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Introduction

In the spring of 1986, the Women's Research and Education Institute (WREI), the
Congressional Black Caucus Foundation, Inc, and the Congressional ticnanic
Institute, Inc. sponsored a joint conference on the barriers to health care experi-
enced by women and minorities. Supported by a grant to WREI from the Forc
Foundation, this was the first event to be held under the combined sponsorshi,
of the three research organizations. At the conference, entitled “Who Cares: The
Health Ca.= Gap and How to Bridge It,” a lay audience —including congres.
sional staffers, media people, representatives of advocacy organizations, and in-
terested members of the public— heard a rauge of expert testimony on the extent
of the health care gap, the reasons why it has widened so alarmingly in recent
years, and various ways in which it nught be narrowed and, ideally, closed.

The Members of Congress who addressed the confererce participants in-
cluded: Representatives Claudine Schneider and Patricia Schroeder of the Con-
gressional Caucus for Women’s Issues; Representatives Mickey Leland, Louis
Stokes, and Charles Rangel of the Congressional Black Caucus; Representatives
Robert Garcia and Matthew Martinez of the Congressional Hispanic Caucus; and,
Senator Edward M. Kennedy. These Members of Congress, as well as the experts
who delivered papers at the conference, stressed that the door to good quality.
health car~ may be closed depending on place of employment, age, bank acrount,
type of health insurance, and geographical location. Congressman Martinez
noted that lack of access to health care “is a growing crisis for Americans who are
young or old, low-paid or unemployea, male or female, minority or non-
minority.” Nevertheless, the problem is particularly acute among minority
families, which are more likely than families overall to be headed by women with
low-wage, no-benefits jobs.

A grant from the Rockefeller Foundation has enabled WREI to publish the
proceedings of the conference along with additional material submitted by the
American Nurses' Association.

On the whole, the problems described at the conference remain. The public
may be more aware of at least some of these issues, but the political climate,
chilled by alarm over the monstrous federal deficit, remains uncongenial to
comprehensive solutions. Prospects seem best for relatively modest, incremental
approaches. Several such measures have been introduced in the 100th (current)
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Congress. These legislative proposals seck to protect the noninstitutionalized
spouses of nursing home patients from being impoverished by the spend-dov.n
requirements for Medicaid eligibility. Under present law, Medicaid coverage may
be denied one spouse unless both spo 1ses are virtually without means, a situation
producing what is commonly termed “spousal impoverishment.” The House-
passed FY 87 budget includes funding for this needed change.

Congressman Henry Waxman has introduced a bill that would amend the
Medicare statutes and provide limited coverage for up to three weeks of less-than-
skilled home health services. Several bills have been introduced to protect pa
tients—and their families— from financial devastation caused by hospital bills
for catastrophic illness Some form of catastrophic-care legislation is expected to
be adopted, although everyone involved admits that there is no chance for legisla-
tion (such as H.R. 65, iniroduced by Rep. Pepper) to help with what is far more
likely to impoverish older Americans: a long-drawn-out, chronic illness requiring
corstant care andor attendance [but not proionged hospitalizat® n].

Senator Edward Kenned; will introduce a bill that would deny certain tax
deductions to all but the smallest employers unles. they provide health insurance
to their employees. Representative Pat Schroeder is intreducing legislation that
would provide health insurance and pension benefits to part-time workers on a
pro rala basis.

We hope that the information and insights contained in this document will
help to further inform the public, as well as policymakers, as this country grap-
ples with what is surely one of the most important public policy questions b fre
it: how can we make sure that all of us, regarciess of our means, have access to af-
fordable, good quality health care? .

Betty Dooley,
Executive Divector
Women's Research and Education Institute

Spring 1987
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Welcoming Remarks

The Honorable
- Charles B. Rangel, M.C.

Let me sincerely congratulate all of
you who participated in planning this
conference. This coalition of caucuses
marks the emergence of new strength
for women and minorities.

Sixteen years ago when I first came
to Congress, some of the problems we
had to face were making decisions on
supporting the Hallman bill, the Ken-
nedy health bill, or the Dellums na-
tional health system. At that timme, no
one doubted whether our nation was
prepared to fulfill its obligation to the
aged, the poor, and the sick to mnake
certain that no one died as a result of
quality health care being unavailable
to them.

Tragically, we are now beset by an
Administration that truly believes the
federal government should not be
responsible for domestic services to
people. The Administration’s laissez-
Jaire attitude is evident in issues of
housing, education, and health. And,
long after we change the concepts and
the administration, we will still be
crippled by the damage this Admini-
stration has donc through funding
““Q“"smantlcmel1(, and elimination
FR ] m services programs.

)

It is ideal to believe that as good as
the American people are they will ac-
cept a tax increase to support federal
intervention in this nation’s health
concerns. On the contrary, this coun.
try's voting booths show taxpayers are
reluctnt to pay more for even the
most beneficial programs no matter
how meritorious the cause.

Today we find ourselves with no na.
tional strategy relative to health care.
We have resolved ourselves to letting
people stay in hospitals at very expen-
sive costs because we are not prepared
to invest in neighborhood clinics, or
provide for preventive education in
medicines. We are prepared to keep
people on welfare, because families
outside the AI'DC (Aid to Families
with Dependent  Children) program
are at risk of being denied health care
for their children. We are afraid the
clderly would be victimized by re
duced Medicare/Medicaid benefits.

But, keep in mind that the thrust of
national priorities should be to create

jobs that will provide sufficient in-

come to remove as many as possible
from welfare assistance  altogether:
Soon you will see that not only has
your federal government crippled the
AFDC and Medicare/Medicaid pro-
grams, which are in need of major
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revitalization, but both the House and
Senate have proved they don't have
the political courage (especially on the
Senate side of the Hill), to deal with
the expenditures or taxes invohed in
implementing a national health plan.

For a President to decrease the rev-
enue coming into the government by
$750 billion, as was initiated in 1981,
and then embark on a defense spend-
ing program of $2 trillion means
serious repercussiors and a gross
lack of monies channeled to domestic
programs.

When the President proposed a bill
that raised revenues by $139 billion in
1983, some Membeis of Congress
thought we wonld soon be addressing
the void of national health coverage.
However, the entire transfer of money
raised in ciosing the loopholes and
shelters was not transferred to im-
prove services to the American peo-
ple. It was transferred to offset the
carlier reductions in the tax rate.

In addition to overweighted defense
spending, Congress toe has not dealt
with the crucial issues of making good
health car~ accessible to all. Congress
must consider: “How can we use the
meney that is available? What priori-
ties should we establish? Do we take
care of the sick and aged first>"

“No,” the Crngress said, “We will
not deal with national health care at
afl.” Instead, Congress reached out to
the Senate grab bag of mystery and
suspense and biought to this nation
Gramm-Rudman.  What is  Gramm-
Rudman? Gramm-Rudman is a com-
mitment to make the nation do some-
thing to reduce spending sometime in

ERIC
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the future, while paying penance every
year for five years without looking to
see where the cuts are. Gramm-
Rudman delegates this congressional
1esponsibility to computers and to
federal agencies so Members can re-
turn to their constituents and say, I
had nothing to do with it.”

Well, I hope this Supreme Count at
least transters the responsibility of
budget cuts back to the House and
Senate where it belongs. Many Mem.
bers are greatly concerned that to re-
duce the deficit, increases in taxes
must occur. However, I believe our
greatest concern should be setting
priorities that will be of maximum
benefit to meeting the crucial needs of
our people, such as access to health
care.

1 see that you have another speaker
from New York, Dr: Mike Hollomaz,
one of the most respected doctors in
the United States. We were privileged
to have Dr: Holloman as long as we did
on the Ways and Means subcommittee,
I also want you to know the statf on
Ways and Means, the health subcom-
mittee, and my individval staff’ are
here to help you. I will even promise
technical  assistance  from  Congress:
man Henry Waxman's subcommnittee.

We are proud to have these com-
bined caucuses of women and minori-
ties dedicaied to helping Congress do
a better job of meeting the needs of
the American people. You can be as.
swied that your conference will be a
success because, tragically, Congress
has done poorly in addressing health
care. We need all the help we can get.

»..tu
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Perspectives:
Three Caucuses

The Honorable Patricia Schroeder, M.C.

Congressional Ceucus On Women’s Issues

The Honoxrable Louis Stokes, M.C.
Congressional Black Caucus

The Honorable Robert Garcia, M.C.

[P



Ms. Schroeder:
State Level

This is really an historic occasion. And
how appropriate it is that for this first
of what 1 hope will be many coopera-
tive ventures of these three caucuses,
the subject is health care for the mil-
lions of Americans who either lack
medical insurance altogether or simp-
ly haven't enough. For surely, the con:
stituencies of these caucuses are dis-
proportionately represented among
those who are, as the term goes, “med-
ically indigent.”

Certainly, women—especially mi-
nority women—are a major share of
the working poor—and a 1984 study
in ny state of Colorado found that half
of the working poor had no health in-
surance. And certainly women— and
minority women—are an overwheln.
ing majority of the low-income clderly
who can’t afford private insurance to
cover the growing gaps in their Medi-
care coverage. Many of them aren't
poor enough—or are too proud — for
SSI. Bui how will those who have to g0
to the hospital next year find the near-
ly 8600 they'll need just to cover the
first day's deductible?

I've been asked to speak io you
briefly about states’ efforts— particu-
larly my own state’s efforts— to ensure
that the medically needy get adequate
health care. 1 know ,ou'll hear from
the range of experts here today the
specifics and statistics about the crisis
in health care for the medically needy
and I'm sure you'll hear, too, about
many initiatives around the country to
try to cope with the crisis. So I'm not
going to give you chapter and verse.

But I do want to say that it is unreal-
istic and inequitable to expect states to
close the enormous and growing
health care gap without more help

© ade Sam— especially with re

E RI CMedicaid.
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Recommendations for improvements
in Medicaid made by the Committee
on Federalism and the National Pur-
pose—a distinguished, bipartisan,
moderate panel led by Senator Dan
Evans and Governor Chuck Robb—
tell you a lot about the situation across
this country today. Here are the key
points urged by the Conunission
which, 1 should stress, 1 wholeheart-
edly endorse:

¢ that the federal government estab-
lish nationwide benefit floors for
Medicaid, and provide 90 percent
f the funding for these benefits;

¢ that the federal government estab-
lish uniform eligibility standards for
Medicaid, including nationwide ap-
plication of the now-optional pro-
gram making intact families with
unemployed parents eligible for
Medicaid and natwonwide applica
tion of the now-optional provisions
for the medically needy.

Implicit in these recommendations
are the enormous difficulties you en.
counter when you try to generalize
about what the 50 states are doing
—with and without federal assistance
—to care for the medically needy.
A charitable adjective wonld be
“confusing.”

For example, eligibility for Medi-
caid is nof uniforn across the country.

In some states possessing a few mod-
est assets, such as an old car, can auto-
matically disqualify you for Medicaid
andlor other health assistance. In
many states, including Colorado, you
have to be on AFDC or $SI to be eligi-
ble for Medicaid. The 34 states that do
exter.i Medicaid eligibility beyond
AFDC and SSI recipients (known as
the “categorically needy”) have widely
varying criteria for eligibility.



In more than 20 states, the income
ceiling for Medicare eligibility is less
than 55 percent of the federal poverty
level. In other words, it's not enough
that ;ou be poor—you must be desper-
ately poor—at least, that's how 1d
describe a family of three with less
than $4,600 a year: Some states depend
largely or entirely on counties to care
for the needy who aren't eligible for
Medicaid; a number of them let the
counties set the eligibility criteria and
determine benefits. In these states, you
caa lose eligibility just by stepping
across a county line.

And some states that have several
programs of health assistance have dif
ferent eligibility standards for the dif
ferent programs. So, for example, you
might qualify for a free ambulance
ride to the hospital but not for help
with your hospital bill. And, of course,
except for the basic services that states
must provide if they participate in
Medicaid, the services provided —and
the chz.acter of the providers—aie
far from uniform across the country.

Unacceptable Variations

These are just some of the tremen-
dous variations you find. And to the
extent that they mean—as they do—
that a lot of genuinely needy people
aren't getting the health care they
need, I don’t think these variations
should be acceptable.

All across the country—in every
hamlet and town—there should be a
basic level of decent care for people
who cannot afford to pay for it them:
selves. And that level should not re-
quire the recipients to be in abject
poverty to qualify.

ERI
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Clearly, ensuring an acceptable, uni-
form, hunane minimum of coverage
throughout this land means that we
here in Washington will have to take a
lot more responsibility, both for set-
ting the standards and for mor= of the
cost.

That being said, however, I don't
argue that states shouldn't have the
right—and feel the responsbility —t»
develop and fund programs that
spond to the special needs of thuu
populations, or that there should
necessarily be total uniformity in
health services, or in the way they are
delwered, in everv state.

And, in fact, many states have been
working in many ways—some of them
ingenious and innovative—to im-
prove their programs to assist the
medically needy. Improving their Med:
icaid programns is one common ap
proach~-although it has been pointed
out that a lot of the states taking that
approach are states with less than aver-
age Medicaid and coverage to begin
with.

‘the number of states with their own
indigent care programs has increased,
and some states pave improved exist-
“1g ones andlor added new con
nents. Some states are making ho. i
tals' licenses or Certificates of Need
contingent on their agreeing to pro-
vide emergency care to people with-
out health care coverage. Some states
have set up special funds, or targeted
taxing authorities, to help pay for
medical care for those who can't pay.

All of these, and many other inter-
esting approaches are part of the
broad agenda of health care access
concerns we address in our agenda
today.

nl13




Mr. Stokes:
Federal Legislation

It is indeed my plessure to be a part of
this conference on health care for
minorities and the poor The Congres
sional Black Caucus Foundation, for
whom I speak today. is proud to join
with the Hispanic Caucus and the
Congressional Caucus on Women’s
Issues in supporting this most impor-
tant event. Ms. Betty Dooley, along
with her staff at the Women’s Research
anu Education Institute, are to be
commended for their efforts in devel-
oping such an exciting and worthwhile
program. This conference represents
an ideal setting for us to rcexamine
our society’s comnutment to provid-
ing décent health care for those on the
lower end of the economic spectrum;
and, judging from the events outlined
in the conference brochure, I am sure
that we can all fook forward to a very
productive dialogue.

As a United States Congressman
who has been intimately involved with
and concerned about our nation’s
health, education, and social policies,
I am troubled by the dynamics which
are emerging in our nation’s system of
health delivery. If we look at the pros-
pects for improved health care for the
poor from the perspectives of dollars,
access, and quality, we sce a system
that is rapidly becoming a two-tiered
system. A system where most of the
poor get their only health care in hos-
pital emergency rooms: an irrational
as well as an inhumane system of pro-
viding care. Indeed, if access and qual-
ity were a gane, « e would have to say
that “you have to pay to play” It
should come as no surprise, then, that
poverty compromises access to care
and that the poor have more than
twice the chance of failing to obtain
E \I)C;n they need it.

B K
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Yet, an overwhelming number of
Americans do not have the resources
to pay for health care. Let's look for a
moment at the magnitude of the prob-
lem confronting us. In August of 1985,
the Census Bureau reported that near-
ly 34 million people in 1984 had in-
comes below the official poverty stan.
dard. This represented a slight de-
crease fro.n the 35.5 million people in
poverty in 1983. The Reagan Admini-
stration hailed this reduction as a tri-
umph for the Reagan philosophy and
Reagan economic policies. Neverthe-
less. in the last three years of the
Reagan Administration, we have had
the highest poverty rates and the
greatest number of people in poverty
since 1965.

The growing number of poor peo-
ple in our nation, coupled with re.
duced health care spending by the
federal government and less extensive
private health insurance coverage, has
combined to exacerbate inequitics in
access to medical care in America. For
minorities and the poor, these inequi-
ties are compounded by poorer health
status and a lack of health insurance.

The question of how we will provide
quality and accessible health care for
the poor is certainly not a new one.
Our nation was once committed to the
principle of decent health care for all.
During the “Great War on Poverty” in
the 1960s, when America saw that peo-
ple were starving, that we needed doc-
tors, we did something about it. Legis-
lation was enacted to expand the sup-
ply of Kealth personnel and facilities
and to provide low-income Americans
with the means to pay ‘or health serv-
ices. One of the most significant
achievements of that decade was the

-enactiment of the Medicare and Medic-
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aid programs, and the acknowledge
ment that health care is a right. not a
privilege. These programs constituted
a governmental contract with the pco-
ple, especially the disadvantaged and
the elderly. Nearly all of us can agree
that the creation of Medicare and
Medicaid in 1965 greatly improved ac-
cess to health care for the elderly and
some poor individuals and families.

Today’s Reality

Now, however, these concepts are
being threatened as never before.
More and more Americans are slip-
ping through the cracks of the safety
net. Today's reality is that a substantial
number of persons have inadequate
income, no private health insurance
and, yet, are ineligible for Medicaid —
the federal government’s primisy
health insurance for the poor Today,
we can hardly call Medicaid a national
health program for the poor. In 1982,
in any given month, nearly half of
those with incomes below the federal
poverty standard had no public or pri:
vate insurance, only 38 percent were
covered by Medicaid and only 13 per-
cent by employer-provided health
insurance.

I wish I could tell yeu that there
is a strong concern on the part of
our society about the plight of the
poor, the unemployed, and the home-
_ less. Unfortunately, there seems to be

a desire to provide health care for
the poor, but an unwillingness to pay
for it. Regrettably, cost containment
and retrenchment are the current
watchwords.

