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through their State legislatures—peo-
ple, 1 suppose, who have no caring for
the elderly. | do not believe that. Most
of you have served in State legisla-
tures. Do not tell me the States do not
care. | cannot believe what | hear from
time to time about that.

So, we do need to make changes if we
want to continue to have a program
that delivers services. That is what it
is all about. | think we ought to take a
little look at the long-term goals and
the breadth of the goals that are in
this bill. They have to do with bal-
ancing the budget. They have to do
with job opportunities. They have to do
with dealing with some of the problems
which have brought us to where we are.

I really wish we could talk just a lit-
tle bit more about the facts. For in-
stance, this tax business that we hear
every time someone stands up. Tell me
a little bit about part A of Medicare
and how that gives a tax offset. | would
like to know more about that.

The PRESIDING OFFICER. The time
of the Senator has expired.

Mr. THOMPSON. | yield the floor.

The PRESIDING OFFICER. Who
yields time?

Mr. GRAHAM. Mr. President, | yield
90 seconds to the Senator from Ala-
bama.

Mr. HEFLIN. Mr. President, | want
to make a few remarks about the ef-
fects of the proposal to reduce pro-
jected Medicaid expenditures by over
$186 billion over 7 years on those in
Alabama—poor mothers and children,
the disabled, and the elderly—who
count on Medicaid for their medical
and long-term care.

First, and most importantly, the Re-
publicans proposal, if adopted, would
immediately place the Alabama Medic-
aid Program in a state of utter chaos.
It would place a gun to the head of the
Governor and State legislature. They
would be forced to make immediate,
savage cuts—about 21 percent—in the
program. These cuts, over $386 million,
would have to be imposed the current
fiscal year, starting in the second quar-
ter of the year.

Let me be very clear about this.
These cuts would be imposed on the
Medicaid budget that has been in effect
since October 1, 1995. The only alter-
native available to these cuts would be
an immediate major increase in taxes
on the people of Alabama. This would
not happen given the ‘““no new taxes”’
pledge of our Republican Governor.

My second observation is that this
sudden cut is only part of the almost $3
billion hit the Republican bill would
impose on Alabama. | know the other
side claims that Alabama and other
States can easily handle these cuts by
achieving greater efficiencies in the
program. Well, sure they can, and | can
tell you how. They can cut poor people
off the program by restricting eligi-
bility. For those who remain, access to
care can be cut by simply reducing
payments to providers, doctors, hos-
pitals, and nursing homes, below the
costs of their services. At that point,
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these services will no longer be avail-
able.

Finally, Mr. President, our Repub-
lican colleagues repeatedly assert that
all of these cuts are not real, they are
simply reductions in the rate of in-
crease. However, as we have finally had
an opportunity to examine the details
of the bill, we find that in some impor-
tant instances this is simply not the
case. For example, the Medicaid pro-
posal cuts funds going to hospitals that
care for a disproportionate share of pa-
tients that do not have insurance or
other means to pay for their care as re-
duced immediately by 56 percent. | re-
peat, this is a real cut of $185 million.
According to Dr. Claude Bennett,
President of UAB, almost 30 percent of
Alabamians are medically indigent and
responsibility for providing care to
them falls largely upon their Univer-
sity Hospital. Dr. Bennett is correctly
concerned that it can continue to
shoulder this burden which will surely
increase in the face of these cuts.

Now, | know, Mr. President, that in
the backrooms the majority is continu-
ing to cut deals in an effort to fix up
this disaster. States are pitted against
States. If Alabama gets its situation
improved, which it must, the poor in
some other States will suffer. The bot-
tom line is this—these Medicaid cuts
are simply too much, too soon. Our
State will not be able to cope without
hurting people. We must rethink what
we are doing.

REAL FAMILIES VERSUS
REPUBLICAN RHETORIC

Mr. ROCKEFELLER. Mr. President,
Republican rhetoric is that working
families will be helped, but | question
if this will be true for real families in
West Virginia.

This Republican package seeks to cut
Medicaid funding by a whopping $187
billion over 7 years. But people deserve
to understand what such harsh cuts
mean. Medicaid covers poor children,
pregnant women, the disabled, and low-
income seniors who need nursing home
care. What happens to these people and
their families when we slash Medicaid
funding?

Coming from West Virginia, when |
think of a family, | think about the
children, parents, and grandparents.
What happens to parents struggling to
balance raising children and caring for
aging parents?

