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Please note that this function
will be held in the Ambassador's
Residence at the British Embassy.
The Residence is just to the South
of the Embassy office block.
Please enter the Residence through
the main gates on Massachusetts
Avenue. A Security Guard will be
at the gates to direct your
vehicle inside.
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The Institute of Medicine was chartfered in 1970 by

the National Academy of Sciences to enlist distinguished .
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the Institute acts under both the Academy'’s 1863 congressional P ’ ’
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charter responsibility to be an adviser fo the federal government p ve o OV, de S
and its own initiative in identifying issues of medical care,
research, and education. Dr. Kenneth I. Shine is 9

president of the Institute of Medicine.

Wednesday, March 4, 1998
9 6:00 p.m. - 7:30 p.m.

Lecture Room
National Academy of Sciences
2101 Constitution Avenue, N.W.
Washington, DC
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Through the generosity of the Richard and
Hinda Rosenthal Foundation a lecture series was
established in 1988 at the Institute of Medicine to bring
fo greater attention some of the critical health policy issues
facing our country today. Each year a topic of special
policy relevance is selected and addressed in fhree

lectures. The lectures are later published and

distributed to a wider audience.
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The State-of-the-Art of Measuring
Performance in Health Care:
Perspective of Providers

Keynote Speaker
Samuel O. Thier, M.D.
President and Chief Executive Officer
Partners Health Care System, Inc.

Additional Commentary
Robert Galvin, M.D.
Director, Corporate Health Care and Medical Frograms
General Electric Company

Moderator
Paul F. Griner, M.D.
Vice President and Director
Center for the Assessment and Management
of Change in Academic Medicine (CAMCAM)

Association of American Medical Colleges

R.S.V.F. by February 25, 1998
Marion Ein Lewin
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Reception and Buffet
Senior Staff Officer, (202) 334-1812

7:30 p.m.—92:00 p.m.
Great Hall
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Christopher C. Jennings
Deputy Assistant to the President for Health Policy
216 Old: Executive Office Building
Washington, DC 20502
phone: (202) 456-5560
fax: (202) 456-5557

Facsimile Transmission Cover Sheet

To:'_sguékQL L/\ch ( A’W\\( 3
Fax Number: ____ QLZQ?

Telephone Numbetr:

Pages (Including Cover): 5
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Facsimile
To; AQ&"’V'LA. p %«; Q&WW—Y/O
Fax Number: @0 2 >75/é 76/ 3/ Blllmg Code:____ .
| From: _J;OL )"Zaj/ru’(
Re:
Date: [— & ~—758

The following transmission consists of 2 pages, including this cover sheet. Should you

experience any difficulty in receiving this transmission, please contact me immediately at -
(703)524-7600 ext.

Notes:

Phlesoe call wme at 705 2/2- 7908 >
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e

National Alliance for the Mentally Il
200 N. Glebe Rd. Suite 1015
Atlington, VA 22203-3754
(703) 524-7600
FAX (703) 524-9094
http.//www.nami.org
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January 6, 1998 (0 (b q (&

Mr. Chris Jennings

Deputy Assistant to the President for Hcd.lth Policy
216 Old Executive Office Building

Washington, DC 20502

Dear Chris: .

I would like to invite you to speak at our Business Roundtable on Mental Illness on
February 26 at 10 a.m. NAMI is sponsoring the meeting at a Capitol Hill location to be
finalized shortly. We will bring together a small group of American business leaders to
learn about the science based treatment of mental illness, an update on parity regulations
and the consumner's bill of rights, mental illness benefits administration issues, and ways
NAMI can partner with business.- Dr. Steven E. Hyman, Director of NIMH, will be
speaking at out meeting, and Senator Pete V. Domenici is also expected to participate.

Your 20-30 minutes presentation on mental health parity issues will bring employers up to
date on the latest policies and regulations that govern mental health benefits. If 10 a.m.
does not seem convenient, we can be flexible. It’s important to have you on the prograpm

I will be in touch with you with more details as we get closer to the event. Thanks again
for your remendous contributions to NAMI's work. I look forward to seeing you soon.

Sinccrel /

Laurie M. Flynn %ﬁ Gz
Executive Director ' " 3 (dj 5(,

NAMI The family organization for people with brain disorders
200 North Glebe Road, Suite 1013, Arlingron, Virginia 22203 Tclephone 703-524-7600 FAX 703-524-9094
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American Osteopathic Association

MARCELINO Ouva, D.O., CHAIRMAN

Councie onN FEDERAL HEALTH PROGRAMS

January 5, 1998

VI4 FACSIMILE
Mr. Christopher Jennings
Deputy Assistant to the President for Health Policy

17"0.0:' Pennsylvania Avenue, N.W.
Washington, D.C. 20502

X \,/\\\("j

Dear. Mr. Jennings: L
On behalf of the American Osteopathic Association (AOA) and the more than 40,000 osteopathic
physicians which it represents, I am pleased to invite you to speak at the January 24, 1998 meeting
of thc AOA’s Council on Federal Health Programs. The meeting will take place at the Crystal
Gateway Marriott located at 1700 Jefferson Davis Highway in Arlington, Virginia. The Council
invites you to be its keynote speaker during its luncheon which will take place between 12:00 noon
and 2:00 p.m.; however, if it would be more convenient for you, the Council would be pleased to
accommodate you during another time-slot on the 24th.

The Council on Federal Health Programs is the advisory committee of the AOA which evaluates
federal policies, provides the profession with information about legislative and Administration
actions, advises the profession about which health care policy issues it should make priority and
works with Congress and thc Administration to bring about appropriate reforms. The Council
meeting attendees include leadership from most of the profession’s specialty societies as well as
representatives of the nation’s osteopathic hospitals and colleges.

The January meeting of the Council will focus on the anticipated actions of the Second Session of
the 105th Congress, and the profession also is interested in the Administration’s plans for health care
policy initiatives for 1998. Please join the AOA Council on Federal Health Programs at its January
24, 1998 meeting as your insights into the nation’s changing health care system would be a valuable
contnibution 1o its discussions.

If you need additional information, please contact Stacy A. Bohlen of my Washington staff at (202)
414-0145. 1look forward to seeing you on the 24th.

Sincerely,
%/«e&;}% D-9.

Marcelino Oliva, D.O.
Chairman, Council on Federal Health Programs

cc: John B. Crosby; J.D., AOA Executive Director
Stacy A. Bohlen, Deputy Director. Government Relations

15Y4 2N J
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SIMON

strategies

Simon Strategias, LLC
1001 G Strest NW
Suite 800 East
Washingten DC 20001

January 13, 1998

Chris Jepnmg’s 202.783.2205 phong
The White House ' 202.793.0440 fax
Washington, DC 20502 strategy@simening.com

Dear Mr. Jennings:

| am writing on behalf of Heartport Inc. to invite you to give a luncheon address in
New Orleans on January 24, 1998 to a gathering of heart surgeons who work
with new, minimally invasive surgical techniques. Brigham and Women's
Hospital of Boston will sponsor the speaker.

Heartport has created the greatest humanitarian advance in heart surgery this
century with the development of “port-access” heart surgery technology. This
“port access” technique allows surgeons to operate through small openings in the
chest (“ports”) and avoid the need to open the chest with a 12 to 15 inch incision
in the breastbone. The results are reduced trauma, pain and scarring, as well as
shortened hospital stays and lower costs.

Surgeons using port access surgery are working to promote this humanitarian
procedure throughout the United States and the world. The surgeons at this
conference represent institutions that operate on 50% of the nation’s total heart
surgery patients every year. They would be honored to hear you spsak about
your views on health care in general as well as on the importance of new
technologies in health care.

Thank you very much for your attention to this request. [ look forward to
speaking to you about this in more detail at your convenience.

Sincerely,

A \3 |
Kristan Van Hook
Senior Vice President
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SCHEDULING REQUEST

Event: Keynote Speech for the Port Access Intemational Registry
Investigators (PAIR) Meeting

Date: Saturday, January 24, 1998

Duration: Approximately One-hour (Iynchtime address)

Place: The Westin Hotel

New Orleans, Louisiana

Purpose: To discuss the importance of technological innovations to
the quality of healthcare and to the quality of life for patients.
To discuss issues in healthcare management and
reimbursement which affect the introduction of new
technology.

Participants: Between 150-300 surgeons and their spouses. These heart
surgeons use innovative “port access” techniques as an
alternative to invasive open heart surgery. They represent
institutions that perform 50% of all heart surgeries in the U.S.

Hot topics: HCFA reimbursement

Background: The objsctive of PAIR is to introduce these new technologies
to surgeons and collect clinical data on patients who have
been operated on using this new technology.