At the federal level, the Reagan Ad-
ministration has seen its primary role
as limiting government participation
in underwriting " ealth care costs.
More than $350 billion will be spent
on health care this year, and the Presi-
dl: O Congress are making rigor-
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ous efforts to stem the federal govern-
ment’s share of increasing health care
expenditures. Under the new prospec
tive paymeni systen for Medicare, the
federal government has become a
“prudent buyer” of health care serv-
ices, paying no more than a fixed price
per diagnosis. With the new price-
consciousness on the part of the gov-
ernment, as well as private insurers,
competition amrong health care pro-
viders has increased, while the motiva-
tion to provide the more costly care
for the indigent has decreased.
Additionally, the growth of new al-
ternative forms of health delivery sys-
tems such as health maintenance
organizations, preferred provider or
ganizations, individual practice
associations, and the rapid growth of
for-profit hospital chains have increas-
ed the pressure to cut costs further
This commercialization of our health
care system has already impaired the
ability of some institutions to care for
those who cannot pay. It may, in the
long run, hurt the quality of care
which is provided as well. Few incen-
tives exist today for hospitals to pro-
vide indigent or charity care. Today,
hospitals and health providers in-
volved in serving the poor run a con-
siderable financial risk. As a result,
fewer institutions are prviding this
care and we arc sceing greater
amounts of “patient dumping” from
private institutions to public ones. In
deed, stories proliferate about
hospitals which turn away patients
who cannot afford care, sometimes in
the middle of a medical emergency
and without regard to the impact on
their health. Only 9 percent of the na-
tion’s hospitals now provide 40 per-
cent of the total care to the poor.
And, this year, with the threat of
automiatic spending cutbacks in excess
of 25_percent looming on the horizon




under the Gramm-Rudman Deficit Re-
ducticn Act, decisions on health care
spending will be even tougher.
Improving the health of our nation’s
poor and maintaining a financially
sound health care delivery system are
not incompatible objectives. In fact,
providing the poor with an ability to
obtain preventive and regular health
care will indeed reduce our nation's
health expenditures in the long run.
We can begin to achieve these pub-
lic policy goals by enacting legislation
to provide or mandate health in-
surance for all poor Americans by es-
tablishing national eligibility and
benefit standards for the Medicaid
program, requiring health insurance
coverage in all industries, and upgrad-:
ing insurance coverage in industries
where coverage is low. Morcover, to ef-
fectively decrease the cost and provide
quality health care theie must be par
ticipation in plamning and policy for-
mulation by all parties: consumers,
employers and cmployees; insurance
companies and third party payors; the
government and taxpayers. When the
demand for quAlity is accompanied by

Mr. Garcia:
Community Programs

I understand that Congressman
Rangel has been here and Congress-
woman Schroeder has been here. I saw
Congressman Stokes. 1 am glad that
you have had the opportunity to meet

these three giants, real champions of

the causes of all Amernicans.

With the advent of Gramm-Rudman
and the national mood of fiscal re-
straint there is no doubt that minority
communities, especially the Hispanic
community, are feeling the painful
loss of essential health services. This is
a direct result of che budget reduc
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input from all affected by the system,
we can expect health care for all to bhe
accessible and at an affordable cost.

While I recognize that the challenge
to develop a comprehensive health
care policy that is both responsive to
the needs of the peopie and cost-
cffective has not been an casy one, it is
my hope that today's conference will
address many of the unique problems
facing minorities and the poor in gain-
ing access to care, and bring us one
step closer to meeting the challenge of
providing afforaable, accessible, and
quality health care to all who need and
want it.

With the most resource rich and so-
phisticated health care system in the
world, we as a nation should have no
tolerance for the denial to millions of
Antericans of such a basic and funda
mental right as health care. This issue
is fundamentally a moral issue, it is
not iimited to the poor or to the disad-
vantaged. It is not just a black or
minority issue. It is an Amecrican issue
—an issue society as a whole must face
and must solve.

health services, let me take a few min
utes to nutline the state of more than 2
nullion Hispanic Americans, particu-
larly those I repiesent in the city of
New York. Althcugh I am here on be
halt of the Congressional Hispanic
Caucus, I want to speak specifically
about that segment of the Hispanic
community that 1 know so well, the
South Bronx, the area where I was
born and raised, the area that I live in
today.

According to recent findings in a
report that was commissioned by Gov-
ermor Mario Cuomo, Hispanic resi:




dents of New York State are poorer,
less educated, and more prone to seri-
ous health and social problems than
any other segment of the population.
Puerto Ricans have a higher rate of
mental illness than any other ethnic
group or people at large. This is due
in large part to what the Governor's
commission referred to as the stress,
the strain, and the pain of living in
poverty. Hispanics now wccount for
more admissions to drug treatiment
programs for heroin than any other
group. Twvice as many Hispanic elderly
are living at or below the poverty level
as compared to the elderly population
as a whole. As a result of cultural and
language barriers, Hispanic New York-
ers are far less able than any other low-
income people to make adequate use
of the existing public health service
systen,

Funding Losses

The largest segm-nt of New York
Hispanics reside mn my congressional
district, the South Bronx. It is the
poorest congressional district in the
United States, with a median income
of about $3.563 per year; a fact con-
firmed by a Burcau of the Census
study of every congressional district in
the United States. In addition, accord-
ing to the Bronx Committee for Com-
munity Health, a consortium of 10
public health service centers, 7 out
of 10 centers service more than 65
percent persons of Hispanic origins,
with 3 serving over 90 percent His.
panics. Yet even though the Bronx has
been designated as medically under-
served, the Bronx Committee consor-
tium lost more than $2.2 million in
public health services funding this
year. They anticipate there will be fur-
ther cuts in 1987.

As most of you know, it was o 1ite an

» realize the passage of H.R

( o
E Cgislati(m to reauthorize the
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public health centers program. 'Fhis
struggle took place despite the fact
that the funding level eontained in the
bill represented an absolute fieese at
current funding levels, after losing
more than $54 million from past au-
thorization levels.

One preblem has been the Adminis-
tration’s cmphasis on our already
bloated defense establishment. T don't
want anybody to misinterpret this
statement. I believe that our nation's
defense should be second to none.
Nonetheless, I am appalled by the per-
sistent reports of defense procure-
ment abuses costing billions of dollars
cach year, Those wasted billions could
be better used to improve the quality
of life for our citizens who desperately
need quality health care. Since the
poour are not able to depend on ade-
quate funding for quality health care
from federa! sources, we in the South
Bronx have to rely on the generosity
of the private sector as well as the old-
fashioned fundraiser to make up the
difference. If we didn't have that, com-
munities such as ours would find
themselves in even greater despair.

A Helping Hand— Not a Handout

The Bronx and many other poor
communities are struggling to make
do. We are going to continue to work
hard to help ourselves. We are not ash-
ing for a handout. All we wre really
asking for in the Bronx is a helping
hand —not a handout.

Just let me add one point. It con-
cerns my work as the Chairman of the
Census Subcommittee. Last year the
Bureau of the Census decided that
they were going to call in experts from
thioughout the counuy to hold two
days of meetings in a small town out-
side of the District of Columbia. The
purpose of the meetings was to exanr
ine new ways of defining poverty.




What does redefining poverty mean?
It mneans nany things, but the one
thing I believe they hoped to accom-
plish was to include inkind benefits
such as food stamps, Medicaid, Medi-
care, all the other similar programs as
a determination of additional income
for those people who were already in
poverty. So essentially it would have

statistically reduced the number of

people at the poverty level, by chang-
ing the formula for defining poverty.
The important pont here is that not
one extra dollar would have gone into
people’s pockets to improve their
quality of life.

Let me give you one instance. In
1979, my mother died. For most senior
citizens the last years of their lives can

be the most expensive in terms of

nedical bills. My mother was terminal,
so she spent about 20 to 45 days at Mt.
Sinai Hospital. The bill came to about
$30,000. My mother's case is not so un-
usual. If the $30,000, which Medicare
paid, was included as an in-kind bene-
fit under this definition of poverty, nyy
muther would have appeared much
more well off then she was. That is one
potential danger in this idea of rede-
fining poverty.

ERIC
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The Census Bureau'’s conference
troubled me greatly because the peo-
ple originally scheduled to participate
were very conservative, many of whom
don’t care about the poor. I told the
Director of the Census Burcau that I
would be damed if he was going to
have that conference, as long as I was
Chairman, without some soit of
balance among the participants. I am
happy to report that the Census
Bureau did compiy and that there
were many people that you know-—
some in this room—who participated
in that conference. So at least there
was some balance.

I'want to ask cach and every one of
you here who are concerned about the
monitoring of health car2 in our na-
tion to watch very carefully. Keep your
eyes open as to some of the “possibili-
ties” that may come out of cither the
Bureau of the Census or the Office of
Management and Budget. Look partic-
ularly at formula changes which will
not mean a thing to our nation’s poor,
but which give the impression that
under this Administration millions of
people have moved off the poverty
rolls.
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The Challenge:
Care for the Sick,
Poor and Uninsured

Karen Davis, Ph.D., Chair
Department of Hygiene and Public Health
The Johns Hopkins University
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One test of a just and humane society
is the way it treats the sick, the old, and
the poor—including the efforts made
to sce that those who need medical at-
tention receive it. Modern health care
is in fact so central to human survivii
and to life with dignity, most nations
intervene (even in market-oriented
health systems) to assure access to
health care for those who need it.

In the United States, most of those
who work receive some private health
insurance coverage through their em.
ployment, under plans which usually
include benefits for spouses and de-
pendent children.! In 1965 the tederal
government enacted Medicare and
Medicaid to provide coverage under
public programs for many of those
without access to employer health
benefits—the aged and certain groups
of poor? Other federal programs en-
acted in the mid-1960s and carly 1970s
expanded the availability of heaith
resources in rural and high poverty in-

" mer city areas. State and local govern-
ments have traditionally sponsored
public community hospitals and clin-
ics to provide services as a last resort
1o - hose unable to pay.

Commitment w0 assuring that all
who need health care receive it has
never been complete in the United
States. Even with the advances of the
past 20 years, large numbers of
demonstrably poor persons still are
not covered by Medicaid because of its
restrictions on eligibility.* Some em-
ployers, especially smaller firms and
nonunionized firms, do not provide
health insurance to workers.! Some
commumities have public hospitals,
while others do not.

This mixed and essentially spotty
public-private approach to providing
access to care leads to great unfair
ness. Whether someone has health in-

Q wverage or not in the United

Aruitoxt provided by Eic:

51

States is in part simply a mater of
luck. It depends upon where one lives,

what type of job one has, and on the -

state of one’s health at the time insu~
ance coverage is sought. Those low-
income persons unfortunate enough
to have serious health problems, who
camnot work, and who live in states
with extremely limited Medicaid cov-
crage and few public hospitals are
simply out of luck when it comes to
seehing medical care.

Changing Concerns

Public concern with assuring access
to care has altered over time. The
period from the mid-1960s to 1980 was
one of expanding coverage for health
care, primarily through federal health
care entitlement programs. By the late
1970s, vapid increases in health care
costs and in outhays for governmental
health programs shifted the focus
toward cost and away fron expanded
access. The Reagan Administration
has now shifted the emphasis entirely
toward retrenchment, proposing ma-

Jor reductions in Medicare and Medi.

caid spending.’

It is an important time of reassess-
ment for national health policy. An in-
creasingly competitive health market
is reducing the willingness of private
hospitals and other health care pro-
viders to treat those unable to pay®
Local public hospitals are refusing to
cure for those residing outside their
tax districts. Employers are seeking to
aut the cost of their employee health
insurance, and increasingly are unwill-
ing to subsidize care for the unin-
sured. High unemployment, cuts in
federal health ¢ sitlement programs,
and tight fiscal pressures on state and
local governments have contributed to
an increase in the mmmber of poor and
uninsured over the past few years.?
Either a basic societal commitiment



will be made to assure access for those
unable to pay, or pressures to exclude
them from needed health services are
likely to intensify.

Opinions differ; obviously, about
society’s obligation to provide health
care. Even relatively conservative
groups, however, have argued that a
minimum level of health care should
be provided to all® This would incdude
such basic benefits as hospital and
physician services appropriate to the
general treatment or prevention of
acute iliness or chronic health condi-
tions. Individuals could be asked to
contribute some portion of the cost of
these services, so long as such finan-
ciai contributions did not work a fi-
nancial hardship on the individual or
deter the individual from seceking
necessary care. Others would argue
that a much more comprehensive
range of benefits, including prescrip-
tion drugs and long-term care for the
disabled, should be provided to all
free of charge without regard to ability
to pay. The cost implications of such a
policy, however, are so extensive that
this type of complete commitment to
access to care does not appear to be an
economically or politically feasible
course for public policy.

The period from 1965 to 1980 was
characterized by a greatly expanded
federal government commitment to
health care. Medicaid and Medicare
were enacted in 1965 to provide health
insurance coverage for the aged and
many of the poor In addition, the Of-
fice of Economic Opportunity estab-
lished comprehersive healdh centers
in high-poverty, medically under-
served arcas to help assure the more
even geographic distribution of quali-
ty health care.

Medicare finances bealth care for
the aged and some disabled, providing

1 QO coverage throughout the
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United States. As part of the Sodial
Sccurity system, it is entirely federally
funded. Medicare is the largest federal
health program. In 1984 expenditures
are expected to be $66 bilhon, provid-
ing coverage to 30 million aged and
disabled beneficiaries.”

Medicare Availability

Medicare is available to all those age
65 and over who receive Social Secu-
rity benefits. Ninetyfive percent of all
aged are covered. Since 1972, Medi-
care also has covered those who have
been determined permanently dis-
abled for two years or more and those
with end-stage renal disease. Addition
of these beneficiarics reflected Con-
gressional concern with the high med-
ical costs these individuals face, and
the lack of private insurance coverage
for such conditions.

Medicare participation and expen-
ditures both have risen rapidly
throughout the 20-year history of the
program. The number of enrollees in-
creased from 19.5 millior in 1967 to 30
million in 1985 Reimbursement for
services under Medicare will have in-
creased from $4.5 billion in 1967 to an
expected $75 billion in 19851

Growth in Medicare expenditures is
caused by the same factors affecting
growth of spending in the health care
system generally: inflation in  prices
throughout the economy, expanding
use of advanced technolegy, increased
demand for care, and a reimburse:
ment system for hospitals and physi-
dians that encourages spending rather
than restraint. Medicare payments per
enrollee have increased morve marked:
Iy than health care expenditures per
capita, however. This 1cflects the fact
that the elderly consume much more
hospital cue than other age groups.
and that hospital care has expeienced




the most rapid increase in expendi
tures. About 70 percent of Medicare
expenditures go for hospital care, 20
percent for physicians’ services, 1 per-
cent for nursing home care, and 3 per-
cent for administrative expenscs. Mis-
cellaneous benefits account for the
remainder

Varying Care Needs

Medicare enrollees are not a homo-
geneous group. Many are healthy and
rarely use health care services. Others
have multiple chronic health condi-
tions requiring extensive care and
treatment. Nine percent of the aged ac-
count for 70 percent of all Medicare expen-
ditures of health care for the aged. At the
other extreme, 40 percent receive no
Medicare-reimbursed services in a given
yeay; and another 37 percent account for on-
ly 5 percent of payments.V It is clem that
most spending is concentrated on a
minority of the aged, those with life-
threatening illnesses andlor serious
chronic conditions.

It was in fact the burden that ex-
tremely heavy medical expenses placed
on a significant minority of the aged
that created the impetus for enact
ment of Medicare. Prior to the exist
ence of this program, half of the aged
had no private health insurance.’ I
dividuals lost employer-group insur-
ance for themselves and their spouses
on retirement. Insurance companies
feared excessive risks and were reluc
tant to write individual comprehen-
sive health insurance policies for the
aged. Available policies limited cover
age, exempted preexisting conditions,
and offered limited financial protec-
tion against large medical bills. Medi-
care was created to remedy the private
sector’s limitations in providing ade-
quate health insurance by creating a
sC @ " comprehensive coverage for

ERIC
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virtually all aged. It has clearly heen
successful in meeting this ohjective, al-
though in recent years the resulting
growth in public expenditures has
been accompanied by a dedine in the
comprehensiveness of coverage.

Medicare has also improved access
to health care. Hospital utilization,
particularly by those who prior to
Medicare had difficulty obtaining
needed care—low-income individuals
living alone, minorities, residents of
the South and nonmetropolitan
areas— has increased significantly.

Dramatic increases in certain types
of surgery among the elderly have oc-
curred since enactiment of Medicare.
Cataract operations doubled between
1965 -nd 1975, and hip replacement
surgery nearly tripled, leading some
andlysts to conclude that the quality of
life for the aged improved as a result
of Medicare

Mortality Declines

Sharp declines in mortality rates of
the aged also have occurred over this
period-—decieases considerably more
rapid than prio1 to Medicare and also
more rapid than declines in death
rates in Canada and Furope during
the same period.” While it is difficult
to sort out the multiple factors con.
tibuting to such significant improve.
ment, it appears that Medicare has had
a10le in extending the lives as well as
in improving the health of the aged.

Systematic information on benefits
of Medicare to the disabled and those
with end-tage renal disease is harder
to find. However, it is obvious that
their medical bills would work enor
mous financial hardships without
Medicare coverage. It is also cear that
Medicare has enabled miany victims of
end-stage renal disease to live longer,
more productive lives.




The major program which finances
health care for the poor is Medicaid.
Medicaid is a joint federalstate pro-
gram. The federal government pays
slightly more than half of the program
costs. One of every ten Americans re-
ceives assistance with health care bills

from Medicaid cach year™ The cost of

care for the program’s 23 million reci-
pients will be $50 billion in 1984."
Seventy percent of these expenditures go for
care of the aged and disabled. Despite the
magnitude of this investment, over 60
percent of the nation’s poor remain ineligi-
ble for Medicaid.*

Within broad Federal requirements.
each state has authority to set eligibil-
ity, benefit, and reimbursement poli-
cies for Medicaid. As a result, the pro-
gram is rot uniform, and benefits and
eligibility vary widely from state to
state.

For the low-income aged, Medicaid
is an important supplement to Medi-
care. Medicaid pays Medicare’s premi-
ums, deductibles, and co-insurance for
4 million low-income aged. Medicaid
also supplements Medicare's limited
benefit package, covering services
such as prescription drugs. hearing
aids, and preventive services that the
poor cannot afford to purchase direct-
ly. Most importantly, Medicaid covers
longterm care services excluded by
Medicare, and rarely covered by pri-
vate insurance plans. Fifty percent of «ll
nursing home expenditures are paid by
Medicaid. Over 75 percent of Medicaid ex
penditures for the aged are for mosing home
services.”! Because nursing home care is
so expensive, many middle-income
aged arc reduced to poverty, and,

therefore, to medicaid cligibility if

they are in a nursing home for more
than a short period. Thus, Medicaid is
potentially an important program for
a large majority of the aged, not just

E ]{[C JOUTL
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Judging Performance

Medicaid’s performance can best be
judged by examining trends in use of
medical care and health status of the
poor after its enactment. Available evi-
dence shows that Medicaid has been
successful in improving access to phy-
sician services and, more important,
the health of those it covers.

Poor people have always had more
illness and accident than the non-poor.
In part this reflects their more limited
access to health care, but in large part
it reflects the fact that they have more
dangerous jobs, live in less safe
neighborhoods and housing, and suf-
fer general deprivation from poverty.