If a working family gets a new child
tax credit but loses Medicaid nursing
home coverage for an aging parent,
what is the overall effect on that fam-
ily? The child tax credit is $500 a year
for some families lucky enough to
qualify, but the loss of Medicaid nurs-
ing home coverage will cost those same
families $16,000 to $30,000 a year.

For example, Julie Sayres of Charles-
ton, WV cared for her mother who suf-
fers with Alzheimer’s disease as long as
she could at home. But as her mother’s
illness got worse, she had to move to a
local nursing home where Julie can
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visit her daily. Julie may get a partial
child tax credit of $500 under this pack-
age, but if she cannot get Medicaid cov-
erage for her mother in the nursing
home when her mother’s meager sav-
ings are exhausted, Julie and her fam-
ily will be much, much worse off. That
child tax credit will not cover even a
month of nursing home care for her
mother.

This is real story about a family
hurt, not helped by this package.

In my State of West Virginia, over 21
percent of our residents rely on Medic-
aid, and | worry about what will hap-
pen to them and the health care sys-
tem in my State as it tries to absorb
more than $4 billion in cuts—West Vir-
ginia simply cannot afford this.

A headline from the Charleston Daily
Mail last week reads: ‘“‘[Medicaid] Cuts
May Affect Infant Mortality.”

This catches one’s attention. It de-
mands closer scrutiny and careful
thought. The article reports:

With the help of Medicaid-funded pro-
grams, West Virginia’s infant mortality
death rate decreased from 18.4 deaths per
1,000 in 1975 to 6.2 deaths per 1,000 in 1994,
better than the national rate of 8.0 deaths
per 1,000 births.

Medicaid has greatly increased poor wom-
en’s opportunities to get medical care, said
Phil Edwards, the administrative assistant
for the Bureau of Public Health’s Division of
Women’s Services. “By making them eligi-
ble, they go in for prenatal care earlier than
they would otherwise,” he said. ““Every dol-
lar you spend on this side in prevention, you
save four on the other side where you don’t
have to treat an at-risk patient,” Diane
Kopcial of the state maternal and child
health office said.

Mr. President, | believe this article
should make us all stop and think be-
fore we impose such cuts in Medicaid.
Do we really want to jeopardize nurs-
ing home care for seniors? Do we really
want to slide backward on infant mor-
tality?

I do not want to go backward. | un-
derstand that Medicaid needs reform
and our amendment recognizes that
there are responsible ways to reduce
the rate of growth in Medicaid spend-
ing. But we should not throw seniors
out of nursing homes, deny poor moth-
ers access to prenatal care and possibly
return to times when our infant mor-
tality rate rivals some Third World
countries, or turn our backs on the dis-
abled.

We should think about the real fami-
lies in West Virginia and cross this
country who depend on Medicaid for
basic, vital health care.

Mr. President, | ask unanimous con-
sent that the full article from the
Charleston Daily Mail, be printed in
the RECORD.

There being no objection, the article
was ordered to be printed in the
RECORD, as follows:

[From the Charleston Daily Mail, Oct. 20,

1995]
CUTS MAY AFFECT INFANT MORTALITY

The state Medicaid Crisis Panel began
wrapping up its work as health officials ex-
pressed concern that federal cuts in the pro-
gram could reverse progress the state has
made reducing infant deaths.
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The panel appointed by Gov. Gaston
Caperton will recommend ways to cut $200
million out of the Medicaid program this
year to balance the budget. It recommend
long-term changes that should prepare the
program to handle likely federal cuts.

Medicaid is a health care program for the
poor and disabled. The federal government
pays 75 percent of the cost and the state pays
the rent.

At the insistence of Administration Sec-
retary Chuck Polan, the Department of
Health and Human Resources will prepare a
priority list of money-saving measures it al-
ready is taking and those it thinks the state
should take.

The list, with the amount each change
would save, will be presented at the panel’s
meeting next Thursday.

The group will begin discussing its rec-
ommendations then, but will meet final time
on Oct. 29 to reach an agreement, said Chair-
man from Haywood.

Meanwhile, state health officials and wor-
ried that proposed federal Medicaid cuts
could increase infant mortality.

With the help of Medicaid-funded pro-
grams, West Virginia’s infant death rate de-
creased from 18.4 deaths per 1,000 births in
1975 to 6.2 deaths per 1,000 births in 1994, offi-
cials said. The national rate is 8.0 deaths per
1,000 births.