Port Access minimally invasive surgery, developed by
Heartport Inc. (a cardiovascular device company), is the
greatest humanitarian advance in heart surgery this century.
This surgery is a new way of performing heart operations
that allows surgeons to operate through small openings, or
"ports,” in the chest wall’ between the ribs. Port-Access
procedures involve many of the same steps as open-chest
heart surgery, but eliminate one of the most painful steps,
the need to open the chest through a 12- to 15-inch incision
in the breastbone. Heartport believes that its systems enable
surgeons to achieve clinical outcomes equal to those of
conventional open-chest heant surgery, with the added
benefits of reduced trauma, pain, and scarring, shortened
hospital stays and recovery-times, and lower overall costs.
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Background of

Event: This meeting brings together surgeons from around the
world who are using, or will be using, this new technology to
provide patients with more effective, less traumatic care. It
will also help build a database to better evaluate these
technologies and their future potential for patient care.

TOTAL P.B4
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Suite 900 East
Washington DC 20001
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strategy@simoninc.com
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MESSAGE:

CONFIDENTIALITY NOTIGE: This communication is intended for the addressee. Distribution, reading,
copying, or use of this communication by anyone other than the addressea is prohibited and may be
unlawiul. il you received this in error please call us at the above number.
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October 21, 1997

Mr. Christopher Jennings
The White House

1600 Pennsylvania Ave., NW
Washington, D.C. 20502

Cw\\%\w

Dear Mr. Jennings:

I am writing this letter at the suggestion of my colleague, Jason Isaacson, who
directs the American Jewish Committee’s Washington office.

The American Jewish Committee and St. Leo College of Florida are co-
sponsoring a major interreligious conference on February 9th and 10th, 1998 on
the St. Leo campus. The conference theme is Catholic and Jewish Perspectives

The Jacob Blaustein Building

on Bio-Ethics. Prominent physicians, religious leaders, ethicists, and other key

leaders in the field will participate in this pioneering conference.

We expect a large attendance from the fields of religion, medicine, politics, and
academia. In addition, Francis George. the new Archbishop of Chicago, will be
one of our keynote speakers. Other confirmed speakers include Dr. Alan
Fleischman of the New York Academy of Medicine, Professor Edmund
Pellegrino of Georgetown University, and Dr. Richard Frankel of the University
of Rochester.

Because of your expertise and leadership in the field of bio-ethics, the American
Jewish Committee and St. Leo College invite you to deliver the conference’s
concluding address on the afternoon of February 10th. The working title is
"Government’s Role in Bio-Ethics", but it can be changed to fit your needs. St.
Leo is located near Tampa, a city with excellent air service.

On a personal note, 1 have served as a member of the New York State Task
Force on Life and the Law since its establishment in 1985. I am enclosing a copy
of my March 1997 U.S. Congressional testimony on assisted suicide. I hope you
will find it of interest.

I hope you will be able to join us at St. Leo College in February. It promises to
be an important and exciting conference. If you have any questions, please call
me. My direct FAX number 1s 212 751-4018, and my office number is 212 751-
4000 x260. I look forward to hearing from you.
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Mr. Christopher Jennings
October 21, 1997
Page 2

Many thanks for your consideration in this matter. With every good wish, I am,

AJR/ch
enc.
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APPENDIX TO TESTIMONY OF CARDINAL BERNARD LAw

PHYSICLIAN-ASSISTED SUICIDE: A FEDERAL ISSUE

Recent federal court rulings raise the issue of assisted suicide to a new level of
national concern. The issue has serious implications for Congress. Even a law allow-
ing physician-assisted suicide in one state such as Oregon raises several questions:

ederal funding: When the nation’s first and only statute allowing physician-as-
sisted suicide was approved in Oregon in November 1994, the chairman of the state
Health Services Commission announced that expenses connected with assisted sui-
cide will be reimbursable in the state's Medicaid program [Associated Press, 11V
94). Lethal drugs will be covered as a form of “comfort care,” which ranks as a high
priority in the Medicaid rationing plan which Oregon operates under a waiver
granted by the Clinton Administration. Many life-prolonging treatments for termi-
nally ill patients rank very low on this cost-effectiveness scale and may not be avail-
" able to ind%g:.nt patients in the state; but lethal will be offe to them free
of charge. The issue of using federal funds and health facilities for assisted suicide
will also arise in other federal gna)fmms military hospitals, Medicare, Indian
Health Service, federal employees’ health benefits, and so on.

Civil Rights: In a preliminary injunction against Oregon’s new law, a U.S. District
Court said questions have been raised as to whether a law selectivel{ allowing as-
sisted suicide for people with AIDS and other disabilities violates the tederal Ameri-
cans with Disabilities Act (42 USC ?12101 et seq.). Supporters of assisted suicide
argue that a person with AIDS simply receives an additional “benefit” from the Or-

n law that is not available to other people. But why would a state treat as a

nefit” for this person something that remains a crime if performed on non-dis-
abled persons? Doesn’t such a policy treat the life of a person with disabilities as
uniquely valueless? See Lee v. Oregon, 869 F. Supp. 1491, 1499 (D. Or. 1994).

Federal Drug Laws: Implementation of a law allowing assisted suicide may re-
quire the prescribing of barbiturates and other drugs for the intentional taking of
human life—a purpose never approved by the Federal Food, Drug, and Cosmetic Act
(21 USC §301 et seq.) or the Controlled Substances Act (21 USC §801 et seq.). Such
use seems antithetical to these laws’ stated purpose of protecting life and health.
See G. Annas, “Death by Prescription: The C?regon Initiative,” in New England J.
of Medicine, 11/3/94, p. 1242.

Patient Self-Determination Act (42 USC §13956cc (f)): As a condition for receiving
Medicaid and Medicare funds, health care facilities in the United States must in-
form their patients upon admission regarding whatever rights they may have under
state law to accept or refuse medical treatment. The Oregon case has raised the
question whether this federal law will automatically “kick in” and require hospitals,
including Catholic hospitals, to counsel patients on their “right” to assisted suicide
if a state has legalized this practice. See v. Oregon at 1500. .

Religious Freedom Restoration Act (42 USC §2000bb et seq.): Under this federal
law, a state may not substantially burden the exercise of religious freedom unless
this is the most narrowly drawn means of serving a compelling state interest. A law
like Oregon's places a grave burden on Catholic and other religious health facilities
by, among other things, forbidding them to discipline physicians and other staff who
woés%;he facilities’ ethical codes against assisting a suicide. See Lee v. Oregon at
15 .

Mr. BILIRAKIS. Thank you, Your Eminence.

Rabbi A. James Rudin is Director of Interfaith Relations with the
American Jewish Committee based out of New York. Rabbi Rudin,
please proceed.

STATEMENT OF RABBI A. JAMES RUDIN

Rabbi RUDIN. Thank you, Mr. Chairman, for this opportunity to
testify today. I am grateful to share my views with you and your
colleagues. I am the interreligious affairs director of the American
Jewish Committee, and following my ordination, I served as an Air
Force chaplain in Japan and Korea. I have co-authored a book on
bioethics, gV'hy Me Why Anyone.

I want to make it clear at the outset, Mr. Chairman, that my
own organization has taken no position on the question of assisted
suicide. However, the New York State Task Force on Life and the
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Law, on which I have served since its founding in 1985, has indeed
taken a unanimous public position in opposition to legalizing as-
sisted suicide. This is a task force of 25 members. We have the re-
sponsibility for developing specific recommendations for public pol-
icy in New York State, including the determination of death, the
withdrawing/withholding of life support systems, organ trans-
plants, the treatment of the disabled newborn, surrogate (rarenting,
do not resuscitate orders, medical power of attorneys, and of course
assisted suicide.

In addition to my full text which I will leave with you of course,
I am also submitting When Death is Sought, the book published by
our task force in May 1994, which shows its unanimous opposition
to legalizing any form of assisted suicide.

Mr. BILIRAKIS. Without objection, that is a part of the record.

Rabbi RUDIN. Thank you, sir. To paraphrase the Bible, the topic
of this hearing is sometging that is not remote. It is not in heaven.
It is not beyond the sea. It is very near to you. I can assure you
that everyone in this audience has been touched or will be touched
by this question.

My own experience on the task force has forced me, like many
other members of the clergy, to move beyond my previous conven-
tional thinking. It has taught me that questions like assisted sui-
cide are much too important to be left solely to the medical commu-
nity, to physicians or other members of the medical profession.

To define it exactly, assisted suicide for me refers to actions by
one person to contribute to the death of another by providing medi-
cation or prescription. Euthanasia refers to direct measures such as
lethal injection by one person to end another person’s life. But like
Cardinal Law, I want to say both practices are distinct from the
withdrawal and withholding of life sustaining treatment in accord
with accepted ethical and medical standards.