In 1964, prior to the enactment of
Medicaid, the poor were seen by physi.
cians an average of 3.9 times per year
compared to 4.9 visits for the non-
poor, in spite of greater likelihood of
illness and injury. By 1978, this situa-
<don had altered radically. In that year
physician visits for the poor averaged
5.6 times compared to 4.7 visits for the
non-poor® These aggregate figures
are misleading, however, because they
do not take into account the fact that
the poor tend to be sicker than the
non-poor. After adjustment for the
greater health problems of the poor,
use of physician services by the poor,
at least those covered by Medicaid, is
comparable to use by higher income
persons. Evidence suggests that those
poor not wovered by Medicaid con-
tinue to lag well behind others in use
of services.”

One indicator of the impact of this
increased access broaght by Medicaid
coverage is the decline in infant nor
tality. In the decade before Medicaid,
infant mortality hardly changed. Rates
plummeted following the enactment
of this program in 1965. By 1979, rates
were 13 deaths per 1,000 live births—
almost half the 1965 rate of 25 deaths per




1000 live births. Medical advances and
new technology contributed; Medicaid's
coverage of prenatal care and primary
health services has enabled the poor to
share the bencfits of these advances®

Adult death rates for poverty-
related illness also have declined
sigmificantly since Medicaid's in-
troduction. Maternal mortality death
rates dropped from 24.5 dcaths per
100,000 live births in 1968 to 78 deaths
per 100,000 live births in 1979. Death
rates from those causes traditionally
more frequent among the poor such
as influenza and pneumonia,
gastrointestinal discases, and diabetes,
Aropped markedly following introduc-
tion of Medicaid.**

These measures indicate significant-
ly improved health status for the poor.
As the most important source of
medical care financing for this group
of the population, Medicaid has in-
creased access to care and can claim
credit for much of that progress.

The poor excluded from Medicaid
continue to face scrious problems in
obtaining medical care For those
with chronic conditions, average an-
nual physician visits by ,the insured are
twice those of the uninsured.”

Community and migrant health
centers have been funded to help
minorities and residents of medicatly
underserved areas obtain important
health care services. Recognizing the
seriousness of health problems of this
population, the centers have provided a
comprehensive range of services—well
beyond the Medicaid benefit package—
and have assured their availability
through the direct provision of services.

Reduced Mortality
Studies have found that these
primary care centers have contributed
E \)C;untly to the reduction of infant
B K
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niortality in the communities they
seve.™ Furthennore, hospitatization
rates of those seinved by the programs
have been reduced, suggesting  thac
serious health problems have been
averted and that overall care is provid-
ed more cconomicalhy than in tradi-
tional settings.

The mixed public-private approach
to providing health insurance
coverage in the United States leaves
major holes in protection against the
tfinandial hardships that major illness
can bring and causes some individuals
to forego needed health care. In 1980,
among the non-elderly population,
153 million were covered by some
form of private health insurance, 19
million received Medicaid coverage,
and 30 million did not have coverage
from cither public or private in-
surance plans. Approximately 29
million people were covered by
Medicare, with relatively few older
people not covered. These figures
reflect the average coverage on any
given day. Importantly, however, more
individuals than indicated actually go
without insurance coverage over the
course of any given year be ause of
changes in employment or income
status.

Exen with major governmental pro-
grams such as Medicare and Medicaid
and private health insurance coverage
provided through employment or in-
dividually purchased, a substantial
segment of the American population
has no health insurance coverage.
During the severe recession of
1981 - 1982, the number of uninsured
increased markedly, from 29 million in
1979 to 33 million in 1982, up from 14
percent of the on-elderly population
in 1979 to 16 percent in 1982. Two-
thirds of these had low incomes.

The uninsured population  almost
totally consists of people under age
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65, since the Medicare program pro-
vides coverage for nearly all of the
elderly. Poverty and lack of insurance
are, of course, strongly correlated. The
poor are twice as likely to be unin-
sured as the middle cass and thiee
times as likely as those in upper in-
come groups.” Many poor persons are

ineligible for Medicaid as a result of

federal and state requirements for
program eligibility, and variations ix
state income and asset eligibility
policies. Blacks, Hispanics, and other
minorities are less fully insured than
whites— perhaps because they are
more likely to be in jobs that do not
traditionally have employer health
insurance. Poor blacks are the least
weli insured.*

A survey on access to health care
sponsored by the Robert Wood

Johnson Foundation in 1982 found

that about 12 percent of all
Americans—one in eight—have seri-
ous problems with access to adequate
health care. In 1982 one million
families had at least one member
refused care for financial reasons.
This included 208,000 families that
were uninsured. Access is a particular
problem for poor blacks, Hispanics,
the poorly insured, and the unem-
ployed. The survey found thai one in
nine Americans had no usual source
of health care.

Coverage Affects Services

Data from the National Medical
Care Expenditure Survey yicld impor-
tant insights into how lack of health

insurance coverage affects use of

hea! h care services. Survey data show
thac the insured under age 65 receive
54 percent more physician ambufa-
tory care than do the uninsured.** For
some groups, utilization is even lower.
l]: ‘I)C«iouth uninsured blacks and
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other minorities make L5 visits to
physicians per persor. annually on
average, compared with 3.7 for in-
sined whites. These data suggest that it
is simply not the case that the unin-
sured manage to obtain ambulatory
care comparable in amount to tha. ob-
tained by the insured, by relying on
public dinics, teaching hospital outpa-
tient departments, nonprofit health
centers, or the charity of private physi-
cians. Without insurance, many simply
do without care®

Tremendous differentials in use of
hospital care also exist. The insured
under age 65 receive almost twice as
much hospital care as do the unin
sured. Differentials by insurance
status are particularly marked in the
South, and in rural areas generally. In
the South, insured persons receive
three times 1s many days of hospital
care annually as do uninsured per-
sons, regardless of race or ethnicity.™
The lower utilization of health care
senvices by the uninsured is not a re-
flection of lower need. As noted
carlier, the uninsured tend to be siche.,
on average, than the insured.”

In some communities public
hospitals and some private hospitals
provide charity care to those without
insurance who are unable to pay their
own bills. A recent study indicates,
however, that charity care expendi-
tures have not been expanded to meet
the needs of an increasing uninsured
population.™ In areas with almost a 50
percent increase in the number of
those living in poverty, charity care
was increased by 4 percent between
1980 and 1982. Nonmetropolitan
hospitals—whether publicdy or
privately owned— provide little chari-
ty care. Cleatly, in some geographic
regions those without insurance find
themselves without a source of
care—even in cases of serious need.
25
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The health consequences of linited
care are not fully known. It is dear
that most Americans value and seck
medical cave for teatiment of a wide
range of health problems. A major
study by the Urban lastitute containy

persuasive evidence that utilization of

medical care services leads to a mark
ed reduction in mortality.* This lends
cousiderable support to the impor
tance of medical care utilization in
contributing to a healthy popula-
tion—and at least indivectly provides
a basis for concern that the lower
medical care utilization of the unin-
sured contributes to ununecessary
deaths and lowered health status.

The financial burden of health care
costs is very unevenly distributed.
Some families receive employer pro-
vided comprehensive health insurance
coverage at little divect cost to the
employee. Such employment benefits
are exewpt from personal income
taxes. Others pay the full premium for
individual private healt’  insurance
coverage and still face high Dbills fo
excluded services and coinsurance
and deductibles. And some families
and individuals simply pay the full
cost of care divectly, ;1 go without.

Out-of-pocket Expenses
‘The vesult is that the uninsured and
inadequately insured inan vather sub-
stantial direct out-of-pocket expenses
for health care. Seventy five percent of
the U.S. population had some out-of-
pochet expense for health care in 1977
Analysis of data from the Nationa'
Medical Cave Expenditure Suivey
shows that nearly 25 percent of fami-
lies had out-ol-pmkct expenses ex-
ceeding $500 in that yea; and 10 per-
ceut had expenses exceeding $1.000."
l.m\ -income families pay  slightly
-absolute tenms for health care

>
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out-of pocket than do higher icome
families, and considerably more as a
fraction of income. In 1977 families
with incomes below S3000 paid an
average 10.2 percent of their incomes
for health cave ¢ mpared with an aver
age pavinent of L7 percent for those
families with incomes in excess of
S15000.

One in 10 familics, abont I8 million
people. spent over 10 percent of their
income on uut~()f-pmket health  ex
penses i 1977 Over 3 million families,
or 7.6 million people. had out-of:
pocket payments exceeding 20 pereent
of family mcome. For this latter cate-
gory, health cave expenses arve truly
catastrophic.”

Given the substantial finandal bur
dens health costs place on some
families, 1t is not smprising that the
President's Commission for the Study
of Ethical Problems in Medicine and
Bromedical and Behavioval Research
reported cvidence that numerous
wotking families were financially dev-
astaterd by out-of-pocket medical
expenses.”

Exen the aged are not immmune from
the finandal consequences of farge
health care bills. Despite Medicare,
many health care expenses must still
be paid by the patient. As noted, Medi-
ane’s benefit package excludes most
longterm caie senvices, presciption
drugs, dental care, eyeglasses, hearing
atds, and many other health care serv-
ices. In fact onlv 43 percent of the
total bill for health caie for the elderdy
v paid by Medicare." Another 14 per-
-ent is paid by Medicaid. The remain-
det is paid by the individual or indi
rectly through private health  insur
ance premiums. Such private pay-
ments came o 1130 per aged person
in 1981, with some very sick individu-
als incurring espedially  burdensome
outlays for health cave.



Out-of-pocket spending by the
elderly is expected to continue to
grow. The Congressional Budget Of.
fice estimated that the amount of Med:
icare costsharing would be $505 per
enrollee in 1984. The Part B premium,
coinsurance, and deductible would ac-
count for 80 , ercent of this cu* 1n ad-
dition, it was estimated that on average

~beneficiaries would pay an additional

" $550 in 1984 for nonvinstitutional care
not covered by Medicare, mostt " ly
prescription drugs and dental care. 1f
nursing home care were included, it
would add another $650 per person,
for a total annual average out-of-
pocket cost to the elderly of $1,705.%

Obviously, the aged differ in their
ability to meet these non-Medicare
covered .penses. Half of the elderly
had incomes under $9,000 in 1981.%
Medicaid covers only 3.5 million of
these 13 million poor and near-poor
elderly. Even somewhat higher income
elderly can face serious problems pay-
ing for very expensive services such as
nursing home care or private duty
nursing required to recover from a
stroke or hip injury, for example.

Out-of pocket Burden

Out-of-pocket medical expenses are
a particular burden for those elderly
who do not have coverage supplemen:
tary to Medicare—either from Medi-
caid or private health insurance—and
for those with serious health prob-
iems. Data from the National Medical
Care Expenditure Survey for 1977 in-
dicate that elderly households (exclud:
ing those elderly in nursing homes)
who are covered only by Medicare
spent 11 nercent of their household in-
comes out-of-pocket on health care ex-
penses, compared with 5 percent for
those covered by both Medicare and
N © and 8 percent for those with
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both Medicare and private health
insurance.*

1he heavy financial burden on the
lower income elderly is in part a
reflection of their inability to afford
supplementary private health in-
surance to fill in the gaps left by Medi:
care. Ove ' l, 66 percent of the elderly
have private health insurance in addi:
tion to Medicare. However, this cover-
age varies widely by income. Of those
elderly who are poor or nearly poor
47 percent have private insurance
compared with 78 percent of those
with high-incomes.?

In 1981 the Reagan Administration
ushered in a major shift in health poli-
cy. Unlike the Carter and Nixon Ad-
ministrations, it did not propose ex:
panded coverage through a national
health insurance plan: Rather, it called
for major cutbacks in entitlement to
health care for the poor and elderly.
Reagan health policy has included
proposals to increase the cost of
health services to the elderly under
Medicare, to reduce the federal match:
ing rate for Medicaid services, to man-
date that the poo. share in the cost
even of basic health services, and to
reduce funding for primary care de
livery piograms. These proposals have
been viewed in many cases as so radi
cal and so damaging that they have
been largely rejected or modified by
the Congress.

The Reagan Administration has
proposed major cuts in the Medicare
program. Unlike the Carter Adminis
tration, which sought tighter limits on
payments to hospitals, but did not re-
quest cuts that would directly affect
beneficiaries, the Reagan Administra:
tion cuts would include those that
would directly shift costs to benefici-
aries. As a result of Reagan proposals,
Medicare outlays for FY 1982 through
FY 1985 have been held $15 billion
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below what they otherwise would have
been. Reagan's FY 1985 budget pro-
posed to cut still another $20 billion
in Medicare expenditures between
1985 and 1989.%

The Reagan Administration has also
proposed major cutbacks in Medicaid.
Medicaid spending was reduced $4
billion during the FY 1982 to FY 1985
period from the levels onginally pro-
jected, and further cuts of $3 billion
over the next three years e pro-
posed. These cuts represent av _ut a 5
percent reduction in -nnual federal
Medicaid outlays, which totalled $24
billion in FY 1985."

Funds for federally-sponsored pri-
mary care services for the poor have
been significantly cut under the
Reagan Administration. Total dollar
funding has been reduced by over

*$400 million since 1980.* If inflation

is taken into account, funding levels
for these programs already have been
cut by over $1 billion from the 1980
level. This includes major reductions
in funding for primary care centers,
maternal and child health programs,
and the National Health Service Corps
Scholarship program.

Goai is Ending Care

President Reagan has indicated that
his ultimate goal is the total elimina-
tion of federal government support
for primary care, as well as other

health programs, through passage of

his New Federalism legislation. A les-
sened interest in supporting the deliv-
cry of care to the poor and elderly is
reflected in major proposals to trim
back federal financial responsibility
for Medicaid and Medicare. These
shifts in direction retlect a major step
back from a commitment to provide
health care for those unable to pay.

It is too soon to evaluate the full im-
]l: ‘llChcse changes. One study has
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found major deterioration in health
status, increased untreated hyperten-
sion and diabetes, and deaths result-
ing trom termination of coverage of
medically indigent adults in the state
of California as a result of fiscal pres-
sures on states.’ Those subjected to
loss of coverage experienced a 40 per-
cent increase in the probability of
death as a result of increased risk fac-
tors. Congressional hearings have
documented the increasing difficulty
that many poor people who have no
health insurance coverage face in be-
ing admitted to hospitals and other
health facilities, and the deaths that
have occurred as a direct result of
denied admission.™

More than any other portion of the
Reagan Administration’s economic
and social strategy, its health policy
threatens the health and in some cases
the lives of some of the nation’s poor-
est and most vulnerable people. In
that policy there is great potential for
a significant setback in life expectancy,
reduction of disability, and access to
health care services to relieve pain.
Serious retrenchment in the scope
and type of federal activities threatens
to reverse almost 20 years of progress
in improving access to preventive and
primary care services for the most vul-
nerable in our society —the poor, the
elderly, the disabled, and members of
minority groups.

In summary, despite the significant
progress made in improving access to
health care for the poor and elderly
from 1965 to 1980, serious inequities
remain. With the cutbacks in Medi-
caid, Medicare, and primary care pro-
grams in the early 1980s—in the face
of rising poverty and high unemploy-
ment—these inequities have deep-
cned. Millions of Americans face the
prospect of serious illness without ac- .
cess to health services that can im-
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prove health and functioning. Even
emergency cases are being turned
away because of inability to pay.™

The U.S. faces a clear choice. It can
continue to turn its back on those who
lack adequate insurance coverage for
health care, or it can begin now to take
steps to see that at least those most n
nced get basic help. Continuation of
the nolicy of reduced coverage for
the poor and aged introduced by the
Reagan Administration will inflict
great burdens. By permitting them to
fall through the cracks of our mixed
public-private system of financing
health care, we are likely to see a rever-
sal of the progress in improving the
health of these very vulnerable mem-
bers of our society.

Several options for moving toward
equitable access to health care for all
exist.

¢ Health care access could be as-
sured through the development of an ade-
quately funded network of public hospitals and
clinics, available to those unable to pay.

® Pools of funds to assure payment for
hospital services lo the uninsured (or hospi-
tal and physician services) could be estab-
lished through provisicns in state hos-
pital rate regulation programs, taxes
on hospitals or health insurance pre-
miums, or block grants for the care of
the unemployed.

¢ Expanded coverage could be as-
sured through improvements in existing
public and private insurance programs—
extension of Medicaid to cover low-
income children and pregnant wo-
men, improved benefits in Medicare,
andlor standards on employer health
insurance plans.

* Finally, existing entitlement pro-
grams could be replaced by a phased-in na-
tional health plan that would incorpo-
rate_ major reforms in coverage, finan-
E “l‘lcd the health system.
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Arguments for and against each of
these alternatives depend in part on
points of view regarding what consti-
tutes adequate access to health care,
on beliefs about the appropriate re-
sponsibility of the private sector ver-
sus that of state and federal govern-
ments, and on how much we value the
coneept of a single system of care for
all. Neariy all Americans would agree
that socicty has a responsibility to
assure a “minimum” level of care for
everyone. Opinions differ, however,
about how this level should be de-
fined. Some measure of adequacy of
care in relation to a standard of effec-
tiveness, i.e., that which is medically
beneficial; others define it by reference
to what the average American receives
for a given set of health problems.
Pragmatically, it may be defined in
terms of an insurance benefit package.

Opinions also differ on who should
be responsible for assuring access to
care. Some would place the major re-
sponsibility on local governments to
ensure some minimum level of care.
Since fiscal capabilities vary across
jurisdictions, however, arcas with high
coneentrations of poor ave unlikely to
be able to afford to provide such care.

Perhaps the strongest division of
opinion concerns whether the poor
should receive “mainstream™ medi-
cine. Should they be free to select
their own physicians and to seek care
from the same kinds of physicians,
hospitals, and other providers as high-
er income persons? Some maintain
that societv's obligation can be met by
funding a public system of hospitals
and clinics to care for those without
any other coverage, or by contracting
with a set of private hospitals and pro-
viders to provide this care at a low
cost.

One option for assuring access to
health care would be reliance upon a
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network of publiclyfunded hospitals
and ambulatory clinics. Flements of
this approach would include expand-
ed funding of community health cen.
ters and increased subsidies for public
hospitals and dinics. It might also en-
tail converting the Medicaid program
from a financing program for all hos-
pitals, physicians, and other health
care providers to a managed-care sys-
tem where only selected hospitals and
clinics would be certified as partici-
pating providers. Under such a sys
tem, these providers— cither publicly-
operated or nonprofit institutions serv-
ing predominantly low-income per-
sons—would contract with state Medi-
caid programs for the care of defined
low-income population groups. Per
capita annual payments would ensure
budgetary cortrol and encourage ail
covered persons to obtain care
through a single, organized care
system.