Diane Kopcial of the state maternal and
child health office said that when Medicaid
expanded in the 1980s the state:

Recruited physicians to care for Medicaid
patients.

Built a referral system with hospitals in
Charleston, Morgantown and Huntington.

Began the Right from the Start program to
serve Medicaid-eligible woman during their
pregnancies and 60 days after they give
birth. It also serves infants up to age 1. The
program provides nutritional counseling,
parenting education, and transportation to
medical appointments.

The Women, Infants and Children program
also provides nutrition and health education,
free food and breastfeeding information for
women and children under 5.

Medicaid has greatly increased poor wom-
en’s opportunities to get medical care, and
Phil Edwards, the administrative assistant
for the Bureau of Public Health’s Division of
Women’s Services.

“By making them eligible, they’ll go in for
prenatal care earlier than they would other-
wise,”” he said.

“Every dollar you spend on this side in
prevention, you save four on the other side
where you don’t have to treat an at-risk pa-
tient,”” Kopical said.

Mr. SARBANES. Mr. President, | rise
today to join my Democratic col-
leagues in opposition to the Republican
proposal to replace the joint Federal-
State Medicaid Program with a block
grant to the States.

Medicaid currently guarantees that
36  million low-income  pregnant
women, children, disabled, and elderly
Americans have access to hospitals,
physicians, nursing homes, and other
basic health care. The Republican plan
would eliminate this guarantee and cut
Medicaid by $182 billion by the year
2002.

What the Republicans are proposing
is to cut Medicaid and then lower the
standards States must meet because
they know that the standards cannot
be met with the lower level of funding.
In a recent letter to Members of the
Senate, the National Association of
Counties expressed quite correctly the
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natural consequence of this proposal. |
quote from that letter:

We do not believe that States will find
enough budgetary efficiencies without reduc-
ing eligibility. The flexibility given to
States in the operation of the proposed re-
structuring will trickle down to counties in
the form of flexibility to raise property
taxes, cut other necessary services or further
reduce staff.

The Republican plan endangers the
future health, well being, and produc-
tivity of millions of low-income preg-
nant women, poor children, and dis-
abled Americans. It jeopardizes the
long-term care of millions of our elder-
ly. And these sweeping policy changes
have been proposed, passed out of com-
mittee—and may well be passed by the
Senate—without one official public
committee hearing.

Because of this, | joined with a num-
ber of my Democratic colleagues ear-
lier this month in convening several
hearings on the Medicaid and Medicare
programs. We wanted to hear from the
people who will be affected by the pro-
posed changes. During those hearings,
we heard some very moving testimony
regarding the impact the Republican
plan to cut Medicaid will have on the
lives of average, hard working middle-
class Americans. Since many Members
were unable to hear this very moving
testimony, | would like to insert in the
RECORD one of the more compelling
statements presented at these hearings
by Ms. Mary Fitzpatrick from Dickson,
Tennessee.

There being no objection, the mate-
rial was ordered to be printed in the
RECORD, so follows:

TESTIMONY OF MARY FITZPATRICK

My name is Mary Fitzpatrick. | live in
Dickson, Tennessee, about 50 miles outside
of Nashville. Once again, I am in Washington
to speak on behalf of the rights and needs of
citizens in nursing homes. | use the word
‘‘again’’ because it was eight years ago that
| sat before members of Congress and de-
scribed a pattern of neglect and poor care
that led to my mother’s death in a nursing
home in 1984. | spoke then because | wanted
to do whatever | could to prevent another
human being from the pain and denial of dig-
nity that my mother, Maggie Connolly, en-
dured. I did not want any other family to
have to bear the agony of watching a loved
one suffer because of lack of basic services
and a system that fails to protect frail, vul-
nerable people. And | want to spare others
the despair my family felt trying to persuade
the state of Tennessee to enforce nursing
home standards.

The account | gave eight years ago helped
achieve bipartisan support for the 1987 Nurs-
ing Home Reform Act. Imagine my shock in
learning of the current proposal to under-
mine this law.

I cannot believe Congress would consider
returning to a system that renders quality
nursing home care an option for states, espe-
cially when | know what the state did for my
mother—absolutely nothing.

Obviously, lawmakers in Washington are
out of touch with ordinary people. And that’s
who people in nursing homes and their fami-
lies are—ordinary individuals seeking a safe
setting and adequate services during en emo-
tionally, physically trying time.