Euthanasia is barred in all 50 of our States. But neither suicide
nor attempted suicide is a criminal offense in any State. Sooner or
later we are all going to face this question. We are going to hear
the cries and whispers of our loved ones, of our friends, who call
for medical help to end their lives. How should we respond? How
should Congress respond to the cries and whispers of those who
beg for death? At first glance, it seems our answer should be yes.
But while these calls for assisted suicide sound compassionate and
reasonable, there are simply too many risks in making assisted sui-
cides legal. Even if all the laws were carefully framed, I strongly
believe that assisted suicide in the United States would be prac-
ticed unequally. Besides even ideal or good cases are not sufficient
for public policy, because these cases bear little resemblance to ex-
isting medical and socio-economic practices in the America of 1997
and into the 21st century.

To legalize assisted suicide, even for compassionate reasons re-
minds me as a rabbi and as a Jew of the brutal excesses of the Hol-
ocaust, when Nazi physicians carried out deadly experiments on
the Third Reich’s surplus population, Jews, Gypsies, political pris-
oners, homosexuals, mental patients, and many others. There is a
slippery slope, it is not rhetoric, attached to the question of assisted
suicides that must be considered.
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If assisted suicide becomes law in the U.S., the traditional wall
of patient protection would be seriously lowered, and suicide would
become more and more commonplace.

Any of us who have visited hospital rooms, either as clergy, as
family, as friends, it is clear to all of us that the education of
healthcare professionals about pain relief and depression must be
radically improved. This is where Congress has a role to play in
medical schools, nursing schools, residencies, and all forms of con-
tinuing education for the medical profession. '

We can not objectively measure pain and depression. They are
both very subjective. But they must never be used for justification
for assisted suicide. What is clearly needed is a more aggressive ap-
proach to the treatment of pain and depression, especially among
those who are seriously ill. I am profoundly concerned that legally
approved assisted suicide would also be applied not just to the “ter-
minally ill” patients, whoever they are, and that’s a term we can
debate because it's never clear, but it would also be applied to peo-
ple who suffer from cancer, AIDS, Lou Gehrig’s disease or ad-
vanced emphysema. In the real world, compassionate medical per-
sonnel, including physicians, will make no distinction between suf-
fering patients and those who are legally defined as terminally ill.

One thing is clear for all of us to see. The hospital room has be-
come the new frontier in addressing the moral and spiritual ques-
tions that are usually discussed in abstraction. We have to be cen-
trally involved. It is important that Congress is involved in these
difficult bioethical questions that will increase in number and com-
plexity as advances in medical technology provide us with more
and more choices.

Moses Maimonides, who was both a rabbi and a great hysician,
opposed all forms of passive and active euthanasia. Rabbi Joseph
Caro of the 15th century said “We are not permitted to close tﬁe
eyes of a person who is near death, lest we cutoff even a fraction
of life.” According to Moses Isserles from Cracrow, Poland, if a per-
son is near death, he said “Do not even remove the cushion or pil-
low under his head, lest it speed up death.”

These are serious questions we are debating. What fuels the
growing interest in assisted suicide, as I conclude, is the wide-
spread fear of loss of control, of isolation, depletion of family re-
sources, and the pain, depression, and suffering at the end of life.
But we ought to focus our attention and advocacy on addressing
these problems directly by ensuring access to necessary and appro-
priate medical and social services, promoting healthcare decision-
making that is respectful of parents and famif values.

Legalizing assisted suicide will not solve tﬂe problems of dying
gatients. It may well create many more problems. Thank you, Mr.

hairman. -

[The prepared statement of Rabbi A. James Rudin follows:]

PREPARED STATEMENT OF RABBI A. JAMES RUDIN, NATIONAL INTERRELIGIOUS
AFFAIRS DIRECTOR, THE AMERICAN JEWISH COMMITTEE

Thank you, Mr. Chairman, for the opportunity to testify before the House Com-
merce Committee’s Subcommittee on Health & Environment dealing with Assisted
Suicide: Legal, Medical, Ethical, and Medical Issues. I am grateful for the chance
to share these views with you and your colleagues.
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My name is Rabbi A. James Rudin. I am the National Interreligious Affairs Direc-
tor of the American Jewish Committee. Since 1968, I have been directly involved
in strengthening interreligious relations in this country and throughout the world.
I was raised in Alexandna, Virginia and after receiving my college education at
George Washington University and rabbinical ordination at Hebrew Union College-
Jewish Institute of Religion, I served as an United States Air Force Chaplain in
Japan and Korea. Prior to joining the professional staff of the American Jewish
Committee, I served Reform Jewish congregations in Kansas City, Missouri and
Champaign-Urbana, Illinois. I am also a co-author of Why Me? \\Kay Anyone? (St.
I\g;rtin’s ress: 1986 & Jason Aronson: 1994), a book dealing with religion and bio-
ethics.

] want to make clear at the outset that the American Jewish Committee has
taken no position on the question of assisted suicides. However, the New York Task
Force on Life and the Law on which I have served since its founding in 1985, has
taken a unanimous public position ir 0£position to legalizing assisted suicides.

The New York State Task Force on Life and the Law was convened by then Gov-
ernor Mario Cuomo and its 25 members were given the responsibility of developing
specific recommendations for public policy in New York State on a host of issues
arising from recent medical advances, including the determination of death, the
withdrawal and withholding of life support systems, organ transplantation, the
treatment of disabled new born, surrogate parenting, do not resuscitate orders, med-
ical power of attorneys, and. of course, assisted suicides.

In addition to my full written testimony. ] am also submitting a copy of the Task
Force’s report, When Death Is Sought: Assisted Suicide and Euthanasia in the Med-
ical Context, which was published in May. 1994.

To paraphrase the Bible, the topic of this hearing, assisted suicide, is not some-
thing “too remote...It is not in heaven... nor beyond the sea...No, it is very near
to you...” Nor is it an issue that will simply take care of itself without attention,
analysis, and debate. I can assure you that the question of assisted suicide has
touched, does touch, or will touch everyone in this audience.

In January, 1997, the U.S. Supreme Court heard intensive debate about the issue
of assisted suicides. Justice Sandra Day O'Connor said: “This is an issue every one
of us faces, young and old, male and female...” And Justice Ruth Bader Ginsburg,
whose mother died of cervical cancer at the age of 47, declared: “Most of us have
parents and other loved ones who have been through the dying process, and we've
thought about these things.” Indeed. Now it is time that we begin to think seriously
“about these things.”

Because of the g1§axalp( Force's work, New York State now has legislation on do-not-
resuscitate orders, the determination of death, organ transplantation policy, health
care proxies, and surrogate decision making for patients without capacity.

My Task Force experience and its extraordinary intellectual and spiritual de-
mands have compelled me to move far beyond my previous conventional thinking
on bio-ethical issues, and Task Force membership has clearly taught me that ques-
tions like assisted suicides are much too important to be left solely to physicians
and to other members of the medical profession.

One of my most serious concerns is that if we laypeople are not prepared to
confront the dilemmas that currently exist in our hospitals, clinics, and nursing
homes, the critical bio-ethical decisions about life and death will surely be made by
sthers. And that would be a tragedy.

I want to speak first in general terms about assisted suicide and then conclude
with a focus on a Jewish response to the question. In these remarks assisted suicide
refers to actions by one person to contribute to the death of another, by providing
medication or a prescription or other steps. Euthanasia refers to direct measures,
such as a lethal 1njection, by one person to end another person’s life for benevolent
motives. Both practices are distinct from the withdrawal and withholding of life sus-
taining treatment in accord with accepted ethical and medical standards.

Interestingly, New York is one of two states that does not currently permit the
withdrawal and withholding of life-sustaining treatment from an adult patient who
has not signed a health care proxy or provided clear and convincing evidence of
treatment wishes. Euthanasia 1s barred in all 50 states, but neither suicide nor at-
tempted suicide is a criminal offense in any state.

Sooner or later almost everyone of us will face this difficult dilemma: serious]
ill relatives or friends, often in severe pain and depression, will desperately see
medical help to end their lives. No longer able to go on with life, patients usually
request a lethal injection or an oversupply of pills to hasten death.

ow should society, how should we respond to the cries and whispers of those
who beg for death? At first glance, it seems our answer should be “yes.” After all,
shouldn’t respect for individual choice and personal self-determination permit pa-
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tients and doctors to engage in assisted suicides? Aren't individual rights one of the
distinctive hallmarks of American society?

While calls for assisted suicides sound compassionate and reasonable, there are
too many risks in making assisted suicides legal. Even if laws were carefully
framed, I strongly believe assisted suicide in the United States would certainly be
racticed unequally. Besides, even “ideal” or “good” cases are not sufficient for pub-
¢ policy, because they bear little resemblance to existing medical and socio-eco-
nomic practices in the America of the 1990s.

Those at greatest risk to lose their lives would be our poor, minority group mem-
bers, those without a family, the elderly, and especially those who have no access
to good heath care... America’s “surplus population.”

d now let me say something that has angered many in the Jewish and medical
community. The legalization of assisted suicides, even for so-called compassionate
reasons, reminds me of the brutal excesses of the Holocaust when Nazi physicians
carried out deadly experiments upon the Third Reich’s “surplus population™: Jews,
Gypsies, political prisoners, homosexuals, mental patients, and others.

ere 1s a “slippery slope” attached to the question of assisted suicides that must
be considered. It assisted suicide became law in the United States, the traditional
wall of patient protection would be seriously lowered, and suicide would become
more and more commonplace. Most physicians do not have a long-standing reiation-
ship with their patients and inquire Httle about the complex personal factors rel-
evant to evaluating a request for suicide assistance. This is especially true once a
patient enters a hospital's critical or intensive care unit.