Minimum Care Level

This approach would provide a
minimum level of care for all, and
could conceivably be accomplished
with little o1 no expansion of existing
funds. Its disadvantages are that it
would re-institute a two-class system of
care, with one set of providers for the
poor and a different set for all others.
It is likely that it would be chronically
under-funded, with substandard staff:
ing, crowding, and low quality senjces
in public facilities. It would create
massive disruption in current patterns
of care, since even the poor now re-
ceive most of their medical care from
private physicians. It seems unlikely
that health facilities in a public net-
work would be conveniently located,
and the poor in certain geographic
all: \.‘CJ as isolated rural communi-

,.K
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ties would likely have extreme difficul-
ty in using the public facilities.

An alternative approach would be
to set aside fixed sums of money for
the care of those unable to pay. This
care could be provided either through
public or through private hospitals.
Mnst proposals of this kind have been
restricted to compensating  hospitals
for inpatient care provided to the
uninsured, but they could also be ex-
tended to ambulatory care,

The states of New Jersey, New York,
and Maryland have established just
such mechanisms for financing hospi-
tal care of the uninsured. Hospitals
are permitted by state hospital regula-
tory conumissions to charge higher
rates to the insured to subsidize care
of the uninsured. Florida has recently
enacted a law which imposes a tax on
hospital revenues, with receipts set
aside to purchase hospital care for the
uninsured.

Another. approach is to establish
state-wide health insurance pools for
those without employer group or indi-
vidual insurance. Under this option,
surcharges on private health insur-
ance premiums are set aside to cover
the cost of inswance for low-income
people end highrisk individuals re-
tused ccverage under private plans.
Connecticut and Minnesota have pro-
grams which work this way.

Another approach would be to cre-
ate federal block grants to be adminis-
tered by state governments for the
purpose of subsidizing care for specit-
ic groups—such as the unemployed
and their families. States could be
given flexibility to limit these funds to
public facilities or could make them
available to health care providers gen-
crally within the state. Advantages of
this latter approach indude budgetary
control over the amounts allocated.
F. s could be budgeted in advance
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rather thian committed to cover all
costs for care of eligible poor as is the
case under entitlement programs. The
flip side, however, is that funds set
aside might not be adequate to meet
the health needs of those otherwise
left out of the system.

Hospital Care Only

One primary disadvantage of this
approach is that it covers only hospital
care—neglecting access to important
preventive and primary care senvices
provided on an an bulatory basis.
Since individuals wouid not have di-
rect” insurance coverage and would
have to request care on a charity basis,
many low-income families could be ex-
‘pected to continue to neglect care un-
til illness had reached a serious, and
perhaps untreatable, stage.

Another option is to make improve-
ments in existing private and public
systems of financing health care serv-
ices. This could include imposing na-
tional standards on employer health
insurance plans, expanding coverage
under Medicaid to those low-income
children and pregnant women not on
welfare or Medicaid, and improving
Medicare benefits.

The Omnibus Anti-Poverty Act of

1984, sponsored by several Democrat-
ic Congressional leaders, is one exam-
ple of this strategy. This bill mandates
that employers who offer health bene-
fits to employees indlude in that cover-
age certain protections for the unem-
ployed and their families. Specifically,
laid-off workers must be offered con-
tinuous group coverage for themselves
and their immediate families for 90
days after lay-off and they must be of-
fered the opportunity to convert from
group coverage to individual cover-
age. In addition, laid-off employees
and dependents who lose their group
El{llc must be offered an opportun-
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ity to enroll in a working spouse's
health plan without having to provide
evidence of insurability.

The Carter Administration national
health plan also proposed standards
tfor employer-provided benefit plans.
This plan would have required em
ployers to offer basic health insurance
coverage 1o all fulltime workers and
dependents, inciuding comprehensive
coverage for prenatal and child health
care, to pay at least 75 percent of the
premium for that coverage, to begin
coverage within one month after em-
ployment, and to extend coverage for
at least three months following termi-
nation of employment, or coverage
for dependents for three montks
upon loss of coverage because of
death, divorce, or separation.

Improvements in Medicaid cover-
age would pick up other groups. For
example, the Child Health Assurance
Plan introduced in Congress in 1977
would have extended Medicaid to
cover all children and pregnant wom-
en in families with incomes below 75
percent of the poverty level, or the
state Medicaid income eligibility level,
whichever was higher. A more modest
version of this bill passed by the Con-
gress in 1984 would extend Medicaid
coverage to first-time pregnant women
and children up to age 6 with family
incomes below the state Medicaid in-
come eligibility level. This would focus
improved coverage on poor firsttime
pregnant women, pregnant women in
poor two-parent families where the
principal earner is unemployed, and
poor children in two-parent families.
Providing federal matching payments
at a 100 percent rate for the costs of
expanded coverage would avoid any
increased financial burden on states;
ctates that alrcady cover all of these
groups would receive an increase in
their federal Medicaid rate.
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Improved financial protection for
the elderly and disabled could be
achieved through implementation of a
cap on out-of-pocket expenses which
Medicare beneficiaries pay. Elimina-
tion of limits on covered hospital days
and coverage of prescription drug ex-
penses would also be important ele-
ments of such improved catastrophic
expense protection for the aged and
disabled. Requiring physicians to ac-
cept Medicare allowable fees would
also provide significant financial re-
lief to Medicare beneficiaries. Medi-
care cligibility could be extended by
removing the two-year waiting period
tor coverage of the disabled, covering
alt persons age 65 and over, and cover-
ing those with major health problems
(such as the terminally ill or those re-
quiring organ transplants).

Building on Strengths

Advantages of this approach are

that it would build on the strengths of

the current system and provide funds
where they are most needed. It would
be administratively casiest to imple-
ment since it represents the least de-
parture from current financing meth-

ods. Disadvantages include the lack of

budgetary control inherent in entitle-
ment programs. It also poses the prob-
lem of uneven burdens on employers,
possibly lealing to loss of employ-
ment for lewsvage workers or workers
in firms ir financial trouble.

Another option would assure uni-
versal coverage for health care through
a phased-in national health plan. This
could involve fundamental restructur-
ing of curren: entitlement programs,
such as the merger of Medicare and
Medicaid into a single program and
extesssion of coverage to all those fall-
ing outside private health insurance
E TC proposed in the Carter Ad-
B K
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ministration national health plan of
1979.

A phased-in plan couid begin by ex-
tending coverage to those most in
need—such as those with incomes

below 35 percent of the federal pover-
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ty level—gradually increasing the dli-
gibility level to 100 percent of the fed-
cral poverty level. Similarly, coverage
for workers and their families would
be improved by requiring employers
to cover all such families in a basic in-
surance plan with a ceiling on the
costs that any family would be re-
quired to contribute. This ceiling
could be set initially at a higher level,
and gradually reduced to assure ade-
quate coverage. Such ccilings would
also be a part of the public plan, so
that the elderly and disabled would be
protected from undue financial hard:
ship. Buy-in provisions would permit
anycne falling outside private employ-
er group plans to purchase coverage
at a subsidized rate, depending upon
income.

Coupling Reforms

This fundamentat reform of the cov-
erage and financing of health care
services could be coupled with funda-
mental reform of the provision of
health care senvices. Payment for hos
pitals, physicians, and other health
care providers could be established on
a prospediive basis to encourage effi-
dency in the provision of care, with
stringent limits on rates of increase in
expenditures over time. Organized
systems of care delivery such as health
maintenance organizations. which
chargc on a per capita rather than a
fee-forservice basis, coula be encour-
aged. Prevention and primary care
could be promoted through standards
built into the benefit package.

This option undoubtedly would be
the most costly to the federal taxpayer.

a2 .




A comprehensive approach could
easily entail over $20 billion in incre-
mental federal budgetary outlays in
FY 1985 dollars. It would involve sub-
stantial restructuring of public pro-
grams, require review and monitoring
of employer health insurance plans,
and represent major shifts in current
methods of paying physicians and
other health care providers.

At the same time, it would guaran-
tee adequate access to health care for
all, remove the threat of financial ruin
from health care bills as a cloud hang
ing over many Americans, and pro-
vide a vehicle for instituting the major
cost controls and incentives in the
health care systewy that are missing
from the current pacchwork of private
and public coverage. It could also be a
lever for shifting emphasis toward pre-
ventive and primary care, and away
from a continued over-emphasis on
high technology acute care.

It is clear that the terms of debate
over national policy to provide access
to health care for all hav~ shifted
markedly in the last decades. In the
mid-1960s, Medicaid and Medicare
were cnacted to ensure access to care
for the elderly and many of the
nation’s poor. Concern with future
health care costs was virtually missing.
Medicare and Medicaid have been
enormously successful in meeting
their access objectives, bringing mil-
lions of elderly and poor into main-
stream medical care. At the same time
rapidly accelerating increases in

health care costs switched the focus of

debate from filling remaining gaps in
access to care to efforts to contain ris-
ing costs. The Reagan Administration
set on a deliberate course to reveise ef:
forts to expand coverage under
Medicare and Medicaid. and proposed
and obtained passage of provisions to
‘E T Cligibility and benefits.

B K
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The economic and fiscal policies of
the Reagan Administration have had
even more fai-reaching impact on the
health sector than have the Adminis-
tration’s health finance policies. The
major cut in taxes in 1981 sought and
achiecved by the Reagan Administra-
tion together with the build-up in de-
fense spending, have created massive
federal budget deficits extending in-
definitely into the future. This has
placed enormous pressures on all do-
mestic spending.

The resulting climate of fiscal strin-
gency makes any enacunent of the ma-
jor universal and comprehensive
health insurance proposals of the ear-
ly 1970s—such as systems modeled on
the Canadian program of publicly-
funded care for all —extremely unlike-
ly. Instead the feasible options span a
‘much more limited array— from those
that would target fixed sums of money
on a system of care for individuals and
families unable to pay, to those that
would expand coverage to persons
most in need under restructured en-
titlement programs, Expanded access
seeis likely to come on an incremen-
tal basis, accompanied by testing of
the effectiveness of various cost con-
tiol and incentive measures.

Political support for renewed com-
mitment to assuring access to care for
all may come from unexpected quar-
ters, With the expanding supply of
physicians, concern is aheady arising
about declining patient loads per phy-
sician. Newly trained physicians may
come to see it as in their own personal
interest, as well as in society's, to see
that finandial mechanisms exist to
assrre care for those cunently unable
to pav. Even more likeiy, hospitals that
tum away patients who are unable to
pay even when the hospital has low oc-
cipangy and unfilled beds may see ex
panded  financial coverage for such




patients as a way of filling beds and
generating additional revenue. These
motivations may, over time, overcome
the medical profession’s traditional
reluctance to invite govermmental en-
croachment into the health sector.
Political support for expanded cov-
erage may also come as the inequities
and unfairness of the current system
become more obvious. As hospitals
and other health care providers cut
back on their willingness to provide
charity care and as public programs
drop the poor from coverage, the im-
plications of inequities in coverage be-
come more visible. Reversal of prog
ress in improving health outcomes,
and inhumane treatiment of the poor
and elderly, are unlikely to be accept-
able in a compassionate and caring
society. Evidence that deaths or senous

al
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health damage have been caused by
cutbacks or by inequities in coverage
could well mobilize a public demand
1or change.

The challenge ahead is to develop a
strategy that will cha-nel the savings
from improved health care cost con-
trols and efficiency in the health care
sector into assured access to health
care for all. Genuine commitiment to
such a goal is likely to require specific
mechanisims to generate additional
revenies through increased taxes or
coatributions from those able to pay.
Yet, public opinion polls consistently
show that the American public is will-
ing to make such a commitment — if
convinced that such revenues will as-
sure access to health care for all pro-
vided efficiently.




Today’s Cuts,
Future Priorities

John L.S. Holloman, Jr., M.D.
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Dr. Holloman:

Priorities

Why is there so much confusion in our
health care delivery system? As health
care costs continue to escalate, it
scems our concentration is more fo-
cused on costs than on any of the
other elements—including access—
in the health care system. Qur priori-
ties are at best askew and at worst they
are wrong, and each of us must share
the blame.

What health care, if any, do we as
US. citizens have a right to expect?
Our health care system, correctly
called by many a non-system, usually
finds ways t~ leliver health care to
most of those who need it. and to
many who can't afford it. But there is
no free lunch; someone always pays.
The growth of the for-profit hospital
industry, with its high investor payoff
in our more affluent communities,
serves to foster the illusion that hos.
pital care, efficiently and profitably
run, can correct the problems of our
hospital industry. Anyone who has
worked in a public hospital located in
an wrban area, providing services to
patients who have been victimized by
the incestuous relationship between
poverty and ill health, knows this isn’t
necessarily so.

I don't believe that the federal gov-
ernment can be counted on to bail out
our health care system. It has been ap-
parent since 1933 that our government
does not want the responsibility of

providing for the health care of all of

its citizens. And 1t is dear that provid-
ers prefer to care for those patients on
whom a profit is to be made.

As T look to the future—with the
proliferation of for-profit health care
delivery organizations—1 see enor-
mous problems for those individuals
¢ 7@ psonwhom no profit is to be
ERIC
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made. The business orientation  de-
mands a balance sheet which is written
with black ink and pays dividends to
investors. Business and industry are
becoming the major purchasers of pri-
vate health care and are manipulating
the health system by dumping their
financial losses on the taxpayers.
These “health care businesses” are
divesting themselves of their losses
and thereby increasing problemns of
access for those who use the public
system.

I define access to health care as the
freedom from barriers to health care.
A barrier is anything that constrains,
deters, delays, denies, dissuades, dis-
courages, handicaps, or prevents the
acquisition or utilization of those serv-
ices that are ultimately provided by
society to its members individually
and collectively for the maintenance,
prescrvation and improvement of
health.

Poverty provides a barrier and di-
minishes access to health care for
those who often have great need for
these services. There is now a new
story making the rounds about a
farmer who was turned away from the
emergency room of three for-profit
hospitals because he did not have the
necessary down-payment in cash.

The maldistribution of physicians
also creates a problem of access )
health care for a significant number
of our citizens. The prospect of a phy-
sician surplus in areas of affluence has
triggered the mechanisms which will
reduce the supply of available phy-
sicians. Meanwhile, the number of
areas in which there is a persistent
shortage of physicians is far from be-
ing eliminated.




Residence in a low-income or less af
fluent neighborhood can provide a
barrier to health care because the
trend during the years since the Hill-
Burton Hospital Construction Act of
1946 has been to construct hospitals in
more affluent neighborhoods. It
should also be remembered that this
Act provided for segregation and al-
lowed the constauction of “separate
but equal” facilities. This “Jim Crow”
approach to health care provided an
additional barrier to the black patient.

Attitudes and Access

Access problems have also been
caused by attitudes. One recent survey
of welfare families found that the ma-
jority felt that the physicians who pro-
vided services to them were rude and
prejudiced against people on welfare.
Contempt for the poor is clearly a
learned response on the part of the
physicians, who are taught medicine
and perfect their skills using clinic pa-
tients. Once their professional skills
are perfected, many physicians feel
that they are free to sell these skills in

more affluent areas. In the eyes of

many physicians, the affluent are
more worthy of deferential treatment
than are the poor; the poor they be-
lieve, had an equal opportunity to suc
ceed, and failed. Low-income patients,
feeling this less-than-sympathetic re-
sponse, may delay secking needed
medical care in order to avoid
humiliation.

Another area in need of improve
ment is access for the elderly. Medi-
care has proved to be as much an im-
petus to the escalating cost of health
care as it has been a boon to improv-
ing access for <ome of the elderly.

The biggest varrier to quality health
care for all Americans is the absence

ERIC
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“of a national health policy and a clear
understanding of the reason for the
existence of our health care delivery
system. If our great nation is to survive
and reach its potential, it must reorder
its priorities so that the materialism of
the few will not destroy the humanity
of the many. Our health care system
must be redesigned to serve all Ameri-
cans at a cost we can afford. It can be
done and I think we should do it.

In 333 B.C., Aristotle wrote that
health of both the mind and body is
fundamental to the good life. If we be-
lieve men and women have any per-
sonal rights at all as human beings, we
must believe that they have the abso-
lute mnoral right to such a measure of
good health as society, and society
alone, is able to give them. Access is
fundamental.

Physicians have the responsibility to
reassert their role as patient advocates.
The medical profession must increase
its efforts to provide quality care for
all as a matter of principle. As citizens
we must abandon the pork barrel ap-
proach to health eare, remaining si-
lent when our own health care needs
are satisfied, even though we know
that there are mnany others in great
need. The financing mechanism and
the for-profit aspect of our health care
delivery system must be made to sup-
port the system adequately, rather
than to line the pockets of opportunis-
tic imvestors, who profit from the ill-
ness of their fellow man and the con-
fusion that currently exists in our
health care delivery system.

Finally, we mnust realize that we can-
not solve our health system’s problems
by simply taking money away from the
system any moie than we can sohve
amything by indisaiminately thhowing
money at the system,
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Mr. Martinez:
Funding Cuts

President Reagan, the “great white
father” in the White House, has said to
the poor, the aged, the children, the
women and minorities of this country:
“Heal thyself.” Then, he recommends
cuts in health care and nutrition and
builds another missile. Twenty-seven
thousand low-income women and chil-
dren will be removed from the Wo-
men, Infants, and Children (WIC) pro:
gram in 1987 at the Administration’s
requested funding level; even though
we have increased funding for the pro-
gram by $57 million. By 1991, 140,000
recipients will be removed unless
something is done.

Medicaid has been cut by 7 percent,
and premiums for Medicare will rise
from $15 to $38 by 1991. People just
won’t be able to take care of their
health needs, and, of course, every-
thing that adversely affects the needy
of our nation hurts minorities and

Ms. Schneider:
Prevention Coverage

I'm very pleased to be here today, be-
cause health care is something I care
very deeply about. Regrettably, I do
not serve on a committee which has
jurisdiction over federal health pro-
grams. I am anxious to talk to you,
anyway, because you [olks in this room
are the movers and shakers. And if we
are going to see any changes in our
health care system on the federal level
it’s going to be up to all of you to push
for a specific agenda.

