HUD-
approved Comprehensive Housing Affordability Strategy (CHAS).

Funds are allocated to grantees based on the incidence of AIDS and grants are available to
provide housing and services for persons with AIDS. Such activities include: housing information and
coordination services; short-term supported housing and services; short-term rental assistance; single
room occupancy dwellings; and community residences and services. Of each appropriation, 80 percent
is distributed on a formula allocation basis and 10 percent through a competitive process.

In 1993, 43 grantees received formula funding, with approximately 40 percent of the formula

funds being used for rental assistance at an average cost of $5,000 per unit. In 1994, an estimated 54
grantees will receive formula funding.
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HOUSING FOR THE ELDERLY OR DISABLED
Capital Grants and Rental istance

CUMULATIVE ACTUAL ESTIMATE ESTIMATE

9/30/92 1993 1994 1995
(Dollars in Thousands)
PROGRAM LEVEL:
Budget Authority (Use):
Capital Grants and Rental Assistance
fortheElderly . ......c00ninnennen $014,042  $1,204,783 $1,158,000 $150,000
Capital Grants and Rental Assistance
fortheDisabled . .................. 1,031,626 346,174 387,000 387,000
Service Coordinators . ...........c.... 10,715 2,539 22,000 16,300
b 2 T RS I . 1 SO U, 1,957,283 1,643,496 1,567,000 553,300
Unit Reservations
EIIEPIY  .o00e spnciniman sasneens Wi 12,379 9,170 8,000 1,156
IHaAbled o voiciase vim sa e NsaaEa Su 3.234 2,535 3,000 2915
Total, Reservations . ............... 15,613 11,705 12,000 4,071
t . A total of $553.3 million is requested within the Annual Contributions

account for Housing for the Elderly and for Persons with Disabilities. Of this amount, $150 million will
support 1,156 units of new construction/substantial rehabilitation capital grants and rental assistance
for the elderly and $387 million will support 2,915 units of new construction/substantial rehabilitation
capital grants and rental assistance for the disabled. The Budget also requests $16.3 million for
Service Coordinators to provide services to elderly and disabled tenants in Sections 202, 8, 221(d)(3)
and 236 project-based housing.

PROGRAM DESCRIPTION
The Supportive Housing for the Elderly Program. The Capital Grants and Rental Assistance

program was authorized by Section 801 of the Cranston-Gonzalez National Affordable Housing Act to
provide housing for very low-income elderly individuals. The capital grants will be used to finance the
acquisition, acquisition with moderate rehabilitation, construction, reconstruction, or rehabilitation of ]
housing intended for use as supportive housing for elderly persons. Supportive housing meets the
special physical needs of elderly individuals and accommodates the provision of supportive services for
such persons.

ortive Housing Pro for Persons with Disabilities. The Capital Grants and Rental r
Assistance program was authorized by Section 811 of the Cranston-Gonzalez National Affordable
Housing Act to provide housing for very low-income persons with disabilities. The capital grants will be
used to finance the acquisition, acquisition with moderate rehabilitation, construction, reconstruction,
or rehabilitation of housing intended for use as supportive housing for persons with disabilities.
Supportive housing meets the special physical needs of persons with disabilities and accommodates the
provision of supportive services for such persons.
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150 W. 26 STREET, SUITE 201
NEW YORK, N.Y. 10001

David Kessler, MD

Commissioner, Food and Drug Administration
5600 Fishers Lane

Rockville, Maryland

Dear Dr. Kessler:

I am writing because it has suddenly become very difficult to import albendazole, a drug
which significantly improves the quality of life of people with AIDS suffering from chronic
unrelenting diarrhea. The unprecedented level of harassment of the People With AIDS
Health Group and respected HIV/AIDS doctors emanating out of your Cincinnati field office
does not serve public health.

Since February 22, a shipment of albendazole (®Zentel) has been held in Cincinnati by FDA
enforcement officers, Ron Smith and Bill Sedgewick. On March 3, Randy Wykoff told me
that the shipment was being "released with comment " re: SmithKline Beecham's
compassionate use program. Apparently this abruptly changed Friday after a meeting with
Regulatory Affairs, as his staff called on the following Monday to say we should deal
directly with Cinncinnati. Easier said than done as they refuse to return our calls.
Yesterday, after a second meeting we were told that with updated prescriptions, the
shipment would be released.

Bravo.

The most egregious aspect of this ruckus has been the behavior of Ron Smith, who took it
upon himself on Friday 3/4 to call physicians who had written albendazole prescriptions
and threaten their licenses. His language included: "a secret drug smuggling ring" and
"possible criminal charges." (Now, one thing we have never been accused of is being
secret). We learned of his outrageous abuse of taxpayer dollars from a Boston clinician
who had been harassed by him.