In the Netherlands, where assisted suicide is legal, a study has found that of
nearly 3,300 deaths annually resulting from mercy killing, 1,100 deaths occurred
without an explicit request from the patient. In some of those cases, physicians pro-
vided assisted suicide in response to suffering caused solely by psychiatric illness,
including severe depression.

There 1s a bitter irony to what is happening in Holland. During the World War
II German occupation o{ the Netherlancrs, fully 98% of that country’s physicians re-
fused to join a German-sponsored medical organization that was hease! by a Nazi
sympathizer and an anti-Semite. The Dutch doctors took down their shingles and
refused to practice although they were aware that such actions could subject them
to severe punishments.

Yet, reliable sources report that today many Dutch ]physicians are actively partici-
pating in assisted suicides and they are systematically ignoring the guidelines that
were established when such procedures were made legal. In Holland the patient
must voluntarily request death, the patient’s suffering must be unbearable and ir-
revocable, and one other ghysician must be consulted.

Dr. Herbert Hendin who wrote a book on the 10 year Dutch experience with as-
sisted suicide has said: “Virtually every guideline established by the Dutch to regu-
late euthanasia has been modified or violated with impunity.” If such excesses have
in fact taken place in a small, rather homogenous nation like the Netherlands, I can
only speculate with fear and trembling how such guidelines would be violated in our
increasingly diverse nation of over 260,000,000 residents, and in an America where
quality medical health care often varies widely from state to state, even from county
to county.

People who are in good health often believe they would want a legal means to
end their lives if they became seriously ill. But clinical evidence and my own experi-
ences as a rabbi in hospitals confirm the suspicion that when people face a dread
disease, life becomes even more precious, and patients usually call for maximum
medical efforts to continue life.

Pain and depression are frequently cited as reasons why a person seeks assisted
suicide. But the truth is that until recently many medical protessionals undertreat-
ed pain. If terminally ill patients receive too many pain killers, it was thought, they
might become addicted to narcotics. But clinical evidence reveals that addiction and
psychological dependence is rare among patients suffering intense pain.

As a rabbi who has, alas, visited far too many hospital rooms and as a Task Force
member, it is clear to me that the education of health care professionals about pain
relief and ﬁalliative care must be rapidly improved. Courses should be included in
medical schools, nursing schools, residencies, and all forms of continuing education
for the medical profession.

Today many experts believe that modern pain relief techniques, including opioids,
can ease pain in all but extremely rare cases. Fortunately, the medical protession
has changed its attitude toward pain management, and there is growing recognition
that a gatient should not and need not suffer unrelieved pain.

In addition, pain and depression cannot be objectively measured. Since both are
subjective, they must never be used as justifications for assisted suicide. What is
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clearly needed is a more aggressive zlaﬁproach to the treatment of pain and depres-

sion especially among the terminally ill.

- If suicidal thoughts are commonplace when patients are seriously ill, the medical

grofession needs to fully: explore and treat the factors that cause such feelings of
espair. Too often, doctors do not discuss this critical subject with their patients.

In 1994 the New York State Task Force on Life and the Law issued a lengthy
report on assisted suicides and euthanasia. After an intensive 18-month study, we
unanimously concluded that assisted suicide should not be made legal. Such a public
policy, we declared, “would pose profound risks to many patients...and would be
unwise and dangerous...”

We also noted that the U.S. Constitution does not grant “individuals a ‘right’ to
suicide assistance...” But two recent Federal court decisions dealing with the com-
plex and emotional subject of physician-assisted suicides have raised profound is-
sues for America.

In March, 1996, a Washington state law banning medical suicides was struck
down, and a month later a similar New York State law was also struck down. While
32 states currently have legislation forbidding assisted suicides, the two court rul-
ings have placed all such laws in legal jeopardy, and the U.S. Supreme Court is cur-
rently debatins the constitutionality of the two laws and a decision is expected
sometime this June or July. Not surprisingly, I have serious problems with both fed-
eral court decisions and I hope they are reversed by the High Court.

The lower court rulings were based on the constitutional rights of individuals to
make decisions about terminating their own lives. The courts also protected phﬁi-
cians from criminal prosecution if they assist patients in ending their lives. The
New York judgment stipulated that only mentally competent patients who are ter-
minally ill are entitled to make such momentous decisions.

The reasoning, however, leaves a host of critical questions unanswered.

Who, after all, will decide whether a person is trul( competent to make life-endin,
decisions about oneself? Because critically ill people are often severely depresse
and in acute pain, it is not hard for a family member or a physician to extract the
gatient's wish to end it all. But is such an irreversible, irrevocable decision made

y a truly mentally competent person? And many doctors agree that their patients’
desire to die often end when they are effectively treated for depression and when
severe pain is .

And what exactly is a terminal medical condition? Is it a seriously ill person who
has only 6 hours, 6 days, 6 weeks, or 6 months to live? Who can guarantee the accu-
racy of these precise time frames?

As health costs continue to soar, insurance companies and hospitals will increas-
ingly seek the most cost-efficient means of treating patients. Clearly, it is more ex-
pensive to treat an individual's physical pain and mental depression than it is to
assist a person to die. The financial bottom line will always prefer assisted suicides
over the more costly treatments for pain and depression.

And what about those family members who are eager to receive their inheritance
money as quickly as possible from an acutely ill relative? We can easily guess their
views about assisted suicide.

The recent court decisions presuppose careful deliberation of assisted suicide by
all interested parties: patients, physicians, hospitals or nursing homes, and families.
Bgt such ideal circumstances rarely exist in intensive care units or hospital cor-
ridors.

In the real medical world the first people who will be assisted in ending their lives
will be the poor, those without family or friends, the elderly, the disabled, and unin-
sured patients who can not pay for their medical treatment.

There is another chilling aspect as well. Everyone knows that some physicians
covert.li aid their patients to die. Sometimes this is done by acts of commussion like
prescribing certain medications to hasten death. But often death comes through acts
of omission when doctors do not aggressively treat such problems as pneumonia and
other deadly infections when they occur among seriously ill patients.

This furtive behavior has placed enormous strain upon the medical community,
and no wonder many physicians are looking for a legal remedy for their ethical pre-
dicaments. While fully recognizing the torment of both physicians and patients, I
am fearful that legalizing assisted suicides will permanently replace the traditional
role of doctors as healer with that of potential killer.

I believe we can do far more for patients by improving pain relief and palliative
care than by changinf the law to make it easier to commit suicide or to obtain a
lethal injection. And I am profoundly concerned that legally approved assisted sui-
cide would also be applied to patients suffering severefy, ut who are not “termi-
nally ill,” those people with conditions such as cancer, AIDS, ALS (Lou Gehrig’s dis-
ease) or advanced emphysema. In the real world, compassionate medical personnel,
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including physicians will make no distinction between such suffering patients and
those who are defined as “terminally ill.”

I believe the Jewish religious tradition brings some special gifts and experiences
to this debate. Ours is a life-affirming religion. When Jews make the toast, L’hayim,
we stress our commitment to life. According to Judaism, every life is sacred, so ev-
erything possible must be done to save even a single individual. As one Talmudic
sage explains: “We should disregard one Sabbath for the sake of saving the life of
a person so that a person may be able to observe many Sabbaths.”

nfortunately, I do not have the time to rehearse in careful detail the long and
fruitful relationship between Judaism and medicine through the long centuries.
Moses Maimonides, that religious giant of the 12th century who was both a rabbi
and a physician, warns us “not to live in a city that has no doctor.”

Judaism stresses the natural aspect of death and teaches we should not fear the
end of our lives. And since God alone determines death, it can not be hastened in
any way. Indeed, according to the tradition, an individual who performs any act that
g;:g'd inadvertently hasten death, such a person is regarded as a shedder of innocent

It seems to me that we must choose between two basic positions. Clearly, I have
already made my choice, but let me attempt to lay out the salient questions. The
argument hinges on an acceptable definition of life and when it stops being mean-
ingful. One position holds that since we are created in God’'s image, all human life
is sacred; so extending a person's life for even a few seconds is as valid and worth-
while as extending it for decades.

The other view maintains that each medical case must be reviewed individually,
that the quality of life can be defined and evaluated by a set of verifiable standards,
such as: Is the patient conscious, with mental capacity and reason? I call these al-
ternative positions the “sanctity of life” argument and the “quality of life” argument.

Because Judaism teaches that every human life is infinite g valuable and we must
make every effort to save it, the tradition emphasizes the tirst position. According
to Jewish religious law, if we don't do eve ing possible to save or prolong life,
we are shortening it, which is forbidden.