I've had a little experience with this
sort of thing. Prior to coming to Con-
gress, my own moving and shaking
was in the environmental movement. |
studied the issues and mobilized peo-
(& ite frankly, I am happy to say
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wonen even more. Low-income wonmen
and minorities make up the greatest
percentage of the uninsured in this
nation. They are also the least likely to
obtain health care when they need it.

The biggest problem to face His
panics is the lack of information about
Hispanic health. Of the 94 tables used
in a 1984 nationwide report on health
status, no data ere given for Hispan.
ics as a group. Until proper health sta-
tistics are kept for Hispanics over a
number of years, the question of health
care cannot be adequately addressed.

Although it sometimes seems like a
cry in the wilderness—at least with
the current Administration—we must
try with all the strength in our lungs to
make our voices and our conecerns
dearly heard on the problems of ac
cess to and the quality of health care
in our society.

that I helped prevent the construction
of a nuclear power plant in the state of
Rhode Island. I told them we'd stop it;
but no, they didn’t listen. That was
how I learned how powerful groups
such as yours can be, as long as you
stand united and have a specific re-
quest to make.

I would like to share with you a few
of my own ideas that perhaps you
might like to pick up on. And I am giv-
ing you these ideas not only because 1
believe that they’re in the best interest
of all the people who are in need of
health care, but because [ believe that
they are also the ideas that are the
nost “do-able” in our current political
world.




I was asked to talk about what Medi-
care doesn't cover. Well, the most bla-
tant thing that Medicare doesn’t cover
is prevention. Needless to say, preven-
tion is both a cost containinent strate-
gy and a quality of life issue. After all,
you've got to realize that the average
life span will soon be 85 years. I want
to live to 130 and I plan to do it in
good health. I already had my first,
and hopefully last, bout with cancer at
the age of 25.

So, what can we be doing better?

First, we should expand the avail-
ability of hospice and other home
health options. This obviously would
be a step in the right direction, partic-
ularly when you consider the fact that
it costs $350 per day for hospital care,
$57 per day for skilled nursing care
and only $39 per day for home health
care. Right now, Medicare offers a hos-
pice benefit, but it is available only on
a limited basis.

Second, we ought to expand the
role of health professionals for proce-
dures and services which do not re-
quire a medical degree. And that
means everybody from midwives to
nutritionists, nurse practitioners to
physicians’ assistants.

Physical and occupational thera-
pists should also be included in Medi-
care. The argument for including
these folks is not only sensitivity; it's
fiscal responsibility. It is estimated that
if just 20 percent of Medicare benefici-
aries received their occupational ther-
apy treatment in a conununity setting
rather than the outpatient departinent
of a hospital the Medicare program
would save $4.8 million a year That's
the kind of bottom line that convineced
me to co-sponsor legislation which
would provide Medicare reimburse-
ment to occupational therapists.

Third, I suggest that we encourage

O of low-cost, lowtech services
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such as outpatient surgery centers and
ambulettes. Whether you know it or
not, ambulettes are vans that are spe-
cially outfitted to carry wheelchair-
bound persons. Medicare will pay for
an ambulance to take a wheelchair-
bound senior citizen to the hospital
for dialysis treatment, for example,
three times a week at an average cost
of $180 per round trip. But it won'’t
pay for an ambulette which would cost
only $30 per round trip. Now, there is
something wrong with our health care
delivery system if we dom’t use the
most efficient inethod.

Fourth, I would suggest that we pro-
mote innovation in hea'th insurance
options. This is somnething the previ-
ous speaker focussed on, mentioning
that health maintenance organizations
are becoming more and more popu-
lar. In fact, the number of people en
rolled in HMOs has doubled over the
past six years. Medicare has even in-
cluded funding for 26 demonstration
HMO:s. The kinks need to be worked
out so these benefits will be available
nationwide.

Fifth, as I said at the outset, one of
the best investments we can nake is in
preventive care. It's much more cost
effective to subsidize nutrition supple-
ments fo1 pregnant women than it is
to pay for the intensive care costs of
low birth weight babies. The rescarch
shows plainly that for evéry dollar
we spend for prenatal care under the
Women, Infants and Children (WIC)
program, there is a potential savings
of 83 in postnatal care. This is the
kind of hard-core, specific argument
that you should throw at your legisla-
tors. They provide a very convincing
case for the value of the preventive
approach.

It's also inuch more cost effective to
reduce the likelihood of coronary by
providing counseling on diet, stress
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management and other personal hab-
its than to perform a bypass opera-
tion. But right now Medicare doesn't
cover periodic check-ups, cancer screen-
ings or nutritional counseling. We just
got a few demonstration projects ap-
proved but we're a long way from the
finish line,

Smoking Problem

Smoking is also a serious problem.
Fortunately, is getting more and
more attention by a number of ditfer-
ent sectors, including the American
Cancer Society. Cigarettes are respon-
sible for 320,000 premature deaths
cach year. What is particularly discour-
aging to me is the number of young
women who are smoking more instead
of less. Educating people about the
risks can make a difference. In fact,
one study estimated that strong public
health campaigns could decrease the
incidence of lung cancer by 50 per-
cent. The potential annual savings
amount to $10 billion.

Another thing that the federal gov-
ernment can do—and we're already
hard at work on this—is to take strong
steps to discourage smoking. There
are a lot of options here. We can re-
duce tobacco price supports, naise ex-
cise taxes on cigarettes and disallow
tax deductions for expenses associated
with tobacco advertising. The House
recently passed legislation to put war-
ning labels on smokeless tobacco
products. That, too, is a step in the
right direction.

The potential savings from pursu-
ing preventive approaches are quite
impressive. Another good place to
start is with seat belts. The statistics
show that anywhere from 50 to 65 per-
cent of all auto deaths and injuries
could be prevented by seat belts. The
potential annual savings from seat belt
ul: \[‘C be about $15 billion. In ad-
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dition, paramedics will tell you that
they never unbuckle a dead person, |
think that speaks pretty clearly about
the value of seat belts. Many states,
and most recently the District of Co-
lumbia. have passed mandatory seat
belt laws,

A third and final area for preventive
action is stroke. Stroke is the third
leading cause of death in the United
States. Studies show that proper diet,
combined with not smoking and
good exerdise program, could prevent
two-thirds of all strokes. The potential
savings would be about 89 billion
amually.

Oftentimes when we have to make
decisions in Washington. whether it's
about health care or anything else,
there is the question of costbenefit
analysis. This is particularly evident
now with the greater dedication and
willingness to reduce the federal
deficit.

Well, I can share with you my exper-
ience in the environmental field when
everyone used to say, “it costs too
much money to put up this preventive
measure, or to build in these scrub-
bers, or to do this or to do that.” Final-
Iy, years later, the American public has
learned that not installing these fea
tures was not a cost effective move, be-
cause we wound up paying for these
mistakes anyway. We didn’t pay for it
in taxes or in clean-up money; we paid
for it in our human health, And that
can be clearly demonstrated by the
number of cancers that have occurred
around hazardous waste sites and in
areas that are highly polluted. Once
we recognized that we are intercon-
nected with everything in nature—
with the air we breathe, with the water
we drink—then we can better protect
not only our environment, but we end
up protecting ourselves as individuals
and as a society as well.




Prevention vs. Crisis

When it comes to prevention, you
are not going to find too many mem-
bers of Congress that are all hyped up.
You don’t get much glory for pushing
preventive legisiation. When you get
the attention is when you have a crisis.
That's when someone jumps up and
says, “I'm going to solve this problem.”
Quite frankly, by then it's usually too
late.

I guess that one of the things that
disturbs me most in the political arena
is that it is geared towards crisis man-
agement, We simply cannot afford to
be crisis managers when we are dealing
with our health. ..e cannot wait until
we get cancer in order to decide that
vi¢ are going to change our ecating
habits. We cannot wait until we have a
heart attack to decide we are going to
lose weight, give up smoking, and slow
down the drinking. These are the kind
of messages that are critical and they
don't cost a lo* of money. We can and
should persuade our coworkers, our
friends and family members about the
value of preventive medicine.

There is a tendency in Congiess to
focus on health care costs and the use
of high technology. We really should
be focusing on how we could prevent
some of those costs and forego some
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of these sophisticated machines. The
real question is: wouldn't it be better
less painful for the patients, and more
st-effective financially if we could
have prevented some of those health
problems right at the start?

Those are just a few of my ideas and
Jjust a little insight as to my own objec-
tive, both personal and legislative. I
hope that you'll grab on to some of
these ideas and push them. You can't
sit back and say, “Oh, well, we'll let
Congress solve these problems,” or
“Washington is at fault.” Believe me.
The only way we are going to have a
just and enlightened soluon is if we
have full participation on the part of
all of you. Members who are on the
Armed Services Commiittee or the
Merchant Marine Committee or what-
ever have different and varied inter-
ests. But the one area that hits home to
everyone is his or her health. In na
tional poll after national poll, people
say that what they truly treasure mest
is their health.

You have a very valid agenda and
crusade ahead of you. I encourage you
to be very strong and persuasive acti-
vists. You know that I will be more
than happy to help you in any way that
I can.
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Dr. Lightman:
The Past Still Haunts Us

Reasonable and rational people of all
political affiliations would concur that
every American should have access to,
and the ability to pay for, the finest
available health care. Reasonable and
rational people have engaged in a
public debate over “the practical ad-
vantages and disadvantages” of differ-
ent approaches to health insurance
since the Progressive era before World
War L. I would like to propose today
that although this debate has been en-
twined with larger social and econom-
ic transfor mations over the past sixty
years, a consistent historical theme has
both shaped the political discourse
and limited our imagination of the
reasonable, the rational, and even the
possible.

Let me begin with a rapid overview
of highlights in the history of health
insurance and then move to an exami-
nation of its historical implications. In
the opening decades of this century,
when the forces of urbanization, im-
migration, and industrialization had
alrcady transformed the American
landscape and the economy, social in-
surance became a focus for reform.
Reformers’ arguments rested on the
relief of poverty and the economic ra-
tionality of health insurance for indus-
trial workers. Their arguments held to
the existence of a narrow margin be-
tween carned income and poverty.
Health insurance could help avoid the
fall into noverty through the provision
of support during periods of illness.
The Progressivee reformers succeeded
in furthering the cause of state based
disability insurance and “sich pay.”
They failed utterly, however, in their
efforts to establish national health
in<n::jnre,
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In the 1920s the debate over health
insurance shifted in emphasis when
rising medical costs began to affect the
middle classes. Doctors’ fees and the
cost of hospital care had been rising
for several decades. Hospital care,
which had undergone a virtual revolu-
tion at the turn of the century, was in-
creasingly the locus of care for the
seriously ill among all social classes. A
new professionalism among doctors,
symbolized by the greater power and
prestige of the American Medical As
sociation, saw the AMA successfully
consolidate control over the medical
establishment with the support of an
“enlightened public sentiment” enam-
ored by the promise of scientific med-
icine and on the warpath against
“quackery.”

Rising costs alone, however, were
not the heart of the problens; rather; it
was the variable natmie of the costs.
Although the average cost for medical
carc remained within the financial
capability of middle-class families, a
serious illness requiring hospitaliza-
tion could now destroy a family’s sav-
ings. The uncertainty over costs and
the belief in the greater efficacy of
medical care combined to create a
risk for the generally risk-aversive mid-
dle dasses that turned health insur-
ance into a reasonable and prudent
investiment.

With the el=dtion of Franklin D.
Roosevelt in 1932, social legislation
was again in the political foreground.
National health insurance was a part
of the reformers’ agenda. Yet, despite
the enactment of Social Security, *he
Fair Labor Standards Act, and unem-
ployment insurance, a national health
insurance program failed to gain the
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full endorsement of the president and
come before Congress with the Ad-
ministration's imprimatur. In the com-
plicated world of balancing needs and
political allies, health insurance was
unalterably opposed by the AMA. In-
stead, to ameliorate strain on the char-
itable system caused by the Depres.
sion, Congress appropriated funds for
relief efforts undertaken by the states,
most often through welfare depart-
ments. Toward the end of the decade
when major social legislation had al-
ready addressed some of society's
grossest inequities. including regula-
tion of child labor, the minimum
wage, and old-age support, foreign af-
fairs upstaged the effort to implement
health insurance.

The absence of national health in.
surance did not eliminate the growing
need or demand for its coverage. From
the 1930s onward, voluntary health
plans had been multiplying. The Com-
mittee on the Costs of Medical Care in
1932 reviewed 25 medical care and
health insurance plans, among which
was Blue Cross: Founded in Dallas in
1929, Blue Cross benefited from the
Depression which had severely low-
ered hospital income thereby making
attraciive to hospitals a direct service
payment plan for group hospitaliza-
tion. The plan itself” addressed many
issues that had bedeviled carlier ef:
forts, not the least of which ‘vas that
the hospitals themselves, via the sen-
ices provided, constituted the plan's
capital, making unnecessary large cash
reserves. The nonprofit aspect of the
plan, moreover: had an immeasurable
appeal to public psychology, separat-
ing crass moneymaking from the busi-
ness of health care. Indeed, the appeal
of Blue Cross was, in some sense,

measured by its rapid spread and the
spcciul status it received from state
I " "Q s It was but a natural step
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from assuring hospital costs to assur-
ing physicians’ payments for hospital
services through the doctor-controlled
Blue Shield.

Since both programs were “pro-
ducer” controlled, they gained the
reluctant approval of the omnipresent
AMA. Vigorously, the AMA had op-
posed any infringement by third par-
tics, especially the government, on the
determination of treatment or the set-
ting of fees. Only reluctantly, when
tacing the threat of sufficient political
force to bring forth legislation, did the
AMA House of Delegates modity its
position. Blue Cross and Blue Shicld
mark a major shift in the AMA stance
—the acceptance of voluntary pro-
grams so long as they remained con-
trolled by the medical professior..

The AMA, howevc. was not the only
powerful interest group for whom
voluntary insurance was more palat-
able than compulsory national insur-
ance. By the 1930s the “spot” iabo
market immortali od by Adam Smith
had long given way to the implic-
it, longer term contiact in which
the holding of worh 1s’ loyalty was a
key factor. Early in the debates over
health insurance, labor leader Samuel
Gomper, hiad sided with conservatives
against the reformer. “ho pressed for
government-sponsored  plans. Insur-
ance for health care would in time be-
come an instrument for union loyaity
no less than for management. The co-
incidence of interest between labor
and Lusiness was given a further hoost
during the years of World War 11, when
a b percent increase in benefits was ex-
cluded from wage controls. Even be-
fove the wai, the way had been cleared
for benefit packages to become part of
the collective bargaining process. The
Wagner Act, as well as the later ‘Taft-
Haitley Act, had both included work-
ing conditions as one area of collec
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tive bargaining. The courts interpreted
working conditions broadly. and from
the Wagner Act onward health care be-
came a part of contract negotiations.

Post-World War Il

After the War, full employment and
compulsory national health insurance
were brought to the head of the polit-
cal agenda, Truman’s health-care pack-
age, built on a series cf national stud-
ies reaching back into the 1920s, was
not dissimilar in its essentials from
that of the Roosevelt years. Circum-
stances, howevei, had changed. The
expansion of voluntary programs had
begun to ease pressure for national in-
surance from the middle classes. The
introduction of health care into union
contract negotiations had eased pres-
sure from the unionized workforce.
Emergency relief during the Depres:
sion, not only continued but had
evolved into a system of support by
the federal government for categories
of people considered at risk, including
programs for children, mothess, and
the elderly.

Although Congress failed to pass a
national compulsory health insurance,
in 1946 it had passed the Hill Burton
Act, which supported the development
and expansion of hospitals. In an his-
torical thread unbroken since well
before the Twentieth Century, Ameri-
cans of the late 1940s bhelieved that sci-
ence and technology weie the way of
the tuture. hi.deed, the war, and the ad-
vances it brought in medical care, only
reinforced the love relationship. Mod-
e hospitals spread across the nation
would give access to the magic of
‘medicine.

Capital investment was the key—
buildings, equipment and ever newer
technologies. As hospitals proliferated
and became more expensive thiough

© 05 and 1960s, so too grew third-
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party payment plans. Insurance com-
panies that had eschewed health insur-
ance enteted the arena. Unlike the ear-
ly forms of industrial life insurance
that required an army of agents,
employer-based health benefits pro-
vided insurance companies with built-
in wholesalers and previously non-
existent delivery systems. Moreover,
employers provided a screened pool
of applicants—those healthy enough
to hold a steady job. The growth of
market share for health insurance by
established insurance companies chal-
lenged the dominance of Blue Cross
and Blue Shield. Over time, the moral
distinction between nonprofit and tra-
ditional insurance carriers declined.

In the 1960s, social legislation yet
again came to the fore. Unlike the
1930s, this was a decade of economic
expansion. It was also a period when
earlier developments in social policy
were beginning to reveal latent conse-
quences. The older population cov-
ered by Social Security was, for the
most part, a group whose work life
spanned the Depression and World
War II; their retirement had come
before the growth of private pension
plans. Inflation since the 1950s had
significantly increased living co.ts, not
least of which were increased medical
and hospital costs for older people,
who were, in fact, living longer. By the
1960s the elderly were the poorest
group in the population. Amidst a
decade oi plenty, the plight of the el-
derly became a highly chaiged politi-
cal issue. In 1964, Medicare and Medi-
caid were passeda. Hailed as the fiist
national compulsor, health insurance,
they were perceived as one of the dec
ade’s great social victories.

Insurance Patchwork
With the successtul passage of Medi-
care and Medicaid, all the historical




clements of our contemporary debate
were in place. On the surface, this
quick view suggests the particular
amalgam of American interests which
during the past 60 years has produced
a patchwork of health insurance: pri-
vate voluntary plans tied to employ-
ment which cover workers and their
immediate families; Medicare for the
elderly: and, Medicaid, along with a
host of other special programs, de-
signed to assist categories of the needy
and the poor. What I would like to pro-
pose as more interesting, however; is
the constancy of an assumption that
interweaves the historical tale.
Foremost is the relationship be-
tween labor force participation and
Lealth insurance. Beginning with the
reformers of the preWorld War 1
years, through the development of vol-
untary plans tied to employer and

union benefit packages, the spread of

health insurance has retaned a justifi-
cation which equates protection and
productivity.