Ordinary people understand the need to
control the federal deficit. Ordinary people
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realize the importance of ensuring account-
ability for public dollars paid to the nursing
home industry each year.

What is beyond our comprehension is how
elected officials can support a proposal that
will hurt people who can not speak out for
themselves.

As | explained in 1987, after my mother’s
admission to the nursing home, my daily
routine soon became one of cleaning up my
mother’s waste, bathing her and changing
her linen as soon as | arrived each afternoon.
The facility denied my mother this basic
care. | even had to fight for the supplies to
provide that care myself.

My mother raised three children, and until
a stroke at age 47 had worked in a bag manu-
facturing plant. Prior to her admission to
the nursing home, she suffered from Parkin-
sons disease and congestive heart failure and
lost her ability to speak. In 1983, her condi-
tion quickly deteriorated. After a two week
hospital stay, she became incontinent and
her doctors advised us she would need to go
to a nursing home. | favored a nursing facil-
ity near my home. Unfortunately, my moth-
er’'s source of payment, Medicaid, was not
preferred by that facility which refused her
admittance.

Upon recommendation and a tour of the
chapel, lunchroom and some of the residence
floors, we chose a facility then called the
Belmont Health Care Center. From day one,
my brother, sister and | visited mother regu-
larly. My brother even changed shifts so that
he could see her each afternoon,. 1 would
come by directly from work, missing dinner
to stay until 8:30 or 9:00 p.m. Weekends also
involved regular visits from family and
friends. There was never a day during my
mother’s nursing home stay that she did not
receive care and attention for several hours
from family members or friends. Still, the
problems began almost immediately.

On the third day of my mother’s nursing
home stay, | found her seated in her own
waste in a wheelchair. Giving up on finding
any staff to assist me, | changed mother’s
clothing and cleaned her up myself. Soon
after 1 was unable to find any clean linens
and was informed of a new policy allowing
each residents just two sets of linens. | was
persistent and was able to obtain some fresh
linens. But there was always a shortage of
supplies and on many days, | had to search
the linen closets on several floors to find a
single set of clean bed linens.

Within six weeks my mother developed her
bed sore. Eventually the sores covered her
body, making it impossible for her to lie
without pressing on the painful skin ulcers.
By the time she died eight months later at
the age of 75, one of the original sores meas-
ured about three inches across and nearly
two inches deep. The staff never carried out
the instructions on regularly repositioning
her. My brother, sister and | would turn her
while we were there, but she was supposed to
be turned every two hours around the clock.
Nor was there sufficient staff to properly
care for my mother’s bed sores. Two nurses
showed me how to clean the bed sores and
told me where to purchase special medical
dressing. | bought and used them regularly,
but the nursing home administration contin-
ued telling me that they couldn’t find out
whether the pharmacy carried these
dressings.

There were other problems. Residents like
my mother who were unable to reach out for
water could go for many hours without any-
thing to drink. My mother’s roommate told
us how my mother once had dabbed a Klee-
nex and spilled water on a tray and held it in
her mouth to relieve her thirst. Throughout
this ordeal none of the family or friends car-
ing for my mother knew where to go for
help. Finally a friend located someone on the
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Tennessee Department of Health and Envi-
ronment Nursing Home Inspections staff. |
called him and explained our concerns about
retaliation. He promised confidentiality and
said someone would be out within the next
few days. But it wasn’t until a few weeks
that a state inspector came. One of my com-
plaints involved getting proper care for my
mother’s bed sores.

Then two days after the state inspector’s
visit | came to the facility and found my
mother’s sheets soaked in blood. She was
lying on her side crying. | pulled back the
covers and saw her bed sores had been
debrided, which means surgically cut to re-
move the dead tissue. | was shocked to find
that the procedure had been performed at
the nursing home instead of the hospital.
Given the seriousness of the bed sores, she
must have been in agony. But when | asked
what they could do for the pain, | was told,
“Tylenol is all we can give.”

I think mother probably went into shock.
But, in any event, she died two days later on
July the 7th, 1984. When | was getting ready
to go to the funeral home the state inspector
called me to say that they had been out a
few days before to investigate my allega-
tions of three weeks ago. He said | would be
pleased to know that most of my complaints
had been substantiated. | told him it was too
late. My mother was dead.