Because of medical advances, some Jews now advocate the second or “quality of
life” position. They assert that the “sanctity of life” argument, while highly admira-
ble, does not apply to every situation, arguing that God does not require us to ex-
tend a meaningless life of pain without realistic expectations of recovery.

But if we don't act to prolong life, aren’t we really shortening it? Judaism is
staunchly opposed to doing anything that even slightly hastens death. Life is a di-
vine gift and it is God alone Who determines how and when death will come.

bi Joseph Caro, a leading rabbinic authority (1488-1575), declared: “We are
not permitted to close the eyes of a person who is near death, lest we cut off even
a fraction of life.” We are not permitted to remove a pillow or a cushion from a dyin
person if such an act will in any way speed up death. Nor can we withhold M
water, and necessary medicine from a patient.

According to Moses Isserles, a sixteenth century scholar from Cracow, Poland, “If
a person is near death, do not even remove the cushion or pillow under his head,
lest it speed up death.” And Moses Maimonides opposed all “passive euthanasia” ac-
tions: “He who kills a healthy person, and he who kills a sick person who is dying
aniv.:a{, even if he is almost dead, all are guilty of murder!”

e late Rabbi Moses Feinstein, one of this century's leading Orthodox Jewish au-
thorities even approved dangerous radical surgery as a risk worth taking to prolong
life. And in a fascinating section of the Talmud, one commentator asserts: “When
we are in doubt about whether a patient will live or die, we must not allow idolaters
to heal. But if the patient certainly will die, we may allow the idolaters to heal.”
It is a remarkable teaching given Judaism's strong antipathy to all forms of “non
scientific” medical treatments.

However, the entire question of what today would call assisted suicide is carefully
nuanced in the Jewish tradition. Rabbi Solomon Freehof, one of Reform Judaism’s
greatest Talmudic scholars, argues that while the Jewish tradition permits us to
take risks to save lives, it does not allow us to prolong the natural process of dying.
I stress the word “natural.” Freehof rightly calls this area “murky and ambiguous”,
and admitting the inner contradiction of his position, says: “We must fight for every
second of life actively, but we can be passive in the case of a terminally ill person.”
But we can not actively hasten death through assisted suicides.

Freehof and others highlight the enormous tension in Jewish thought between
{)reservi life and not interfering with the natural process of dying. Judaism abso-
utely forbids killing by active intent. But what about passive euthanasia, such as
removing a life-support system, refusing to resuscitate, or refusing to begin new
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mediga'l> or drug therapy on a patient? Is this morally and legally a form of assisted
suicide?

Two dramatic Talmudic stories provide justification to remove such systems from
seriously ill patients. But even in these stories. I do not detect any justification for
providing the specific means for a patient to kill oneself. _

Because Rabbi Hananiah' ben Teradyon taught the Torah, a severe crime in

man times, the Roman occupation authorities executed the rabbi by burning him
at the stake. To prolong the rabbi's torture, the Romans covered him with water-
filled sponges to insure that death would not come quickly. )

the fire grew hotter, Hananiah's students begged him to draw the fire into his
throat, and by so doing take his own life and end his suffering. The rabbi refused
to allow the fire to enter his throat to hasten his own death even though he was
clearly in a “terminal” situation. However, he did permit a Roman soldier to remove
the sponges from him, and soon after Hananiah died.

It 13 a subtle but critical goint. The dying man would not allow the fire to enter
his throat—an active step—but he did permit the removal of the sponges, his primi-
tive life-support system-—a passive act.

The Talmudic scholars, of course, commend the rabbi for his brave martyrdom in
behalf of teaching God's word, the Torah, but surprisingly theg also praise the un-
known Roman soldier for removing the sponges, and both Rabbi Hananiah and the
soldier are accorded honored places in the world to come. For me, this complex sto
teaches that you are rewarded for easing the Jmin of a dying person. Those wi
no hope of escaping death can request that the ying process be shortened, although
they cannot take steps themselves to shorten their lives.

In the second story, the great Talmudic authority Rabbi Yehudah Ha Nasi, Judah
the Prince, lay dying in his house, while his adoring students gathered outside to
pray for his recovery. Since, according to the Jewish tradition, prayers for the sick
are considered just as effective as medical treatment, the students’ petitions to God
provided a kind of life-support system for the <fmtient.

Judah's agony worsened. His female attendant, acutely aware of her patient's in-
tense suffering, in desperation took a large earthen jar to the roof of the rabbi's
house and hurled it to the ground below, where it shattered into many Lgieces.
Stunned by the noise, the students momentari]_B' sto;:’ped their prayers, thereby
withdrawing the ?iritual “sumrt si'lstem." The Talmud recounts that in that brief

eriod of silence, Judah the Prince died. It praises the attendant, even though her
havior hastened Judah’s death.

I am willing to concede that based upon the Talmudic examples and my own real
life experiences that there may indeed be a tg:{ number of cases in which physician-
assisted suicide could be ethically and medically defended on very narrow grounds.
But I am also convinced that there would be many, many more cases in which as-
si;lted suicides would take place in inappropriate, unethical, and medically question-
able ways.

But one thing is clear for all to see: the hospital room has become the “New Fron-
tier” in addressing the moral and spiritual 1uestions that are usually discussed in
abstraction. Today we must be centrally involved as difficult bioethic ?uestions in-
crease in number and complexity, and as advances in medical techno
us with more and more choices.

Dr. Fred Rosner, a professor at Yeshiva University'’s Albert Einstein School of
Medicine and a leading bio-ethicist, put the issue in its most graphic terms: “When
thsicians recognize they have no more to offer medically, they no longer have the
icense to treat...There is a point where we just must learn to ease pain {(and de-
pression] better.”

As a society, we can do far more to benefit patients by improving pain relief and
%ipre:sion than by radically changing our laws to make it easier to commit suicide.

ank you.

Mr. BILIRAKIS. Thank you so much, sir.
Reverend David L. Adams is executive director of the Office of
Government Information, The Lutheran Church Missouri Synod,

located at headquarters here in Washington, DC.
Reverend Adams, please proceed.

STATEMENT OF REVEREND DAVID L. ADAMS

Reverend ADAMS. Thank you, Mr. Chairman, and members of the
committee, for giving me the opportunity today to speak to you.
The Lutheran Church Missouri Synod promotes as the teaching of

ogy provide
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Chris Jennings

The White House

Old Executive Building

1700 Pennsylvania Avenue, Room 212
Washington, DC 20502

Dear Chris Jennings:

You are invited to participate in a national conference, "Covering More Kids: Outreach, Simplification, and - \M"( -
Coordination, " being held in Washington, DC on Friday, February 27, 1998, % (\3\& ,

This meeting is being sponsored by a new initiative of the Robert Wood Johnson Foundation, "Covering Kids: A LQ
National Health Access Initiative for Low-Income, Uninsured Children.” This new $13 million initiative, directed by '

Sarah Shuptrine, President of the Southern Institute on Children and Families, will support state and local activities that

will identify and enroll low-income children into existing coverage programs.

As you know, a number of private and public sector efforts have been put in place to expand coverage for uninsured
children, whose number is estimated at between 8.5 million and 11.3 million. The enactment of the State Children’s
Health Insurance Program, included in the Balanced Budget Act of 1997, will provide new dollars to expand coverage
for low-income children. Unfortunately, creating new coverage programs doesn’t guarantee that eligible children will
actually get enrolled. Some three million children are currently eligible for, but not enrolled in Medicaid. Outreach and
enrollment efforts clearly need to he improved.

In anticipation of increased attention on this issue particularly with the implementation of the State Children’s Health
Insurance Program, this conference is intended to provide a forum where the critical issues, opportunities, innovations,
and concerns associated with outreach, administration simplification and coordination across existing coverage programs
can be identified. The preliminary conference agenda is enclosed.

To register for the conference, please return the enclosed registration form to the Southern Institute on Children and
Families. Because space is limited, please be sure to respond by February 9, 1998. We have reserved a block of rooms
that will be available for attendees at the special rate of $160 plus tax per night until January 24, 1998. Please make
your hotel arrangements directly with the Hyatt Regency at Capitol Hill in Washington, DC (202) 737-1234 by this date.

If you have any questions about the conference, please contact JoAnn Prince at the Southern Institute (803) 779-2607.

We hope you will be able to join us at what we anticipate will be a very informative, provocative and productive
meeting.