Why is a field officer from Cincinnati calling respected AIDS doctors and threatening their
licenses? Exactly what aspect of public health is being served by this harassment? As
every physician that Smith and Sedgewick have called will readily tell you, such high
handed enforcement by an overzealous officer hot on the trail of a secret drug smuggling
ring makes the FDA look ridiculous. Is this the way the FDA plans to stop "AIDS fraud"?
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It is the responsibility of those responsible for public health that there is an under-utilized
SmithKline Beecham compassionate use program (that we notify all buyers about). An
excellent use of tax payer dollars might be: 1) a pro-active FDA investigation of why
SmithKline's program has failed to meet the needs of clinicians, 2) a pro-active FDA
inquiry as to why SmithKline Beecham has done nothing to pursue licensing, and 3) the
development of a timetable and plan for drug approval.

Perhaps prematurely, I have viewed my role as working with the FDA, clinicians and PWAs
to better the range of HIV/AIDS treatment options and education. As such, I have been one
of a handful to argue for increased regulation of alternative therapies, (along with the
development of an infrastructure by which to intelligently do so). The buyers' clubs serve
as an invaluable link to an extremely vulnerable community for the FDA, and I would like
to continue working together. Next time, perhaps, FDA enforcement officers might call
us first (or at least second) to find out if they've uncovered a secret drug smuggling ring.

The PWA Health Group has operated responsibly with care and integrity quite openly since
1987. When we require prescriptions for products, there are no exceptions. When we
require monitoring forms from doctors, there are no exceptions. Sometimes we even
require prescriptions for unregulated products, because the pathogenesis of HIV is still
unknown. As PWAs, we are keenly aware of the dangers inherent in experimental
therapies. Our lives depend upon it. We are also keenly aware that it is still not legal to
survive AIDS in this country.

In a painful era of research uncertainty and failure, it is unconscionable that the FDA
would be party to restricting access to a well-known therapy that is the sole recourse of
PWAs suffering from microsporidiosis, a horribly debilitating illness. Wasteful enforcement
actions as such as these make both your work and mine much harder, and worse,
unnecessarily risk the lives of people trying to survive AIDS. | appreciate your concern and
attention to these matters, and look forward to hearing from you.

Sincerely,

Sk G

Sally Cooper
Executive Director

cel ‘/%vmna Shalala Bill Sedgewick
istine Gebbie Lewin Usilton
Ronald Chesemore Moises Agosto
Gary Dykstra Terry McGovern
Randy Wykoff Walter Rieman
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UNITED STATES INFORMATION AGENCY
WASHINGTON, D.C. 20047

DFFICE OF THE DIRECTOR

MAR |0 1994

March 9, 1994

Ma. Kristine M. Gebbie

National AIDS Policy Coordinator
Office of National AIDS Policy
Executlve Office of the President
Washington, D.C. 20500

Dear Kristine:

It was delightful to meet yocu at the Chief of Staff
breakfast. You are the person I have been looking for
since the inauguration.

As 1 mentioned, Jaime 18 a terrific young woman.
6he worked for me during the tranmsition and inauguration.
Ehe is smart, hardworking, creative and, as you can sece
by her resume, dedicated to working with AIDS reluted
organizations. Bhe would love to intern for you this
gummer &and I feel sure you would not be disappointed.

I would be happy to answer any questions you might
have and I know Jaime would be grateful for the opportunity
to talk to you as well.

lope to Bee you soon.

Warm regards,

S
Iris J. Burnett
Chief of Scaff
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Jaime A, Wild

Permanent

Rutgers Unlversity 16 Clover Lane
RPQ 7002 PO Box 5063 Lincoln Park, NJ
New Brunswick, NJ 07035

(908)247-9843 (201)696-0723

OBJECTIVE

EDUCATION

HONORS

RELEVANT

A summer internship or Job to gain the opportunily to learn more about the political
aspect of the AIDS epldemiec, :

s College, New Brunswick, NJ _
B.A., Political Sclence, B.A. Mass Medla and Journalism, expected May 1996
Mal“ cI?cAll S-B .