As an historical corollary to this
proposition, I will add that some labor
is more equal than odiers. Again
reaching back to the Progressives, who
focused on the industrial labor foice,
on through successfully unionized
labor and the application of a proto-
industrial model of organization to
large corporate and public bureaucra-
cies, we follow the trail of health insur-
ance. Initially aimed at the lowest in-
dustrial wage carners, where income
maintenance provided the onlv mar-
gin between houschold sufficiency
and poverty, adjusted to take account
of the rise in medical costs which are-
ated a comprehengible 1isk factor for
the better employed and middle clas:
ses, and finally applied to the elderly
under Social Security for whom medi-
cal costs once again were the margin
IE ‘l‘lc«udequntc and inadequate re-
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tirement means, the history of health
insurance reveals the character of the
most equal work to be within the in-
dustrialized and product-producing
heartland. Contemporary statistics viv-
idly capture history. While approxi-
mately 61 percent of the overall labor
force has some health benefits, in the
manufacturing sector the pecentage
of covered employees rises to 82 per-
cent and in mining to 83.4 percent. In
contrast, coverage drops to 34 percent
in the service sector, barely rising to
49.4 percent for business related
services.

The linkage between health insur-
ance and labor force participation has
also carried with it all the associated
structural biases of the labor market
toward women and minorities. The
historically lower rate of female labor
force participation. compounded by
women's custering m a limited num-
ber of occupations, for example, struc
turally limits women's likely access to
health insurance. Intermittent labor
force participation and casual labor
are similahy penatized. Thus, 1 would
expand the historical coroltary and
note that access to health insurance
which incorporates the biases of the
labor market 1epresents a mean and
nairow view of a productive life. [t is a
view whose logical antithesis defines
those outside the paid labor force as
atvpical and different: whose needs,
in most cases, form the special cate-
gories supported by private and pub-
lic assistance.

Clearly 1ecent expansion in the
senvice sector and the manifest chan-
ges in numbers of families headed by
women pose a challenge to ow histor-
ical time lag, s0 to speak, when the
new realits —who works, where the

Jobs are and which kinds of jobs pro-

vide heclth benefits—is out of kilter
with own inherited assumptions. If we
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are only out of step with change, and
seek simply to expand voluntary
health benefits more evenly through
the new employmnent sectors, we will
still remain wedded to our first as
sumption that health insurance ought
to be linked with labor market partici-
pation. We remain the prisoners of a
narrow definition of human capital
which fails to measure adequately so-
cially useful work outside of paid
labor. It is a definition which places on
thos2 outside the burden of finding

Mz Schiffer:
The Private Sector

I want to thank WREI for this unique
opportunity. It is unique, first of all,
because I more frequently find myself
listening to Sena >rs and Congress-
men rather than appearing on the
panel with them, and secondly, as the
father of seven daughters, I have spent
much more time listening to predomi:
nantly women’s groups, then address:
ing them. Under the circumstances, |
hope you forgive iy enthusiasin.

Your programn asks me to address
the question: Is there a role for the pri:
vate sector in solving problems of in-
digent care? I would like to add four
additional questions to the agenda: 1)
Is the private sector currently playing
a role in solving the problem of in-
digent care? 2) Is that role likely to
increase? 3) Is it important that the
problem of uncompensated care be
solved? 4) What, in a practical sense,
can be done about it?

The first three questions, I can dis-
pense with relatively quickly with a
quote from the February, 1986 report
of the Prospective Payment Advisory
Commission (PROPAC). It said:

The emergence of competitive
""" in health care may curtail the

alternative access to health insurance,
or looking to the relief of traditional
charity and government-sponsored
programs which identify participants
as worthy or needy. We are, in sum,
condemned to debate continuously
the “piactical advantages and disad-
vantages” of different approaches to-
ward health insurance: trapped within
an equation of insurance and paid
labor force productivity or poverty
and charity first put forth by social
reformers more than 60 years ago.

provision of care to the uninsured
indigent patient. In the past, profits
have come from patients who pay ac-
tual hospital charges— patients with
conmercial insurance or some Blue
vross plan, and patients who pay
their own bills. Because many hospi-
tals are not paid on the basis of cha-
ges, for most patients, the cost of un-
compensated care is not distributed
evenly across hospital users.

Hospitals may find it increasingly
difficult to finance uncompensated ’
care as insurance companies lint
hospital payments in a competitive
cnvironment. Price will approach
the actual cost of caring for an addi.
tional patient, with no allowance for
charity care o1 bad debt. At the same
time, this method of financing *un-
compensated care may be croding
while the need may be increasing.
State limits on Medicaid programs
and an increased nueber of persons
without coverage could leave more
persons unable to pay for their own
hospital care.

So, in response to our first three
questions, is there a role for the pri
vate sector? The answer is absolutely.
Are we currently playing a role? Em-
phatically yes. Is that role likely to in-
crease? Absolutely not; unless some
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stringent measures are taken to handle
uncompensated care.

Now let’s address the question of
whether it is important to solve this
issuc of uncompensated care. As com-
mercial insurers, we certainly think so,
from a social, economic and political
standpoint. Let me take each of these
separately.

Socially. Our business is built on
satisfying social needs. And, while I
would never argue that there are not a
few bad insurance apples in the barrel
who take advantage of the population
at large, generally, insurers and their
management, have acted in a socially
responsible manner. It certainly is our
policy and belief, and that of most of
the large insurance companies, that
health care is a right and it is our job
to help achieve universal coverage.

Economically. Now let me give you
the self interest side of the issue. A
solution to the uncompensated prob-
lem is critical to the survival of the
commercial insurance industry. Cur-
rently we pay a disporportionate share
of the uncompensated bill because we
are basically charge-payers. As long as
containing health care costs and con-
taining health care premiums sells
business, we cannot compete and still
pay a disproportionate share of those
costs. Moreover, as long as the current
Administration here in Washington
advocates competition as the solution
to the health care cost problem, it has
the responsibility to help create a
reasonably competitive environmnent.

Uncompensated care is the Achilles
heel to having real competition in the
health care system. Those providers
that deliver a disproportionate share
of uncompensated care cannot com-
pete for patients with providers who,
in one way or another, avoid this bur-
den. And, by the same toker., insurers
W Q saddled with the dispropor-
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tionate share of uncompensated care,
cannot adequately compete with pay-
ers who avoid this burden. As the dis-
advantaged party among the payer
community, we desperately want to see
a soltion.

Politically. Finally, from the days of the
Truman Administration right through
the Carter Administration, we have
fought proposals to federalize the
health care system. We believe that we
can and should achieve universal
health care in the United States, but
that it can be done through the part-
nership of government and the pri-
vate sector. The only thing that in fact
could destroy this partnership is the
inability to deal adequately with the
issue of providing care to the indigent.

Let us pause for a moment and ex-
amine what we really know about the
issue. First of all, we know that the
problem is growing. In 1976, 4 percent
of hospital care was uacompensated.
Today, the figure is 6 percent. And the
estimate among physicians’ services
runs even higher than that. Second-
ly, we know that the private sector
through cross subsidies, is putting be-
tween $8 and $10 billion into the hos-
pital system and probably an equal
amount into the physician payment
system, to cover the cost of uncompen.
sated care. So, in a real sense, the use
of the term uncompensated care is a
misnomer. Really what we are talking
about is indirectly compensated care.
That is, somebody other than a person
receiving the care, is actually paying
the bill. Third, we know that the bur-
den of uncompensated care is spread
disproportionately and as long as we
are dealing in a competitive environ.
ment, this has to be corrected. So, we
have a distributional issue that needs
solutions. Fourth, as best we can tell,
75 percent of uncompensated care is
caused by those who lack insurance,
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predominantly, the poor and near
poor. And yet 70 percent of this group
has some relation to the workforce, as
either parttime, seasonal or narginal
workers. We therefore, have to think of
the employmnent relation as a poten-
tial source of solving the problem.
And finally, I am convinced that the
resources are there to solve this prob-
lem if we can develop a fair way to dis-
tribute them responsibly.

So what can really be done? First of
all, we have to think in terms of part-
nership solutions. The private sector
has a responsibility to its policyhold-
ers and shareholders that precludes it
from meeting the needs of people who
cannot take care of themselves. I think
1 learned in Civics 101 that the princi-
pal role of government was to take
care of those people who cannot take
care of themselves. And that applies to
all levels of government. I find it very
disturbing when I hear comments
coming cut of Washington that the
federal government has no responsi-
bility for the indigent, but rather this
is a problemn that needs solving by the
state and local governments and by
the private sector We simply cannot
afford to let the federal government
abdicate its responsibility in this
regard. I know that in the current bud-
get environment, looking for addition-
al revenues may be a pipe dream, but
nevertheless, much of our legislation
is developed only over the course of
several years and we must not lose
sight of the fact that the goverminent
has real responsibilities in this area.

With respect to the private sector,
there are a number of things that can
be done. First of all, thc Congress has
alread taken some important steps in
the Consolidated Omnibus Budget Re-
conciliation Act of 1985 by rec uiring
employers to extend coverage on
El{ll C widowers, divorcees and their
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dependents for a period of three years
and for the unemployed for a period
of 18 months, at the same rates which
are paid for active workers. To be sure,
this requires some resources on the
part of the individual 10 continue cov-
erage, but at a price that is much more
affordable than individual coverage.
As such, this fills an important gap in
preventing the growth of uncompen-
sated care.

Mandated Insurance?

Second, in line with my commnents
that 70 percent of the uncompensated
care is generated by people wl.v have
some relationship to the workforce,
let’s be cautious in jumping to the con-
clusion that mandating all employers
to provide insurance benefits is neces-
sarily a desirable solution. The large
employers of this country generally
already provide benefits. So th.. man:
date essentially would apply to small
employers, and marginal operations
who are not in a position to afford to
provide health benefits. In my judg-
ment, it would be imperative that any
kind of mandate be accompanied by
somne kind of tax incentives and subsi-
dies to help the small and marginal
employer institite benefit programs.
In the absence of that kind of govern-
mental assistance, the impact on emn-
ployment could be disastrous. To be
sure any kind of mandate will evoke
some, negative reaction from the busi-
ness and insurance community. Frank:
ly, I ain not sure how else to assure uni-
versal coverage.

Third, for a number of years we
have advocated the development of
pools to insure high risk and uninsur-
able individuals and groups. Current-
ly, eight states have enacted this kind
of legislation. Naturally, it tends to at
tract a poor class of risk. The pools are
guaranteed money losers, but provided



the cost of subsidizing is spread equal-
ly among all payers, they are not an
unreasonable burden for the private
sector and they work. Mrs. Kennelly,
who happens to be the Congress
woman from the First District of Con-
necticut and my representative, has in-
troduced federal legislation to encour-
age further development of these
pools. We support that and I hope you
will support that also.

Finally, a number of states have al-
ready taken the initiative of seeing that
the uncompensated care buvden is dis-
tributed more equitably among hospi-
tals. They have created pools in which

each hospital contributes a portion of

its revenue and the pool then distrib-
utes the monies to those hospitals with
the highest uncompensated care bur-
dens. States like New York, Massachu-
setts and Florida, and even South Car-
olina, have already taken this move. It
is a relatively painless and effective
way of getting at a portion of the issuc.

Obviously, there is no single perfect
solution. But certainly, with govern-
ment and the private sector joining

Dr. Trevino:
Cross-Cultural Differences

It is a great privilege for me to be able
to appear today before the honorable
members of the Congressional Wo-
men’s, Black, and Hispanic Caucuses. |
wish to take this opportunity to com-
mend each of you for the foresight
and concern you have demonstrated
by holding this hearing. The provision
of appropriate and effective hea'-h
services to our ever-growing Hispanic
population may well be one of the
most serious challenges facing medi-
cine and public health in this decade.

It is difficult to realize that despite
tl: O 1at Hispanics have resided in
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forces, we can do better, at least at the
margin. Nobody is going to convince
me that the resources to do this job are
net available. It is important to re.
member that the private sector already
is contributing $15-820 billion to-
wards the payment of care of the indi.
gent through the reimbursement sys-
tem. The positive way to look at this
issue is to say, “if we already have $29
billion going into the system, we do
not have that far t¢ go in solving it."
My guess is that another $10 billion or
so would be all we needed to ensure
universal access to care, and when you
look at $10 billion against a 81 trillion
budget, we really are talking small po-
tatoes. So. in conclusion, let me say
that collectively the private sector and
the federal government have the bucks
to do the job. Politically, the power is
there to make it happen, although at
the moment, the political will seems to
be lacking. ‘I think it is incumbent
upon all of us who are coneerned
about this issue to work together to
make the solutions happen.

this commury for well over 400 years
and now constitute the fifth-largest
Hispanic population in the world, we
do not even know how many of them
die each year in our country.! The
state of our knowledge of Hispanic
health necds should serne as a national
embarrassment for even the least de-
veloped nation, let alone the country
with the most claborate and most
highly financed health monitoring sys-
tem in the world.

Our most recent decennial census
conducted in 1980 enumerated 14.6
million Hispanics (59.8 percent of
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Mexican origin, 13.8 percent of Puerto
Rican origin, 5.5 percent of Cuban ori-
gin, and 209 percent of other His-
panic origins). If one adds to this fig:
ure the more than 3 million Hispanics
on the island of Puerto Rico (who are
not enumerated in the census), con-
sidering the possibility that some un-
documented Hispanic workers were
missed by the census (estimates of the
number of undocumented workers in
the United States range from 3 million
to 12 million) and allowing for the
growth that occurred in the Hispanic
population from 1980 to 1986, it is
probable that well over 20 million His-
panics live in the United States at the
present time. Furthermore, at its pres-
ent rate of growth, the U.S. Hispanic
population is doubling in size every 25
years.? Should social or economic con-
ditions change in Mexico (the world's
largest Hispanic country with which
we share a 2000-mile border) and Cen-
tral or South America, a possibility
that is not entirely remote, we coulc
absorb an unprecedented number of
documented and undocumented His-
panic immigrants.

Hispanics are a heterogeneous
group comprised of individuals of nu-
merous national origins. Their families
may have resided in the United States
for hundreds of years or only a matter
of days. They may be proficient in
English, proficient in Spanish, profi-
cient in neither, or proficient in both.
They share a common denominator
however, the effects of neglect by the
health research cominunity. You can
appreciate that if our health monitor-
ing systems cannot even tell us how
many Hispanics die in the course of a
year, they also cannot give us more
sophisticated information such as the
number of Hispanics who have un-
treated hypertension or diabetes. At
lC"csem time we simply do not
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know how many of our children a'e
properly immunized, have adequ:te
nutrition, need eyeglasses but do not
have them, or how their life expectan-
cy compares with white and black chil-
dren. Legislators know better than
anyone else what it is like to have to
make decisions regarding the alloca-
tion of scarce resources to serve peo-
ple whose needs are unknuwn. For all
too long we have dealt blindly with the
health care needs of our Hispanic
population.

Progress on Data

Fortunately, we are beginning to
make some progress in providing data
on the health needs of Hispanics. For
the last six years, it has been my pleas-
ure to have had the opportunity to col-
laborate with the staff of the National
Center for Health Statistics (NCHS).
Through that collaboration, we were
able to produce the first national
estimates on a variety of heaith indica-
tors for the Hispanic and non-Hispanic
populations using data fom the Na-
tional Health Interview Survey.}

Physician Visits. Data collected dur-
ing 1978-80 revealed that the white,
black, and Hispanic populations ex-
perienced approximately an equal
number of physician visits per person
per year (4.8, 4.6 and 4.4 visits, respgc-
tively). However, Hispanics were found
to differ significantly by national
origin in their use of physicians. When
analyzed separately, it was found that
Cuban Americans and Puerto Ricans
see a physician considerably more fre-
quently (6.2 and 6.0 visits, respectively)
than do whites or blacks.

On the other hand, Mexican Ameri-
cans see a physician less frequently
than all other groups investigated (3.7
visits per person per year). These eth-
nic and racial differences in physician
utilizatic could not be accounted for
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on the basis of age because the differ-
ences remain even after the data are
age adjusted. Further investigation re-

vealed that the lower utilization of

physician services among Mexican
Americans was primarily due to a
large proportion of Mexican Ameri-
cans who do not go to a physician in
the course of a year. One-third of Mex-
ican Americans do not consult with a
physician in the course of a year
compared with one-fourth of non-
Flispanics, Cuban Americans and

“other Hispanics,” and onefifth of

Puerto Ricans. Similarly, proportion-
ately more Mexican American chil-
dren (35 percent) did not see a physi-
cian in the past year as compared with
other Hispanic and non-Hispanic chil-

dren. In contrast, less than onefifth of

all Puerto Rican and “other Hispanic”
children did not see a physician in the
past year.

Dental Visits. Each year approxi-
mately one-half of all Americans four
years of age or over see a dentist. Mex-
ican Americans and blacks are the low-
est users of dental services with only
about one-third of them sceing a den-
tist during a given year. Puerto Ricans,
Cuban Americans, and “other Hispan-
ics” are more likely to have seen a den-
tist than are Mexican Americans and
blacks, but are less likely to have done
so than whites.

When overall estimates of persons
never seeing a dentist were compared
among specific populations, even
larger disparities were found. Virtually
all (97.5 percent) white non-Hispanic
persons four years of age and over
have been to a dentist. In contrast, al-
most one out of cvery five Mexican
Americans has never been to a dentist
during his or her lifetime. The pereent
of Mexican Amcricans never receiving
dental care was almiost seven times as
]: \I)Cfor white persons (the greatest
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users of dental care) and twice that of

black persons (the second highest non-
users after Mexican Americans). Low-
income Mexican Americans were over
one and a half times more likely to
have never seen a dentist than were
Mexican Americans with annual fami-
ly incomes of $10,000 or more (22 per-
cent compared with 14 percent).

Preventive Dentistry

Relative to preventive dentistry, al-
most one-third of Mexican American
children 4 to 16 years of age have
never received dental care. This per-
cent is three times greater than that
for white children and almost twice
that for other Hispanic children.
Health Insurance Coverage. In another
investigation, we compared public
and private health insurance coverage
among white and black non-Hispanic
people, Mexican Americans, Puerto
Ricans, and Cuban Americans under
65 years of age residing in the stan-
dard metropolitan statistical areas
(SMSA) in the United States.! The data
obtained in 1978 and 1980 revealed
that blacks, Puerto Ricans, and Cuban
Americans were twice as likely as
whites not to have health insurance.
Among Mexican Americans, the noi:
coverage rate is 3% times greater than
that of white non-Hispanics. The per-
cent of the population which was un-
insured for medical expenses ranged
from a low of 8.7 percent of whites to
a high of 299 percent of Mexican
Americans. Ahnost one-half of Mexi-
can Americans with an annual family
income of less than $7000 were unin-
sured, compared with approximately
one-third of Cuban Americans, one-
fourth of whites and blacks and one-
fifth of Puerto Ricans.