Sincerely,

Steven A. Schroeder, M.
President

Office of the President
Route 1 and College Road East — Post Office Box 2316 Princeton, New Jersey 08543-2316 (609) 452-8701



COVERING MORE KIDS:
OUTREACH, SIMPLIFICATION AND COORDINATION

Hyatt Regency on Capitol Hill « Washington, DC

February 27, 1998
8:30 AM - 3:15 PM

REGISTRATION FORM

PLEASE TYPE OR PRINT

Name

Title

Affiliation

Mailing Address

Telephone ( ) ___ Fax( )

E-Mail

Space is limited. Please fax this form by
FEBRUARY 9, 1998

Southern Institute on Children and Families
FAX: (803) 254-6301

NOTE: 1. If you need hotel accommodations, you must make them yourself by
calling the Hyatt Regency on Capitol Hill directly at 202/737-1234. A
block of rooms for conference attendees has been reserved at a special
rate of $160 plus tax. You must call the hotel or return the enclosed
hotel reservation request card by Januarv 24, 1998 to receive this rate.

2. If you have any questions concerning the conference, please call the
Southern Institute on Children and Families at 803/779-2607.



COVERING MORE KIDS

OUTREACH, SIMPLIFICATION AND COORDINATION
HYATT REGENCY ON CAPITOL HILL , WASHINGTON, DC

TIME
7:30 - 8:30 AM
8:30 - 8:45

8:45-9:15

9:15 -10:30

FEBRUARY 27, 1998
8:30 AM — 3:15 PM
EVENT
Registration and Continental Breakfast
Welcome and Purpose of Meeting

Presenter:

Robert G. Hughes, Vice President
The Robert Wood Johnson Foundation

Challenges, Issues and Opportunities:
Enrolling Eligible Children

Presenter:

Sarah Shuptrine, Director
Covering Kids

The Eligibility Process:
Real Life Complications

Roundtable Moderator:

David Helms, Director
Alpha Center

Roundtable Participants:

Sally Richardson, Director
HCFA Center for Medicaid and State Operations

Bruce Bullen, Commissioner
Massachusetts ‘Division of Medical Assistance

Claudia Schlosberg, Staff Attorney
National Health Law Program

Pat Redmond, Director
Philadelphia Citizens for Children and Youth

Donna Lawrence, Director

Children’s Defense Fund/New York



David H. Waldrop, Director of Social Work
Greenville Memorial Hospital

Parent Representative (not confirmed)

Private Sector Enrollment Firm Representative
(not confirmed)

Local Eligibility Worker (not confirmed)

10:30 - 10:45 **Question and Answer Period**
10:45 - 11:15 Break
11:15 - 11:45 Overcoming Enrollment Barriers:

Lessons from the Service Arena
Presenter:

Sara Rosenbaum, Professor of Health Services,
Management and Policy

George Washington University School of
Public Health and Health Services

11:45 - 12:00 PM **Question and Answer Period**
12:00 - 1:15 Lunch
1:15 - 2:45 Strategies to Market Health Coverage and Reduce

Barriers to Enrollment

Moderator:

(not confirmed)

Presenters:

Outreach

Donna Cohen Ross, Director of Outreach
Center on Budget and Policy Priorities
Simplification

(not confirmed)

Coordination

Rose Naff, Director
Healthy Kids Replication Project



2:45 - 3:00

3:00 - 3:15

3:15

Respondents:

Becky Shoaf, Director
Right From The Start Medicaid Program
Georgia Division of Family and Children Services

Sue Crystal, Director .
Governor’s Office of Health Policy
State of Washington

Charles LaVallee, Executive Director
Western Pennsylvania Caring Foundation for Children

**Question and Answer Period**
Closing Remarks

Judith Whang, Program Officer
The Robert Wood Johnson Foundation

Adjourn
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January 12, 1998 BY F
CATHOLIC HEALTH : Y
ASSOCIATION TO: Chris Jennings WQ
OF THE UNITED STATES Deputy Assistant to the President for HealthiPolicy )Vn"’“
¥ The White House \
FROM: Jack Bresch, CHA
RE: Speaking Invitation
Thank you vary much for coming to Annapolis last week to speak at the Lj
G“ﬂ congressional staff retreat. You’ve always been great on policy, but you

are also now getting very adept at humor and political responses. 1 do
appreciate your taking tha time to be with us.

As | warned you in Annapolis, | am writing (with some trepidation) today
to invite you to make a presentation at the annual meeting of CHA's
System Advocacy Coordinators on Saturday, January 31, 1998, at the
Sheraton Washington Hotel, 2660 Woodley Road, NW, Washington, DC.

Your participation last year on a Saturday was "above and beyond the call
of duty.” Asking you this year to speak again on a Saturday is. | know,
terribly presumptuous and insensitive of me; nevertheless, | do so in the
hope that you cannot resist a receptive audience to talk about the
President’s proposal to expand Medicare to pre-85 year olds.

If you can join us for lunch at noon and then make about 20 minute

WASHINGTON OFFICE presentation and answer questions that would put you in the
1875 Eys Strast, NW “congressional medal of honor” category.
Suite 1000

Washingwn, DC 200065403 o 4y, acacy Coordinators are individuals in the 53 Catholic health care

systems nationwide responsible for educating and organizing the
grassroots efforts of the systems’ hospitals and long-term care facilities
in behalf of state and federal legislation of interest to the Catholic health
care ministry. These coordinators were CHA’s primary agents in the fleld
during our participation in the national debate on systemic health care
reform. They are politically savvy and expert in generating local support
for CHA’s legislative and regulatory agenda.

Phone 202-296-3993
Fax 202-296-3997

a?w
J
X My reluctance to ask you to work on a Saturday notwithstanding, | am
({?@ hopeful that you will consider CHA’s invitation.

1 can be reached at 202/296-3993.

cc: Barbara Woolley
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Ctr. for Studying Health System Chg,

Michacl J. Graetz, L.1..B.
Yale University

Lawrence R. Klein, Ph.D.
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Project Hope

HEALTH & INDUSTRY
Joyce C. Clifford, Ph.ID., R.N.
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Wayne Stare University

James Mongan, M.D.
Massachusents General Hospital
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Ford Motor Company
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William L. Roper, M.D., M.P11.

University of North Carolina

Charles Sanders, M.D.
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Leonard D. Schaeffer
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Henry Ford Health System
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Health Insurance Plan of Greater NY
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Kenneth E. Thorpe, Ph.D.
Tulane University

January 20, 1998

Christopher Jennings
Deputy Asst. to the President - Health Policy Dev.
The White House

212 Old Executive Office Building
17th & Pennsylvania Avenue, N.W,
Washington, DC 20500

S

Dear Chris:

I would like to extend an invitation to you to attend the fifth Princeton Conference that will
be held from March 5th — 7th on the campus of Princeton University. The conference is co-
hosted by the Council on the Economic Impact of Health System Change and Dr. Uwe
Reinhardt and is sponsored by the Robert Wood Johnson Foundation. The title of this year’s
conference is:

THE ROLE OF REGULATION IN A MARKET ORIENTED HEALTH CARE SYSTEM

The goal of the conference is to conduct a non-partisan dialogue among all participants
regarding the appropriate role and nature of regulation in a health care mdustry that has
become increasingly market oriented. The conference is structured to maximize discussion
and debate among speakers and invited guests. A wide range of perspectives will be
presented by economists, health economists, academics, consumer advocates and
representatives of government and 1ndustry

This is an invitational conference and, as such, there are no conference fees. We will
reimburse you for all travel, food, and lodging expenses that you incur. In accordance with
the rules regarding financial disclosure of gifts, government employees must obtain the
required written authorization as specified under current law. You will find a program and
reply card enclosed. Please respond at your earliest convenience, even if you cannot attend.
If you plan io attend, piease secure your lodging reservations from the limited number of
rooms we have blocked off at The Nassau Inn (see agenda). Further information, including
transportation options, will be forthcoming upon our receipt of a positive reply.

These issues are likely to be high on the public policy agenda in 1998 as policy makers,
industry leaders, and consumer representatives attempt to agree on an appropriate balance
between market forces and regulation. [ am pleased that we have been able to put together a
comprehensive program that should be well timed to contrlbute to the 1mpend1ng national
dialogue. I hope that you will be able to participate.

Sincere)

H. Altman

The Council is supported by a grant from The Robert Wood Johnsen Foundation and is administered by The Institute for Health Policy,
The Heller School, Brandeis University, MS-035, Waltham, Massachusctts 02254-9110 & Tel: (781) 736-3807 # Fax: (781) 736-3905
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DRAFT AGENDA

THE FIFTH PRINCETON CONFERENCE

THE ROLE OF REGULATION
IN A MARKET ORIENTED HEALTH CARE SYSTEM

The Nassau Inn

10 Palmer Square
THURSDAY EVENING MARCH 5TH (The Nassau Inn) Princeton, NJ 08542
Tel: (609) 921-7500
Fax: (609) 921-9385

6:30 p.m. Cocktails

7:30 p.m. Dinner

8:45 p.m. Uwe Reinhardt James Madison Professor of Welcome
Political Economy
Princeton, University

9:00 p.m. Janet Corrigan Executive Director ' Keynote
President’s Advisory Commission
on Consumer Protection and
Quality in the Health Care Industry
Report on findings of the President's commission and implications for policy and
legislative initiatives.