Ph! Eta Sigma (National Honor Fraternity)

Top 100 students academically at Rutgers College 1993
Dean's List, Fall 1992, Spring 1993, Fall 1993

Politics and Culture AIDS In the Media

COURSEWORK Urban Politics AIDS In Literature

EXPERIENCE

ACTIVITIES

HIV and Public Policy AIDS In Communlcation
Nature of Polltics Blology, Soclety and Blomedical
Amerlcan Party Polltics Issues: HIV/AIDS

Central N) Pediatrics AIDS Program (CNJPAP)
Robert Wood Johnson University Hospital, New Brunswick, NJ
Pedlatric HIV Volunteer, September 1992-Present
~Assist Director of CNJPAP with paper work and filing. Work with HIV infected
children on both the pediatrics floor and In the One~Day=Stay Unlit,
-Co=Coordinate support group for HIV Infected mothers. Coordinate actlvities for
children es thelr mothers recelve tharapautic support,

Children's ﬁlliDS a::awwt, New Brwwld. Ck's'::nmber bk

Rutgars College Chapter, Vice=President 1992~Prese

—Hood Comantins (it seguiiae oty sacses s dinear guetusings: or G hieon
of CNJPAP and thelr famlilies, Help organize weekly tutoring programs.

~Conduct AIDS awareness programs for the Rutgers community.

Presidential Inauguration Committee, Washington, DC

Offlce of the First Famlly, Winter 1993

Assistant to schedullng managers of the Rodham famlly, Virginla Kelley and Chelsea
Clinton

~Made arrangements and reservations for members and friends of the First Family.
~Assisted Chelsea Clinton on various occassions as her traveling director,

Very Speclal Arts of NJ, New Brunswick, N)

Volunteer at workshop, September 1992-December 1992

~Worked with autistic children with varlous media of art to help them concentrate on
creating and expressing themsalves through thelr projects,

Vice-President, Children's AIDS Network
Member, United Statas Student Assaclation
Member, Rutgers HIV/AIDS Task Force
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THE WHITE HOUSE

WASHINGTON

March 11, 1994

MEMORANDUM FOR ALL WHITE HOUSE STAFF

FROM: JACK QUINN
ASSISTANT TO THE PRESIDENT AND

ALD
7s°

PoL
/75 s#

CHIEF OF STAFF TO THE VICE PRESIDENT

JOEL I. KLEIN

DEPUTY COUNSEL TO THE PRESIDENT

RE: Prohibited Contacts on Rulemaking Matters

By memorandum dated May 4, 1993, we reiterated our policies
governing communications by members of White House staff with
independent agencies, executive branch agencies, and their
components. We also noted that the President was considering
certain changes to the regulatory review process and that further
guidance regarding communications on regulatory and rulemaking

matters would be forthcoming.

In the Fall, the President issued Executive Order No.

12866,

"Requlatory Planning and Review." Consistent with the intent of
that Order, White House staff members are directed to adhere to
the following guidelines with respect to communications with

executive branch agencies regarding rulemaking matters:

I. Contacts with Agencies

A. Members of the White House staff may contact executive
branch agencies with respect to pending rulemaking matters if the

purpose of the communication is not to influence the outcome of

the pending proceeding (including, specifically, contacts
regarding the status of the matter or general policy, budgetary,

or administrative issues).

B. When the purpose of the contact is to influence the

outcome of a pending rulemaking proceeding, the staff member

should, prior to making the contact:

1. obtain approval from his or her principal or

departmental supervisor; and



2. coordinate the contact with the Administrator of
OIRA, who will advise the staff member on the
appropriateness of the contact.

II. Contacts with Members of the Public

A. Members of the public (that is, persons not employed by
the executive, legislative, an judicial branches of the federal
government) often approach members of the White House staff and
ask to have a position or information considered in a rulemaking
proceeding at an executive branch agency. When this occurs,
White House staff should inform the person that positions or
information provided by members of the public must be submitted
in writing if they are to be incorporated into the rulemaking
process. All such written communications received from members
of the public are to be forwarded by the recipient to the
affected agency(ies) for inclusion in the public docket.

Please be reminded that under Executive Order No. 12866,
this provision applies to contacts with the public regarding
pending rulemaking proceedings under review by the President,
Vice President, or any regulatory policy advisor.

B. Consistent with the policies reflected in Executive
Order No. 12866, White House staff members should not communicate
non-written comments from members of the public on pending
rulemaking matters to agencies, OIRA, or anyone else involved in
the rulemaking or the review process.

* * *

Please cooperate in observing the guidelines discussed above
and continue to refer to prior memoranda issued by the White
House Counsel's Office on contacts regarding investigative and
adjudicative matters and, more generally, contacts with
independent agencies. If you have any questions regarding any of
these procedures, please contact the White House Counsel's

Office.

Thank you for your continuing assistance and cooperation in
this area.

- 4.
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