The undertaker told me he had never seen
a body is such bad condition, and that he had
to enclose the lower half of mother’s body in
a plastic bag. One of the most disturbing
things about this whole ordeal is that my
mother was aware of what was going on,
even though she could not express herself,
other than through gestures and facial ex-
pressions. And, all the while, | was haunted
by the fact that other people in nursing
homes, both young and older, were going
through the same hell that my mother went
through.

It has been very difficult to have to relive
this experience the second time around. But,
it is even harder to accept the fact, Congress
is preparing to destroy a law that would
have saved my mother and so many others,
so much pain and suffering. Thank you for
the chance to speak. | would be glad to try
and answer any questions.

Mr. SARBANES. Mr. President, Ms.
Fitzpatrick laid out before us in detail
commonly found nursing home condi-
tions before passage of Federal nursing
home minimum quality standards. The
Republican plan we are considering
would repeal the minimum quality
standards for nursing homes. In my
view, such a proposal is mean spirited
and illogical.

Morton Kondracke in a recent col-
umn described the consequences of this
proposal:

The Republicans need to face up to the fact
that, if they go through with their planned
reforms in poor people’s healthcare, in-
stances of abuse, neglect, broken bones,
urine-soaked beds and filthy surroundings
will multiply in the years to come.

Mr. President, those were the very
conditions that led to the enactment of
the 1987 legislation. And now they want
to repeal these standards. They want
to repeal them because they know that
without them some nursing home—
some, not all—but some nursing homes
will be able to absorb the reduced fund-
ing by lowering their standards of care.
They will return to the old days of mis-
treatment and nontreatment which
Mary Fitzpatrick and Morton
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Kondracke described as a means of cut-
ting costs to respond to the slashed
funding. Other nursing homes—the
ones that do not lower their stand-
ards—may simply stop serving those
families which cannot afford to pay
$50,000-$60,000 a year for nursing home
care. And who will this affect? The 4
million elderly who depend on Medic-
aid for their nursing home care and
their families.

Mr. President, our Government
should not renege on its commitment
to ensuring that millions of needy, dis-
abled, and elderly Americans receive
essential basic health care. The Repub-
lican proposal, which would eliminate
such guarantees, could have disastrous
consequences for many citizens, and |
would strongly urge my colleagues not
to go down this path.

Ms. MIKULSKI. Mr. President, | rise
today in strong support of the Demo-
cratic leadership amendment to restore
over $125 billion to the Medicaid Pro-
gram.

Our Republican colleagues con-
stantly remind us how important fam-
ily values are to them. | think that’s
great. Families are the backbone of our
society. They provide nurturing and
loving environments for our children.
They provide stability and safety, and
foster values we need to become better
people and a better society.

What are family values? I'll tell you
what | think they are. | think family
values are honoring your mother and
father. |1 think family values are hon-
esty—keeping promises. Family values
are care and dedication to the well-
being of those you love.

Family values are not breaking
promises, they are not telling your
mother and father that they’ll have to
do without medical care, and they’re
absolutely not about risking the safety
of your parents when you can no longer
provide the care they need and have to
put them in a nursing home.

Mr. President, there are 18 million
children in the United States who de-
pend on Medicaid. There are more than
900,000 elderly people who depend on
Medicaid for their nursing home care.
There are 6 million disabled Americans
who depend on Medicaid.

The wealthy won’t be affected by
these draconian cuts. It’s likely that
the vast majority of the 100 Senators in
this room won’t be affected, nor will
most of the 435 Members of the House.

The people who are affected are nor-
mal, regular, everyday Americans. Not
big-time lobbyists; not big-money cam-
paign contributors. The people who are
affected are people like my neighbors,
my mom, and the kids who go to St.
Stanislaw’s Catholic School right down
the street from me.

Mr. President, there are 6 million dis-
abled Americans who rely on Medicaid
because they cannot get private health
insurance. It’s not because they don’t
want it. It’s not because they can’t af-
ford it. It’s because no private insur-
ance company will cover them. With-
out Medicaid, where will they go? | be-
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lieve that | am my brother’s keeper.
We have a responsibility to our fellow
women and men. Make no mistake
about it.

Mr. President, Medicaid is a program
that benefits a broad spectrum of
Americans. One in five children in
America—18 million kids—receive their
health coverage through Medicaid. One
in five. Healthy children are the first
step to a strong America. The next
generation must be healthy in body
and mind in order to make the large
contribution to our society that we’re
all trying to prepare them for.