FRIDAY MARCH 6TH (The Woodrow Wilson School)

7:30 a.m. Breakfast

9:00 Steven Schr_oeder_ President Welcome
The Robert Wood Johnson
Foundation

9:10 a.m. Stuart Altman Chair Introduction

Council on the Economic Impact
Of Health System Change

Why are we here? What are the current problems brought about by changes in
the finance and delivery system? What is the political climate for solving these
problems?



SESSION L.

9:20 a.m.

9:40 a.m.

10:00 a.m.
10:40 a.m.

SESSION Il1.

10:55 a.m.

11:00 a.m.

11:20 a.m.

11:40 a.m.

12:00 p.m.
1:00 p.m.

THE ROLE OF REGULATION
IN A MARKET ORIENTED HEALTH CARE SYSTEM (page 2)

BACKGROUND

Walter Zelman Consultant
McLean, Virginia

The latest trends in managed care and other emerging health system
organizations. Why have changes in the health system brought about a
heightened level of public concern and a demand for regulation? What are the
implications of the most recent health system changes in regard to the perceived
need for regulation?

Patricia Butler Attorney and Health Policy Analyst
Boulder, Colorado

Overview of current and proposed state and federal regulation. What specific
areas have the individual states and the federal government sought to regulate?
In what areas have these new regulations been proposed or adopted?

Discussion
Break

WHAT IS THE APPROPRIATE ROLE OF REGULATION IN A
MARKET ORIENTED HEALTH CARE SYSTEM?

Theoretical perspectives on the role of regulation in addressing the perceived
problems of our new health care system.

Robert Berenson Vice President Moderator
The Lewin Group

Mark Pauly Professor of Health Care Systems
Untversity of Pennsylvania

Thomas Rice Associate Professor
University of California at Los Angeles

Karen Ignagni President and CEO
American Association of Health Plans

Discussion
Lunch



THE ROLE OF REGULATION
IN A MARKET ORIENTED HEALTH CARE SYSTEM (page 3)

SESSION III. WHAT SHOULD AND SHOULD NOT BE REGULATED?

A discussion addressing five areas in which regulatory measures have been
proposed. Speakers will present a five minute summary of their perspectives on a
particular topic area. Each presentation will be followed by 25 minutes of

discussion.

2:30 p.m. Uwe Reinhardt James Madison Professor Consumer choice and
Princeton University information

3:00 p.m. Brian Biles Executive Vice President Access to coverage
The Commonwealth Fund and care

3:30 p.m. Alice Gosfield Attorney | Allocation of medical
Philadelphia, PA liability

4:00 p.m. William Benson Deputy Asst. Sec. for Gov. Administrative
Affairs and Elder Rights safeguards (external

review, ombudsman)

4:30 p.m. William Roper Dean, School of Public Health Quality of care
University of North Carolina

5:00 p.m. Afternoon Session Adjourns

PRINCETON FACULTY CLUB (Prospect House)

5:30 p.m. Cocktails \
7:00 p.m. Dinner
8:30 p.m. Robert Blendon Professor
Harvard School of Public Health

What do American consumers think about managed care and other new aspects of
our competitive health care system?

SATURDAY MARCH 7TH (McCormick Hall)

7:30 a.m. Breakfast



THE ROLE OF REGULATION
IN A MARKET ORIENTED HEALTH CARE SYSTEM (page 4)

SESSION IV. WHO SHOULD REGULATE?

What should be the locus of regulation? How should regulatory functions of
rulemaking and enforcement be divided between the federal government, the
states and/or some quasi-public authority?

8:30 a.m. Donald Moran Executive Vice President
The Lewin Group

Josephine Musser  Past President o
National Association of Insurance Commissioners

Ronald Pollack Executive Director
Families USA Foundation

Debate format. 5 minute opening statement, followed by questions from the audience and
responses from each speaker.

9:45 a.m. Break

SESSION V, POTENTIAL REGULATORY STRUCTURES

Speakers will give 20 minute presentations based on the regulatory task forces
with whom they have been working. The presentations will be followed by a
discussion about these models and the future role of regulation.

10:00 a.m. Stanley Wallack Director, Institute for Health Moderator
. Policy, Brandeis University

10:05am.  Phillip Nudelman  Presidentand CEO
Kaiser/Group Health of Puget Sound*

10:25 am. Alain Enthoven/ Professor, Stanford University
Sarah Singer Chair, CA Managed Health Care
Improvement Task Force
10:45am.  Discussion

SESSION VI. WRAP-UP
11:30 a.m. Uwe Reinhardt James Madison Professor of Political Economy
Princeton University
Stuart Altman Chair, Council on the Economic
Impact Of Health System Change
12:00 p.m. - CONFERENCE ADJOURNS (Box Lunches Available)

* Member coalition - Kaiser, Group Health of P.S., HIP, AARP, and Families USA
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. Dear Marie: " Dear john:

For several weeks | have expected that you wou
the annual foundation banquet in June, and I_’ve been
fingers crossed in the hope that | could be pfesent. U
June 15 is out of the question for me: I'll be in Bostor
attending a company sales conference. :

_ Congratulations and all good wishes to 'you on your twentieth

anniversary at The Information Center! ' ’
‘Here’s a little gift for you to help you celebrate this happy day.
Considering your outstanding record of progress and achievement, -
as-well as the countless. friends you've made, | know this is a - ' 0
significant occasion for you Y ' My sincere thanks, nevertheless, for your gracio
: _ ) . _ . hope this year's banquet will be the best yet; under y

P Everyone shares my best wishes for continued success and “guidance, | am sure it will be. '
satisfaction in your career. Have a very happy anniversary, Marie. ' Cordially

Cordially,

Declining a speaking invitation. It is not only
flattering to the recipient for a declination to state that-
considered on-another occasion. -

Declination

Letters of declination should include 4n expression of regret and an
expression of appreciation for the invitation. An explanation of the-
circumstances that prevent acceptance ‘helps to show that the regret -is
sincere. The message must combine cordiality with tact. —

Declining invitation pending further thought.  When it is neces-
sary to think about something, keep the letter brief, indicate when you'll
give your answer, and close with a positive remark. '

Dear Ms. Connors:

It was géod of.ybu to invite me to pe your gue
‘the monthly meeting of the National Office Manage:
Association on March 18. | know | would very muct
| - ' with you. However, on that evening | am scheduled
Dear Bill: | : - o vo . ' .

| appreciate your thinking of me. Should anoth
arise, please call on me. | would be very happy to a
members of your group another time.

~ Just a short note to tell you that | have received your letter of
. April 24. May | have a few days to think about this? '

You will hear from me further within the week, and | hope it Sin |
will be possible for me to be helpful to you. Sincerely,

Sincerely yours,

Declining invitation to serve on civic or prof
or board. Be certain o convey the impression that 1

Declining. invitation to _banquet, luncheon, or ertertainment. -

Adont 3 tana Af cincare cacent T erimqioane das v
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-Dear John: ~
For several weeks | have expected that you would be holding
_ the annual foundation banquet in june, and I've been keeping my
~ fingers crossed in the hope that | could be present. Unfortunately,
June 15 is out of the question for me. I'll be in Boston at that time
attendlng a company sales conference.

ilations and all good wishes to.yod on your twentieth
The Information Center!

little gift for'you to help you celebrate this happy day.
ur outstanding-record of progress and achievement,
countless friends you've made, I know this is a

asion for you. My sincere thanks, nevertheless, for your gracious invitation. |

: o . : ' - . hope this year's banquet will be the best yet; under your capable

: shares my best wishes for continued success and guidance, | am sure it WIII be.
your career..Have a very happy anniversary, Marie.
' ’ : : "Cordially,

Cordially,

{ Lo
-

Declining a speaking invitation. It is not oﬁly acceptable but it is

clination should include an expression of regret and an . consxdered on another occasion.

reciation for the-invitation. An explanation of the-
t prevent acceptance helps to show that the regret is
age must combine cordiality with tact. : ‘
vitation pending further thought. . When it is neces-
it something, keep the letter brief, indicate when you'll
and close with a positive remark.

Dear Ms. Connors:

It was good of you to invite me to be your guest speaker at
the monthly meeting of the National Office Management
Association on March 18. | know | would very much enjoy being
with you. However, on that evemng | am scheduled to speak in
Boston ' -

| appreciate your thinking of me. Should another occasion
arise, please call on'me. | would be very happy to address the
members of your group another time.

it note to tell you that | have received your letter of
| have a few days to think about this?

1ear from me further within the week, and 1 hope it :
e for me to be helpful to you. Sincerely,

Sincerely yours,

. Declining invitation to serve on civic or professional committee
..or board. Be certain to convey the impression that the declination is not

witation to banquet, luncheon, or entertainment.
meant to suggest that the activity is unimportant.

ncere regret in turning down a special invitation.

flattering to the recipient for a declmatlon to state that you would like to be '
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Sample Letters
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-

cia Meacam is a partner in the law firm of Jenking
tly she and her firm have been in the news for.theit
'some very important real-estate development prt
teville. She has just been invited to speak at the ans
wville United, a volunteer service that SUpPpOTts mahy
the city. Meacam writes to Emilia Sheridan, the ban<
" that she cannot attend their banquet.