Reported reasons for not having
health insurance were obtained for
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uninsured persons. Inability to pay
was the most frequent reason pro-
vided by all ethnidracial groups. Mexi-
can Americans, the group with the
highest percent uninsured, were
among the most likely to report they
covld not afford insurance and the
least likely to report unemployment as
their chief reason for non-coverage.
While not providing direct evidence,
these findings would lead support to
the hypothesis proposed by Aday and
others that low rates of private health
insurance coverage among Mexican
Americans may result largely from
their low income and employment in
firms that generally do not provide
such coverage as a fringe benefit.’

Blacks and Hispanics were consider-
ably less likely than whites to be cov-
ered under private health insurance.
Eighty-six percent of whites, 61 per
cent of blacks, and 59 percent of His:
panics have private health insurance.
Among Hispanics, Cubans are the
most likely to have private health in-
surance (74 percent) and Puerto Ri-
cans are the most likely to have Medi-
caid coverage. About one-third of
Puerto Ricans have Medicaid (20 per-
cent), followed by Mexican Americans
(11 pereent), and Cuban Americans (5
percent).

Analysis of Medicaid coverage among
the poor revealed that almost two
thirds of the Puerto Rican population
under 65 years of age with an annual
family mncome under $7.000 has
Medicaid coverage, compared with
onc-half of the black population, one-
third ot the Mexican American popula-
tion, and almost one-fifth of the white
and Cuban American populations.

There are several possible reasons
for the greater Medicaid coverage
rates among Puerto Ricans and blacks.
First, 40 percent of Puerto Rican and
ll: TC““CS are headed by a female
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with no husband present, compared
with 12 percent of white families, and
16 percent of Mexican American fami-
lies"” (Figure for Cuban Americans is
unavailable). Therefore, it is probable
that greater numbers of Puerto Ricans
and blacks are qualifying for Medicaid
coverage under Aid to Families with
Dependent Children (AFDC). Second,
Puerto Ricans and blacks may be more
likely to reside in states that provide
greater optional coverage under Medi-
caid (e.g., coverage for medically indi-
gent individuals). Third, almost 5 per-
cent of Mexican Americans reside in
Arizona which did not participate in
the Medicaid program during the time
period covered by this study. Finally, it
is unknown how many undocumented
Mexican workers, who may be less like-
ly to have public health insurance,
were interviewed in the National
Health Interview Survey.

Obviously, the lack of health insur-
ance reduces an individual's financial
access to health care. Persons without
insurance were found to be 50 percent
more likely than insured persons to
not have visited a physician in the past
year. Of all the ethnic/racial groups in-
vestigated, Mexican Americans experi-
enced the lowest utilization of health
services and the lowest health insur
ance coverage. Among other reasons,
large numbers of Mexican Americans
may be delerring needed medical care
because they cannot afford it.

Our public health insurance pro-
grams have greatly increased the ac
cess to medical care of many minority
groups. lo the degiee that utilization
reflects access, our findings wounld sig-
nify that blacks enjoy equal access to
health care (but not necessaiily equal
quality) as whites. Cubans and Puerto
Ricans exceed the utilization of whites.
Mexican Awmericans appear o have
the lowest access. Given that 50 per-
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cent of the poorest Mexican Ameri-
cans in this country have no coverage,
it would appear that our public health
insurance programs are not working
very well for them. I urge you to seri-
ously study the possibility of redefin-

Ms. Jones:
For-Profit Hospitels

I am Marcia G. Jones, Health Policy
Specialist in the Public Policy Depart-
ment at the Anerican Federation of
State, County and Municipal Employ-
ees (AFSCME). AFSCME represents
more than 100,000 public hospital
workers nationwide and has a history
of supporting public health care
services.

Prior to iny AFSCME employment, 1
worked for many years as a legal serv-
ices advocate. I assisted dlients who
had been denied medical treatment
Lecause of an inability to pay. I saw the
unnecessary physical and emotional
traumna that these persons suffered as
a result of this denial of service.

These patients were denied care by
private, nonprofit facilities with Hill-
Burton obligations, so fortunately
there was a legal recourse in many of
these cases. Last vew Congress en-
acted legislation that m«  1ovide in-
digent patients with some limited ac-
cess to for-profit hospitals. Still, there
is no federal provision similar to the
Hill-Burton Act that requires a for
profit hospital to provide a reasonable
volume of free or reduced cost care.
Even on acquisition of a nonprofit
facility by a for-profit firm, a free care
obligation is not mandatory.

I will focus on problems created by
the impact of for-profit hospitals on
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ing the Medicaid eligibility require-
ments for mandatory coverage by
states. Eligibility for public health in-
surance coverage should be estab.
lished on one’s medical and financial
needs, and not on one's marital status.

What are some of these problems?

* An uninsured Texas laborer with
third degree burns over his back
and side arrived at Dallas's Park-
land Memorial Hospital with an IV
attached after having been denied
care at three different for-profit
facilities.!

® At a Kentucky hospital, indigent
pregnant women are denied ad-
mission unless they pay a $1.200
deposit.?

¢ In Nashville, Tennessee, a hospita!l
owned by the Hospital Corpora-
tion of America refused to treat an
indigent lung cancer victim who
was in great pain until a family
member paid a $500 pre-admis-
sion deposit.

¢ In Prince George's County, Mary-
land, 650 employees were laid oft
from the public hospital system
under contract management by
the Hospital Corporation of Amer-
ica (HCA). These firings were
HCA's response to the finandal
problems of the hospitals, although
conflicts of interest and misman-
agement may have also contrib.
uted to the problems.’

Why should the general public be con-
cerned about these problems and the growth
of for-profit health care firms? We should
be concerned because, as the ex-
amples show, for-profit hospitals do
not have the saime commitiment to the
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cummunity as public facilities do. The
difference in commitment results
from the fact that for-profit hospital
corporations are required by law to
protect their sharcholders’ invest-
ment. Public hospitals are required by
law to provide adequate care for all of
the community members in which
they are located without regard to
their ability to pay.

“Danger” Reported
A recent report issued by the Na-
tional Council of Senior Citizens
(NCSC) described for-profit health
care firms as a “growing danger to our
health care system,”* Studies pub-
hished by the Urban Institute and in
the New England Journal of Medicine doc-
ument that the com.nunity loses be-
cause: 1) for-profits contribute consid-
erably less, and sometimes not at all,
to providing care to the community's
poor. The Urban Institute and Aineri-
can Hospital Association data show
that in the 100 largest U.S, metropoli-
tan areas, for-profit hospitals provide
only 0.1 percent of the charity care;® 2)
for-profit hospitals charge 15 to 24
percent more per admission than pub-
lic and non-profit hospitals as a result
of drug markups and increased use of
ancillary services;’ and, 3) for-profit
hospitals contribute little to medical
rescarch and education, thus depriv-
ing their staff of new krowledge need-
ed to care for the community®
Another reason for public concern,
particularly in these deficit years we
are experiencing, is the loss to taxpay-
ers that results from a takeover of a
nonprofit hospital by a forprofit firm.
Any hospital accepting federal funds
under the Hill-Burton Act must con
tinue to provide indigent care for the
duration of its 20-year obligation, or
repay the funds as required by the Def-
il: lK\‘I‘C‘ction Act of 1924" Based on a
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Department of Health and Human
Services Inspector Generzs (IG) re-
port, the NCSC charges in its report
that the federal government has failed
to entorce this provision of the Act.
This failure has cost taxpayers mil-
lions of dollars in uncollected funds."

Why should for-profits have to provide
any free or reduced cost care if there are
public and nonprofit hospitals that can pro-
vide for the poor? For-profit hospitals
should have to provide services to in-
digent patients because: 1) patients
transferred to public hospitals without
first being stabilized are placed in
Jjeopardy of losing life and limb;! D)
for-profit hospitals are overburdening
public hospitals by transferring large
numbers of indigent patients;* and, 3)
for-profits receive tax subsidies
through Medicare payments, and thus,
they owe a debt to the public which
should be repaid through services to
the peort

Management personnel ‘or these
for-profit firms candidly declare that
their affiliate hospitals have no re
sponsibility legally,!* and apparently
feel none morally to treat the indigent
sick.!?

This attitude is especially offensive
when for-profit hospitals gain control
by taking over a public hospital facil-
ity. For-profit firm spokespersons, how-
ever, have denounced critics who are
appalled by their profit:making* mo-
tives and tactics in taking over public
facilities. The firms claim to save pub.
lic hospitals from “probable demise.”"
They claim to improve the acquired
public and nonprofit hospitals by pur-
chasing state-of-the-art equipment,
streamlining staff, attracting new
physicians, and contributing to tax
revenues rather than depleting them."

To be sure, the forprofit hospitals
do indeed “strcamline staff’ which
often results in dangerously low staff-
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to-patient ratios.”™ Lower staffing pat-
terns are particularly problematic at
public hospitals where patierts tend to
be more severely ill. For example, at
Highland General Hospital in Oak-
land, California, the management
firm, Pacific Health Resources, set a
standard of I5 hcurs of nursing care per
. patient, iistead of the existing stan-
dard of 18.73 hours. Welldocumented
earlier studies at Highland showed a
need for greater nursing care because
“the condition of many of the patients

on the wards at Highland was similar

to that of patients in the intensive care
units in private hospitals.""

For-prodit hospitals generally try to
avoid rreating the poor altogether by
either climinating, or not having com-
prehensive, less profitable services
such as, extended care services, phys-
ical medicine, rehabilitation units,
and substance abuse units. Those serv-
ices are often necessary in treating the
poor® In essence, for-profit hospitals
disable themselves to treat the poor
There is ample documentation that
after having disabled themselves to
treat "liic poor, the for-profit hospitals
then transfer the indigent sick to pub-
lic hospitals.! The public hospitals are
already overburdened with indigent
patients and have financial problens
from treating a large number of poor
patients.®” This “ssimming” of profit-
able services and patients by the for-

profit hospite!: reduces the ability of

both the nonprofit and public hospi-
tals to compere for paying patients
and to continue operating. Conse-
quently, many nonprofit and public
hospitals are left open to takeover by
the for-profit firms which daim to be
the curc-all for the financial problems
of these hospitals. This potential for
monopolistic control is dangerous t
the comumum * because the commu-
1 \[)C‘t pay higher prices for hospi-

tal treatinent that has not proven to be
any better®

There is no doubt that the poor are
the "major victims” of the growth of
for-profit hospitals.*'

This victimization of the poor oc
curs through the practice of “patient
dumping”--the transfer of patients
from for-profit hospitals to nonprofit
and public hospitals solely for finan-
cial reasons, and through bill collect-
ing and advance payment demands?
Both of these practices are of ques
tionable legality.®

In many patient dumping cases,
these patients are at risk of dying en
route to a nonprofit or public hospital
because these transfers are often done
without the for-profit hospitals stabil-
izing the patients.*” Tn instances where
the patient is stabilized before trans:
fer sufficient medical data to assist in
continued treatment of the patient is
not supplied.®

What can be done about these risks that
Jor-profit hospitals are posing for indigent
patients through transfers? What can the
Sederal, state, and local governments do to
require these hospitals to make their profit
wndependently of the burden they put on pub-
lic and nonprofit hospitals through these
transfers and lakeover attempts? What can
be done to get them to share in the provi-
sions of a reasonable volume of free or re-
duced cost care? With respect to the first
question concerning the dummping of
patients, the federal government has
alrcady taken a giant step towards cor-
rectjng this abuse. As part of the Con-
solidated Ommibus Budget Reconcilia-
tion Act of 19¢ (COBRA)* patient
anti-dumping legislation has been in-
cluded entitled “Examination and
Treatment for Emergency Medical
Conditions and Women in Active La-
bor” This provision requires Medicare-
partidipating hospitals to evaluate all
patients who come to their emergency
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rooms.™ Patients must be examined,
irrespective of whether they are Medi
care patients, to deteriiine if an emer-
gency exists, or if a woman is in active
labor. If so, the hospital must stabilize
the patient or care for the woman in
labor unless that patient requests a
transfer. or a physician or qualified
medical personnel certifies in writing
uiai the medical benefits of transfer
outweigh the risk of the transfer:"

Patient Transfers

If a patient is transferred without
being stabilized, the transferring hos
pital must obtain an agreement from
the hospital +> which the patient is be-
ing referred that it will accept the pa-
tient. The transferring hospital must
send medical records and use quali-
fied personnel and equipment during
the transfer™

This legislation gives the Secretary
of Health and Human Services the op-
tion to assess a civil penalty of $25,000
for each violation against the transfer-
ring hospital and physician, or to ter-
minate the hospital Medicare agree-
ment. The transferred patient also has
a private right of action." Texas has
enacted similar legislation. ™

Second, the federal government
should recognize through the Medi
care and Medicaid programs the spe-
cial costs of all facilities which provide
a large volume of free care. This reim-
bursement structure would reduce the
competitive edge forprofit hospitals
gain from patient dumping. ‘Ten states
have already developed such rate struc-
tures although they vary wiaely."

Third, the federal government
should enforce the legal provisions
which require the for-profit firms to
repay the money they owe for acquir
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ing a public or nonprofit facility with
an existing Hill-Burton obligation if
they choose not to fulfill it.

Fourth, states should establish pro-
tections such as requiring public hear-
ings, or involving states’ attorneys gen-
eral, when for-profit hospitals attempt
to acquire nonprofit and public facili-
ties. For example, in addition to ob-
taining assurances fromn a prospective
corporate buyer or lessor that indi
gent care will continue to be provided,
North Carolina also requires public
hearings before a public hospital can
be sold or leased to a corporation.* Tn
Massachusetts, the state’s attorney
general filed suit to enjoin the sale of
Hahneman Hospital in Brighton, Mas-
sachusetts « a for-profit corrporation,
Comraunity Systems, on the grounds
that the saie was beyond the authority
of the Board of Trustees of the hospi:
tal. New York prohibits the operation
of health care corporations controlled
by out-of'state interests.*

Finall,, the federal and state govern-
ments should enact laws that provide
funding for a reasonable volume of
free or redu.ced cost care. The labor
movement, the Villers Foundation,
and others are working collaboratively
on developing model legislation to
fund uncompensated care.

Even if this, or similar legislation is
enacted, we must continue to exert
public and political pressure to en:
courage tor-profit management to
change its attitude toward treatment
and billing of indigent patients.

With greater public awareness of
the problem, proprietary hospitals
may soon have to concede some of
their profits in favor of a greater com-
mon good —the individual's right to
health care.




Dr. Trowell-Harris:
Assessing The Care Group

America is rich in the diversity of its
minorities. This diversity among pop-
ulations is reflected in langnage differ-
ences; in cultural pructices and beliefs
with respect to illness and health; dif-
ferences in needs for types of health
services and the duration of health
carg and differences in birth rates and
differences in the afflictions which kill.

Minority women are increasingly
disadvantaged, and further separated
from necessary health care for them:
selves and their familie.

The purpose of this paper is to de-
scribe the critical health care gap for
woien, minorities and their families,
access to care, and the social factors
and health status that contribute to
concerns around access to care. The
American Nurses' Association’s cur-
rent activities and recommendations
to address these needs are outlined
here.

Access to care is the most critical
health care concern for women and
minorities, and their families. Access
as defined by Penchansky (1977) con-
sists of four factors: 1) adequacy of
supply, 2) geographical accessibility, 3)
ability to pay, and 4) ease of entry.
While lack of resources and reim-
bursement mechanisms (public and
private ‘nsurance) place severe barri-
ers in the way of access, the presence
of resources and funding does not
guarantee access. Continued popula-
tion growth, the changing distribution
of health care providers in the coun-
try, rapid change in health care deliv-
ery, rapid change in the health care
industry, client understanding of the
importance of the need for services,
and economic problems in certain
areas of the country contribute to the

problems of access to health care by
indigents.

The medically indigent are primari.
ly those persons without adequate
health insurance. There are 35 million
people in the country who do not have
medical insurance, according to Dr
David Rogers, president of the Robert
Wood Johnson Foundation. That is 20
percent more than there were in 1980.
The foundation study estimated that
one million families were refused
health care for financial reasons in
1982 (Robert Wood Johnson Founda-
tion, 1983).

hmportant strides in the provision
of hea'th care have been made in the
last several decades. The introduction
of Mcdicare and Medicaid in 1965 and
the development of employee-related
health insurance have been major ac-
complishments in increasing access to
health care. However, the adequacy of
health insurance is a growing problem
for many, especially the elderly who
are concerned about what services are
covered by Medicare and whether they
can afford the co-payment and deduc-
tibles required.

The issue of uncompensated care is
another critical health concern for
women, minorities, and their families.
Uncompensated care is composed of
charity care and bad debt according to
a leading health policy rescarcher,
Gail R. Wilensky, Ph.D., director of
Froject HOPE, Center for Health Af-
fairs at Millwood, Virginia. Uncom-
pensated care is not a hospit.d issue
alone. It is a social issue. The real ques-
don that needs to be addressed is, “Can
we, as a society, do what is necessary to
enable the health care poor to obtain
access to needed health services?”
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As states facing budget limitations
tighten eligibility criteria the number
of people who have no protection,
either private or public, against the
cost of services, injury, or illness will
grow. This is a critical national issue,
not involving just hospitals, but also
health care practitioners, health plan-
ners, third-party payers, employers,
and most importantly, legislators at
the state and national levels.

In recent decades, women in the
United States have undergone a revo-
lution in their self-perception and
their traditio..al relationships to work,
money, marriage, family and society in
general. These societal changes have
implications for every aspect of wo-
men’s lives, including health and ill-
ness (Department of Health and Hu:
man Services, 1985a).

Various social and ethnic factors
contribute to identification that cer-
tain groups of women have higher
morbidity or mortality rates, or both,
than others. Yor erample, maternal
deaths 2re four times as high for black
wonien, and three times as high for
Hispanic women as they are for white
women (Public Health Service, 1985a).
Rates of depression are higher among
married women with children at home
than they are among women who have
never married or those whose chil-
dren have left home (Public Health
Service, 1985a).

Numerous biological and social fac-
tors are thought to contribute both to
women’s greater morbidity and to
their longevity: for example, cultural
and social values and attitudes affect-
ing women’s health; economic status;
participation in the labor force; fam-
ily, household structure, and age; and
interaction with the health care system.