These kids don’t understand Medic-
aid. They don’t understand the process,
and, quite frankly, they probably don’t
care. But their parents do. Their par-
ents worry themselves sick about
whether or not we’re going to take
away their ability to get medical care
for their Kids.

I worry myself sick about that too.
But there’s a difference. | have a vote
on this floor, and | have the bully pul-
pit. And | want them to know that I'm
on their side. I'm fighting for them. I
want the parents of the 18 million chil-
dren on Medicaid to know that | stand
ready to help them help themselves.

I'm glad this legislation does not re-
peal the Spousal Impoverishment Act.
| authored this act in 1988. And I'm
here to tell you I'm standing sentry to
make sure this critical protection is
maintained.

My dad died of Alzheimer’s disease.
My mom, my sisters and | made use of
a long-term care continuum in Mary-
land. We took Dad to a geriatric eval-
uation center at Johns Hopkins to be
sure we knew what was wrong with him
and how to keep him at home with us
longer. We used adult day care to
stretch out his ability to stay with us
and to help with respite care for my
mother—a heart bypass survivor. But
we reached a point when we knew we
couldn’t give him the level of care that
he needed. And we had to bring him to
a nursing home.

I visited my dad all the time at his
home. It wasn’t a Cadillac, Gucci-style
nursing home. Dad would have hated
that. It was a real nursing home with
real patients who had real families.

Over time | got to know those fami-
lies. | listened to their stories—to their
trials and their tribulations. 1 heard
stories about how you had to spend
down your life savings to $3,000 before
you could qualify for help. Families
had to go into bankruptcy while they
were trying to practice family respon-
sibility.

My dad wasn’t the kind of guy who
wanted a fancy tombstone. He wanted
to make sure that what he left behind
would help others. I made a promise
that I'd try to change the cruel rules of
Government that penalize families who
have saved all their lives.

I’'m so proud that with the help of
great men like Lloyd Bentsen, George
Mitchell, TED KENNEDY, and the mem-
bers of the Finance Committee, we
changed that law so that now you can
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keep your home, you can keep assets
up to $15,000, and the spouse at home
can have an income of up to $1,000 a
month. So, I'm glad that this won’t be
repealed, and | want to make sure it
never, ever is. I want all Senators to
know that in this regard, we’ve done
well by the American people.

Unfortunately, | cannot say the same
for the rest of the bill. In this legisla-
tion we are repealing nursing home
safety standards! That is horrific.

As | just said, my father was in a
Chevy Cavalier nursing home—not a
Cadillac nursing home. But we all
knew that he would be fed, he would be
taken care of, he would receive his
medication, we wouldn’t have to worry
about restraints, we wouldn’t have to
worry about abuse. We knew that be-
cause of the standards, dad would be
safe.

In 1983 Congress commissioned a
study by the Institute of Medicine at
the National Academy of Sciences.
This study revealed shocking defi-
ciencies in nursing home care. In 27
States, at least one-third of facilities
had care so poor that it jeopardized
health and safety.

Some nursing home residents have
been treated in conditions which are
worse than prisons. Worse than prisons!

In 1987 Senator PRYOR led the charge
to enact the standards which now pro-
tect nursing home residents. He’s still
leading that charge, and | thank him
for that.

Now we want to repeal those stand-
ards? Not this Senator. | will not,
under any circumstance, allow anyone
in this body to put the lives of men
like my father at risk.

Saying ‘“‘yes” to this amendment
says yes to keeping promises, it tells
our seniors, our children and the dis-
abled that we care about their well-
being. That we will help them if
they’ve played by the rules and if
they’re making the effort to help them-
selves. And that we will not let those
few nursing home profiteers put them
at risk in the name of turning a buck.

I urge my colleagues to support this
amendment.

Mrs. FEINSTEIN. Mr. President, |
rise today to support the amendment
offered by Senator GRAHAM.

The bill before us creates a Medicaid
block grant, a blank check, to States
with virtually no rules, no specified
benefits, no rules of eligibility.

The amendment would retain the
current Medicaid Program, but impose
a spending limit per individual recipi-
ent, an individual cap. This approach
would hold down cost increases with-
out undermining Medicaid as a health
insurance program.