'S: In writing to decline the invitation, M

1eridan for the invitation, and she expresses h
ot accept the invitation. She offers a reason
1e keeps the explanation very general. :
the organization. The compliment is sincere, but’
n good feelings with the organization. "
:ndly and cheerful note.

Jenkins and Danforth

Attomeys-at-law

One Court Street, Suite H
Stateville, ST 34533
Telephone: 512-507-1440

November 12, 19--

Ms. Emilia Sheridan
Stateville United
3700 Mailn Street
Stateville, ST 34534

Dear Ms. Sheridan:

Thank you very much for your invitation to
speak at your annual awards banquet. Unfortunately,
my responasibilities at Jenkins and Danforth prevent
me from accepting any outside speaking engagemen:s
at this time.

I have always been a great admirer of the work
of your organization, and I am honored to have been

asked to speak to your group. I wish you well with
what 1 am sure will be a splendid evening.

Sincerely,
@é’wu J %«-V

Patricia J. Meacam

lol
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Chairman and Myrs. Herbert Hoover 111
and
Director and Mrs. Jobn Raisian
of the Hoover Institution
cordially invite you to a reception and buffet honoring

the Board of Qverseers
of the Hoover Institution
Stanford, California

>

Tuesday, February 24,1998
in the Ballroom at the
Willard Inter-Continental Hotel
1401 Pennsylvania Avenue, Northwest
Washington, District of Columbia
6:30-8:30 p.m.
>

RSVP (650) 723-2071

or veturn enclosed card




O (1/We) will attend
O (1/We) will not attend

the Hoover Institution Reception and Buffet
at the Willard Inter-Continental Hotel on
February 24, 1998

>
Name(s)
Adldress
Daytime phone
Dr. Jobhn Raisian
Hoover Institution
Stanford University

Stanford, California 94305-6010
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The Honorable
Ann Richards
Former Gov. of Texas

AAHP designates this program for up to 11.25 hours
of Continuing Medical Education. America’s Health Care Education Resource
: Visit our website at: http://www.aahp.org




C NTINUNG E UCATIEN

CME Credits for Physicians

The American Association of Health Plans is accredited by the Accreditation Council for
Continuing Medical Education to sponsor continuing medical education (CME) for physicians.

AAHP designates this continuing medlical education activity for up to 11.25 hours in Category
L of the Physicians' recognition Award of the American Medical Association

CE Credits for Nurses

AAHP is an approved provider of continuing Education in Nursing by the Delaware Nurses
Association. The Delaware Nurses Association is accredited as an approver of continuing
education by the American Nurse's Credentialing Center's Comrnission on Accreditation,

AAHP designates this activity for up 10 11.25 hours of conlinuing educalion in nursing credits.

CE CREDITS FOR CMCEs

AAHP offers continuing education credits 1o Certified Managed Care Executives (CVCE). The
CMCE Certification is awarded to graduates of AAHP's Executive Leadership Program and ()
Execulive Leadership Program flor Medical Directors.

AAHP designated this activity for up 1o 11.25 hours of continuing education credits for CMCE.

To receve CME, CE, and CE for CMCEs continuing education credit, please complete your
evaluation and request for CME/CE forms.
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SmithKline Beecham provided an educational grant in support of the 1998 Policy Conference

SmuthKhne Beecham




In health care, the one constant is change and we can surely expect to see

more of it in the months ahead.

Health plans, as agents of constructive change in the organization and
delivery of health care, know from experience that a commitment to
continual quality improvement, coupled with a commitment to meet
consumers’ expectations in a competitive marketplace, provides the most
powerful impetus for positive change. And it’s this kind of change that has

scripted the great success story of health care in the 1990s.

But as the decade draws towards a close, we face the risk of having to work
within a much less positive scenario. Increasingly, policymakers at the state
and federal level are struggling to find the balance point between competition
and regulation. The outcome of this debate is uncertain and the stakes have

never been higher.

Over the years, AAHP’s annual policy conference has provided the ideal
forum for taking stock, anticipating new challenges, and equipping ourselves
to continue promoting positive change in an uncertain policy climate.
Whatever policy areas are of special concern to you, participating in our 1998
policy conference will help you strengthen your own work at the leading
edge of health care. Please plan to take part in this critically important and

exceptionally timely conference.

Karen Ignagni
[ 4

iy

President and CEO .
American Association of Health Plans




Invited Faculty
Larry Atkins, PhD
Corporate Health Care Coalition

Charlotte Carpenter
Harris Methodist Health Plan

Deborah Chang
Health Care Financing Administration

The Honorable Lawton Chiles
Governor of Florida

President William J. Clinton

The Honorable Thomas Daschle (D-SD)
United States Senate

Alain Enthoven, PhD
Stanford University
Shelly Gehsahn )
National Conference of State Legislatires
Speaker of the House Newt Gingrich
United States House of Representatives

The Honorable Rudolph Giuliani
Mavyor of New York

The Honorable Joseph Lieberman (D-CT)

United States Senate

The Honorable Connie Mack (R-FL)
United States Senate

Kip May
Ohio Department of Insurance

Janet Newport
PacifiCare Health Svstems

Paul Olenick
Health Care Financing Administration

The Honorable Ann Richards
Former Governor of Texas

Mary Beth Senkewicz

National Association of Insurance Commissioners

Secretary Donna Shalala, PhD
U.S. Department of Health and Human Services

The Honorable William Thomas (R-CA)
United States House of Representatives

The Honorable Trent Lott (R-MS)
United States Scnate

The Honorable Henry Waxman (D-CA)
United States House of Representatives

Lu Zawistowich .
Health Care Financing Administration

N

SmithKline Beecham

SCHE ULE lIF EVENTS

O

Sunday, February 22, 1998
3:00 pm=7:00 pm REGISTRATION AND INFORMATION

7:00 pm-8:30 pm RECEPTION

Monday, February 23, 1998 _
7:00 am=5:30 pm REGISTRATION AND INFORMATION
8:15 am-9:15 am WELCOME AND OPENING ADDRESS
What 1998 Holds for Health Care

9:15 am=9:45 am Coffee Break

9:45 am-10:30 am GENERAL SESSION
Health Care Reform in 1998: What Can We
Expect from the 105th Congress?

10:30 am—12:00 Noon GENERAL SESSION PANEL
DISCUSSION
What is the Appropriate Role of
Government in Regulation ol the
Health Care Industry? .
O

12:00 Noon—1:30 pm  LUNCHEON PROGRAM
Report on the President’s Conunission on Quality

1:30 pm=2:00 pm Break

CONCURRENT SESSTIONS

(To be repeated)

1) Changes in the Large and Small Group
Marketplace Due to HIPAA
This session will discuss various implemen-
tation issues of the Health Insurance
Portability and Accountability Act (HIPAA)
and how they will affect health plans and
their business operations.

2:00 pm=3:00 pm

)

Implementation Issues and Policy
Implications of the Children’s Health
Care Program
With the passage of the State Children’s
Health Insurance Program (SCHIP), states
are quickly developing their plans to
include expanded health insurance coverage
for children. This session will provide an
overview of the program. eligibility re- (j
quirements, state plan amendments, ben-
efits, and the implications for health plans.
(CONCURRENT SESSIONS continues on next page)

SmithKline Beecham provided an educational grant in support of the 1998 Policy Confercnce



SCHE ULE FEVENTS

(CONCURRENT SESSIONS continues from previous page)

2:00 pm-3:00 pm

3:05 pm—4:05 pm
4:05 pm—4:30 pm

4:30 pm-5:30 pm

5:30 pm=7:00 pm

CONCURRENT SESSIONS (to be repeated)

3) Medicare Payment for Health Plans: What the Future Holds?
This session will review changes to the payment mechanism for health plans
enacted in the Balanced Budget Act. Faculty will discuss the implications of
these changes for health plans contracting in the Medicare risk program.

CONCURRENT SESSIONS (Repeated)
Refreshment Break

GENERAL SESSION PANEL DISCUSSION
Public and Private Perspectives on Managed Care

OPENING NIGHT RECEPTION

Tuesday, February 24, 1998

7:30 am-4:30 pm

8:00 am—-8:30 am

8:20 am—=9:00 am

9:00 am=9:30 am

9:30 am-10:30 am

1030 am—11:30 am

11:30 am=1:00 pm
1:00 pm

2:00 pm

ACCESS THE INFORMATION YOU NEED

REGISTRATION AND INFORMATION

GENERAL SESSION
The 1998 Legislative Agenda: What Can We Expect from the 105th Congress?
A Democratic View from the Senate

GENERAL SESSI