Human behavior is shaped by cur-
rent cultural and social values and
¢ © attitudes (Public Health Serv-
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ice Task Foice on Women's Issues,
1985a). Women’s behavior, which is
often less risk-taking than that of men,
may protect them from violent acci-
dents and death, but it may also keep
them frcn. competitive activities that
lead to physical fitness and greater
mastery of the environmment.

As a group, women are economical-
ly disadvantaged in comparison with
men, regardless of age, race, ethnicity,
education, or employmer* status. Data
from the Bureau of the Census, the
Bureau of Labor Statistics, and the
Congressional Budget Office confirm
that women in the United States are
becoming increasingly disadvantaged.
Poverty and ill health are interrelated.
Disadvantaged people become ill be-
cause of poor nutrition, poor living
conditions, high levels of stress, and
reduced access to health care. As a
result of these conditions, iflness may
occur with greater frequency, causing
those persons to miss work or lose jobs
and become even poorer.

The Task Force on Women’s Health
Issues (1985) reported that the rapid
rise in the participation of women in
the labor force has been the maost far-
reaching change in recent years. Cur-
rently, 52 percent of all women are in
the labor force. The most rapid shift
in participation has occurred among
women with children still in the home.
Sixtysix percent of mothers with schpol-
age children are now employed.

The long-term effect of multiple
roles on the health status of women
has received some attention from re-
searchers, but results are equivocal.
Studies have shown that gainfully em-
ployed women are healthier and gen-
erally more satisfied than housewives.
It is not known whether this is the
case because healthy women take and
keep jobs outside the home, or wneth-
er the jobs by providing self-esteein,
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income, and status result in better
physical and mental health. Symptoms
of stress have been found to he more
frequent in women with jobs that offer
limited upportunities for women.
Lack of occupational mobility is great-
er still for minority women than for
white women.

In addition to income and occupa-
tion, health status is also related to var-
ious demographic factors. Marital
status, age, houschold structure, and
the timing and number of children all
have implications for women’s health.
A family or household is important
not only because it is the place where
health behaviors are learned, prac-
ticed, and reinforced, but also because
it is where most short-t2rm acute and
long-term chronic care occurs (De-
partment ¢f Health and Human Serv-
ices, 1985).

Studies have repeatedly shown that
women are more likely than men to
report symptoms of illness and to util-
ize health services. What is not clear is
whether these statistics reflect real dif-
ferences in morbidity or some com-
bination of genderrelated differences
in income and age structure, illness
behavior, access to care, and response
of the health care system. Differences
in access to care by men and women,
whites and minorities, and rural and
urban dwellers all have been exam-
ined, as have diffcrences in the way
the health care systems respond to wo-
men. Some research indicates that
women are treated with less respect
and dignity, that male physicians nay
be less sensitive to women'’s needs, and
that psychotherapeatic muedications
are disproportionately prescribed for
women as compared to men. The wo-
men's movement, more female physi-
cians, and the development of alter
nate treatment services for women
xl: T nge this trend.
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Because women use health services
more than men, it is important to ad-
dress those conditions that tend to in-
crease women's need for senvices and
to promote those conditions and
behaviors that maintain health.
According to the Public Health
Service Task Force on Women's Issues
(1985a), fundamental to u.: achieve:
ment of improved health for all wo-
men is the recogr * "on that their lives
have changed dramatically in recent
years and the future changes are likely
to be even greater. The three most im-
portar:t social changes aftecting wo-
men’s health at the present time are:
® The increasmg numbers of women
living in poverty,

®* The unprecedented entry of wo-
men into the labor force, including
women with infants and young
children; and

®* The continuing increase in the
longevity of women.

Society as a whole must begin to
take these changes into account if pro-
grams and policies are to be of maxi-
mum benefit. While most health dis-
orders are not sex-specific, some prob-
lems occur more frequently in women
than in men, and thus contribute to a
significantly higher morbidity rate
among women.

Minority women in the United
States carry a dispioportionate  bur-
den of discase. Life expectancy is
shorter and rates of infant and mater-
nal mortality are higher for minority
women than for white women. Minor-
ity groups also have a higher preval-
ence of chronic diseases such as dia-
hetes, hypertension, and cardiovascu-
lar disease. The death rate from cer-
tain cancers is significantly higher in
black than in white women. Since
many minority women are socio-
cconomically disadvantaged, their
health problems are compounded by
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poverty, poor nutrition, low motiva-
tion and self-estcem, and adverse en
vironmental factors (Public Health
Service Task Force on Women's Health
Issues, 1985a).

In January 1984, the Secretary of
the U.S. Departiment of Health and
Humnan Services established the Task
Force on Black and Minority Health
in response to the national paradox of
steady improvement in overall health,
with substantial inequities in the
health of U.S. minorities. The report
decuinen’s the disparity in key health
indicators among certain groups of
the U.S. population. A comprehensive
study was carried out to investigate
the longstanding disparities between
the health status of U.S. blacks, His-
panics, Asian/Pacific Islanders, and
Native Americans compared to that of
whites. -

The task force found that 6,000 ex-
cess deaths occur each year in minori-
ty populations (Department of Health
and Human Services, 1986). Excess
deaths express the difterence between
the number of deaths actually ob-
served in a minority group and the
nuinber of deaths that would have oc-
curred in that group if it experienced
the saine death rates for each age and
sex as the white population. One of
the task force’s major concerns was the
quality of available data, especially on
Hispanics.

According to the Deparunent of
Health and Human Services (1985b),
age-adjusted death rates reached new
lows in 1984 for each racesex group
except black females. White females
had the lowest estumated age-adjusted
death rate (3914 deaths per 100,000
population), followed by black females
(586.2), white males (694.6), and black
males (1,016.1). Between 1983 and 1984,
age-adjusted death rates decreased

(Elillc('nt for white females, and in-
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creased three percent for black fe
males (from 571.5).
The American Nurses' Association
(ANA) has a long history of promnoting
efforts tn assure quality health care to
all individuals, affordable health in-
surance for the unemployed and their
families, continued federal funding
for marernal and child health pro-
grams, state programs to ineet the cost
of providing uncompensated care and
continual federal funding for the
Medicaid program.
One purpose of the American
Nurses' Association is to shape public
policy about health care to benefit the
health and welfare of the nation’s citi-
zens. While policies and goals put
forth by the ANA House of Delegates
guide this process for the profession,
it is recognized that health policy for
the people is determined by legislative
bodies as they adopt laws, by executive
bodies as they adininister laws, and by
judicial bodies as they interpret laws.
Each year, specific legislative priori-
ties arc adopted by ANA and shared
with nurses and policymakers. ANA's
1987 legislative and regulatory priori-
ties include a number of goals and ac-
tivities relevant to this paper.
Access to Care. To address access to
care the association framed two goals:
® to assure access to quality health
care services especially to vulner-
able populations, such as children,
the disadvantaged and the aged;
and

® to assure access to nursing care
services with emphasis on the role
of nurses as qualified providers of
health care services.

To achiceve these two broad goals,
ANA is actively pursuing legislation
and regulation that will provide:

* a prominent federal role in and m-
wreased federal funding for the de-
livery of maternal-child health care
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services and related programs,
such as immunization and school
health programs;

¢ health insurance for the unem:
ployed and their families;

® reform of the Medicare program
without limitation in the accessi-
bility to health care services or an
increase in the financial burden to
the Medicare beneficiary;

® access to longterin care services
without the imposition of excs
sive emotional and financial bur-
dens on families;

® legislation that is responsive to the
health care needs of both urban
and rural Americans with respect

to accessibility and availability of

essential health care services;

¢ continued federal funding for nurs-
ing education programs, especially
graduate ecducation, designed to
enhance the quality of patient care
and the cost effectiveness of nurs-
ing services; and

¢ establishment of a visible and vi-
able organizational entity at the
federal level which focuses on
nursing research.

ANA has targeted active support of
particular legislation and regulation
to accomplish its human rights goals.
These include: passage and ratifica-
tion of the Equal Rights Amendment;
continued enforcement of the Voting
Rights Act; a strong and independent
U.S. Commission on Civil Rights; and
federal legislation to assurc that essen-
tial health care services are provided
to the nation’s people.

Maternal and Child 1lealth.
¢  One of ANA' goals is to increase

funding for the delivery of mater-
nal child health care services. To
address this goal ANA is collabo-
rating with state and federal legis-
lators in underwaking initiatives
o7 at increasing funding for

maternal-child health care serv-
ices. These initiatives include sup-
port for increased federal funding
for the Maternal Child Health
(MCH) Block Grants, Immuniza-
tion Programs, Aid to Families
with Dependent Children, and the
Women, Infant and Children
(WIC) Program.

In 1987 the American Nurses' Asso-
dation published a summary of data
obtained from conferences of expert
perinatal clinicians and policy makers
on access to prenatal care and preven-
tion of low birth weight. This publica-
tionalso provides reconuimendations for
health policy based on conference data.

Uncompensated Care. Another ANA
goal is to work to attain adequate
health care services for the poor and
uninsured.

To achieve this goal, ANA is strongly
encouraging state nurses’ associations
to support state legislation for cover-
age of uncompensated care. This goal
also includes the development of fed-
erally coordinated financial mechan-
isms, and a comprehensive policy with
the individual states to meet the cost
of providing uncompensated care.

Federal Financing for Medicare. An-
other ANA goal is to support financ
ing of quality health care services to
Medicare heneficiaries. To achieve this
goal, the association urges congres-
sional representatives and federal
agencies to pursue legislative initia-
tives to increase federal finanung for
Medicare.

ANA has identified as a final goal,
the need for continued state and fed-
eral support of quality health care
services to Medicaid beneficiaries.

1o address the goal of federal finan-
cing for Medicaid, ANA urges state
and federal legislators to develop ini-
tiatives aimed at increasing funding
tor the Medicaid progran.
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ANA Recommendations. The critical
health care gap is access to care. Fill-
ing the gap will require concerted ef
forts on the part of many people and
organizations. In order to promote im-
proved access to care for women,
minorities and their families, ANA
recommends:

1. Support for heaich promotion/dis-
ease prevention programs and re-
search that specifically addresses
the needs of women, minorities,
and their families.

Supnort of legislative and regula-
tory measures that ensure health
insurance coverage for women,
minorities and their families.
Support for expanded prenatal
care benefits under Medicaid, the
federal health programs for the
poor.

Health programs and educational
efforts thua! are tailored to the lin-
guistic and cultural needs of di
verse populations.

Development of models for pro-
viding quality care to culturally di-
verse groups.

ERI
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Access to care is the most critical
health care concern for woinen, mi-
norities and their families.

The American Nurses' Association
has a long history of proinoting efforts
to assure access to care. Several legisla-
tive priorities and resolutions to ad-
dress specific goals have been adopted
by ANA and shared with nurses and
policymakers.

Access to care is a monumental
problem which has generated in-
creased concern among health care
professionals. The scope of the prob-
lem is unwieldy and would require
considerable effort on the part of poli:
ticians, health care professionals, and
policy analysts to reduce or alleviate it.

There is as yet no generally recog-
nized procedure for assessing the total
of prograins and services for access to
health care in terms of tse, results,
quality and cost; in short, who, when,
where and how to refer atrisk inaivid-
uals in order to meet their needs most
effectively. What is needed is a simpli-
fied system so that people who need
care, but cannot pay for it, will know
how to access the system.




Concluding Comments:

The Honerable Edward M. Kennedy, U.S.S.

The Honorable Mickey Leland, M.C.

“:“‘
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 Senator Kennedy:

I am glad to see that there are groups
that are still committed to good qual-
ity health care. We don't hear the
words said very often these days but I
must say I continue to be strongly
committed to the concept of national
health insurance. I join with ail of you
this morning in focusing attention on
some of the most imporant health
care issues and questions that we are
facing in our country.

I congratulate all of those who have
been a part of this conference, and 1
hope that as you leave this caucus
room you will continue your good
work. Your effectiveness is incieasing
in spite of a long and difficult period
the past several years.

You know that many of us in Con-
gress continue to work on these issues,
Basically we are attempting to provide
decent and quality health care to all
Americans as a right, and not a privi-
lege. I believe in that very deeply. Now
we are trying to deal with it in a variety
of different approaches. I welcome the
chance to participate with you in your
efforts.

Recently, the Thurmond-Durenberger-

. Kennedy-Hollings bill was introduced

to extend the various health benefits
of Medicaid to expectant mothers up
to the poverty level. This was a recoin-
mendation made by the National Gov-
ernors Association, and it truly is an
idea whose time has come. We got that
legislation passed. It will provide some
important services to a very vulner-
able group in our society. We're inter-
ested in further extending the pro-
gram to needy children; perhaps, with
Durenberger-Kennedy legislation later
on in this session.

Last year, as part of the reconcilia-
tion bill we were able to pass legisla-

ti " h prohibited hospitals trom
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“dumping” patients who can’t pay.
This outrageous practice has affected
so many people in communities across
this country. As we all know, they're
obviously the poor individuals in our
society.

Also, as a part of the reconciliation
bill last year, we were able to enact
legislation enabling individuals who
had lost their jobs to buy back into
their health insurance program for a
period of at least 18 months. It also ap-
plied to spouses and dependents.

All of us are very much aware, as
Congressman Martinez pointed out,
of the increasing number of people in
our society who are losing any kind of
insurance. Currently, 37 million peo-
ple are uninsured. We all recognize
that these are really limited provisions
to try and deal with that problem. We
are going to propose more compre-
hensive legislation in this Congress to
try once again to insure that there will
be a further extension of health insur-
ance for those who lose their jobs.
Hopefully, we'll be successful.

Another issue which concerns us is
the increasing deductible under Medi:
care. We've seen the increase in the
deductible really explode because of
the prospective payment system under
Medicare. It has gone up 43 percent in
the last two years. And now rather
than being a disincentive to rising
costs or a cost-sharing device, it is ac
tually preventing great numbers of
people, elderly people in our commu-
nity, from going into the hospital. I am
hopeful that we will be able to address
that issue in this Congress. We were
able to at least halt the exploding rise
in the deductible for our elderly
people. '

But even though some progress has
been made for the elderly, we know
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that a number of children in our soci-
ety that would qualify under Medicaid
are not receiving the health care they
need. We know that the infant mor
tality rate has not been decreasing. We
know how to decrease infant mortality,
and we know what has to be done. It is
really 2 question of national priority,
national conmitment, and national
concern. Although there are many
issues in Congress with which we real
ly have difficulty finding solutions, in
these areas we know what to do. It real-
ly is a question of resources, priorities,
and commitment.

It is imperative that we raise these
health issues again. I strongly believe
that the American people want us to
deal with this in a comprehensive way.
I an very hopeful as we move on
through in the course of the elections,
that we will make decent health care
an issue all across this country. I find it
absolutely repugnant as an American
to believe that whether a child is born

Mr. Leland:

I feel honored to have been asked to
offer the closing remaiks and benedic-
tion on this special occasion. The issue
of health care has long been one of my
major legislative interests.

No health service can be a truly pro-
gressive service without opening itself
and extending itself tu all needy
peoples.

Accessibility has long been a prob-
lem for poor people who need health
services. People of color, and women,
have been effectively isolated from
health care services through a decline
in the number of hospitals and other
health facilities which serve the poor
and the uninsured.

To conserve time, I will offer you

Q ne example of an issue which is
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of poor parents, or to middle class
parents, the chances of swmvivability
reaily depend on the pocketbook of
that parent. And in our society, if we
care about the things that we say we
care abou.—that is, our children and
insuring a healthy society—then that
kind of blatant hypocrisy needs to be
confronted by the American public,
And | believe that if we do that over a
period of tiine, we will be able to deal
with the issue in a comprehensive way
which will reflect our humanity and
insure quality health care at an afford-
able price.

So I applaud your meeting here. 1

just want you to know thai as long as I

have a voice and as long as 1 have a
vote, it's going to be speaking to your
concerns, and the concerns of mil
lions of our fellow citizens, who ought
to be able to have quality health care
as a right in our society and not as
a privilege.

desenving of om attention: the prob-
lem of access to health care for
migrant and seasonal farm workers.
Despite advances in medical care de
livery and the growing network of
nearly 800 comnumity and inigrant
health centers across our nation, the
centers still reach less than one-
quarter of America's 25 million under-
served residents.

Sixty percent of the people served
by these center are living below the
federal poverty level. Nearly 30 per-
cent of them have no health inunance,
public or private. As a result, many of
the poor and underinsured rely on the
existence of community and migrant
health centers exclusively to meet
their health care needs,
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Of course, in considéring the prob.
lems of .:..grant and seasonal workers,
we must consider the special plight of
their children. Almost 40 percent of
the population served in these centers
are children under the age of 14. These
children suffer more frequertly and
more severely than does the general
population of children from both
acute and chronic illness. This is an in-
justice we must correct.

Migrant and seasonal farm workers
are primarily concentrated in the Gulf
area and south-central Texas, but they
travel and work in all 50 states. Often
their working conditions are unsani-
tary and unhealthy. The healtn of
these workers is at high risk because of
the unclean and unprotected nature
of their working environments. First,
we must strive to improve the working
conditions of these workers Ly stimu-
lating their employers to provide bet-
ter facilities for them. And, we also
must combat the high incidences of
disease and illness Ly making quality
‘health care more readily available to
themn.

Twenty-eight percent of the women
who use the health centers
childbearing age, an< in most cases
these centers provide the only pre
natal care available to them. High in.
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fant mortality rates for migrant work-
¢rs attest to the great need for expan-
sion of these services.

Clearly, in light of the growing num-
ber of poor people, and people with
inadequate health coverage, access to
health care is a moral imperative.
‘Treatment shoud be focused on dis-
ease prevention and health mainten-
ance, in order to keep health care costs
down in the long run. Health care cen-
ters should be conveniently located
within communities, so that transpor-
tation and access to transportation do
not remain barriers to health care. Fi-
nally, the appalling working condi-
tions of migrant workers must be re-
medied to avoid even greater risk of
discase.

In concluding, 1 want to thank the
Women’s Rescarch and Education In-
stitute (WREI), the Congressional His.
panic Caucus, and the Congressional
Black Caucus for their work in putting
together this very informative and im-
portant forum on bridging the health
care gap.

This issue certainly warrants our
concérted attention as legislators, as
researchers, and as activists. I hope
that everyone here will continue to
work toward achieving equality in ac
cess to health care.
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