MEDICAID IN CALIFORNIA

Medicaid, called Medi-Cal in my
State, pays for health care for 6 million
Californians. Out of these 6 million, 38
percent are children. Medicaid pays the
bills of over 60 percent of children in
California’s children’s hospitals. At
Oakland Children’s Hospital, it pays
for 70 percent.
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Medicaid provides 70 percent of hos-
pital care to the poor in my State. Of
total Medicaid dollars, over 59 percent
is spent on the elderly and disabled and
41 percent to families.

One million Americans are infected
with HIV/AIDS. In California, there are
over 150,000. Medicaid provides health
insurance for 40 percent of all people
with HIV/AIDS, including 90 percent of
all HIV-infected children. In California,
Medicaid pays for 50 percent of all HIV/
AIDS care. Medicaid pays for 55 per-
cent of HIV-related public hospital
care and 41 percent of private hospital
care.

In my State, Medicaid paid $719 mil-
lion for emergency services for illegal
immigrants, last year, according to the
California Department of Health Serv-
ices.

Medicaid is a fundamental health
safety net in California, insuring ev-
erything from basic inoculations for
poor children to sophisticated ad-
vanced treatment for AIDS.

MEDICAID COST INCREASES

As a former mayor, | know the dif-
ficulty of balancing budgets and keep-
ing costs under control. And there is no
doubt that Medicaid costs, along with
general health care inflation, have
grown at double digits, creating tre-
mendous pressure on government budg-
ets at all levels.

The amendment before us reins in
Medicaid’s growth, but instead of cut-
ting $187 billion, it cuts $62 billion, one-
third of the cut in the Republican bill.
WHY THE GRAHAM AMENDMENT IS BETTER THAN

THE ROTH BILL

Why is this approach preferable to
the committee bill?

First, it does put restraints on spiral-
ing costs.

Second, it preserves coverage for
those who cannot get health insurance
on the private market because of costs
or the individual’s health condition.

Third, a per capita cap can respond
to changing conditions—population
growth, recessions, base closings, natu-
ral disasters, immigration.

CALIFORNIA AND FLUCTUATIONS

The per capita cap approach in this
amendment would enable my State to
respond to all the economic fluctua-
tions that we live with daily.

Unemployment in California has not
dropped below 7 percent since 1990.
While the country added 3 million jobs
between 1991 and 1993, California lost
nearly 450,000.

Base closures and realignments have
erased more than 200,000 jobs, sucking
$7 billion out of the State’s economy.
Defense and aerospace industries are
downsizing.

Some 6.5 million or 23 percent of our
nonelderly population are without
health insurance. In some urban areas,
the uninsured rate is as high as 33 per-
cent. Over half, 58 percent of the unin-
sured, are children and young adults.

Employer-provided health insurance
is declining. Two-thirds of Californians
employed by firms with fewer than 25
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employees do not receive health insur-
ance.

California is home to 38 percent of all
legal immigrants in the U.S.

A flat block grant with a fixed pool
of money cannot respond to changing
needs like this. A formula that is re-
sponsive to numbers of beneficiaries,
like this amendment, can.

NURSING HOME CARE

The amendment before us would pre-
serve nursing home standards, stand-
ards that S. 1357 eliminates.

Responding to a National Academy of
Sciences report, Congress in 1987 en-
acted nursing home standards to pro-
mote quality of life of nursing home
residents and to prevent abuse and ne-
glect. This bill repeals those standards,
rules designed to prevent bedsores, de-
hydration, malnutrition, infection;
rules designed to protect privacy and
human integrity. These standards have
reduced injury and cut the use of chem-
ical restraints, which in turn has re-
duced costs.

In California, 65 percent of our 113,000
nursing home residents rely on Medic-
aid. This is 113,000 elderly and disabled
people, patients with, for example, Alz-
heimer’s, AIDS, and ventilator needs.

Twenty-one percent of nonelderly
nursing home residents are disabled.
Seventy-five percent of nursing home
residents are women. The typical nurs-
ing home resident is an 83-year-old
widow with multiple chronic condi-
tions, such as crippling arthritis or
osteoporosis.

We should not take away these mini-
mal protections for the most frail and
make them victims again.

MEDICAID—A MIDDLE-CLASS PROGRAM

Medicaid is health insurance for low-
income Americans and the disabled.
But it is important to understand the
implications Medicaid has for the mid-
dle-class. Nursing home standards,
which are required as a condition of re-
ceiving Medicaid payments, benefit
every nursing home resident of what-
ever income.

By cutting Medicaid, we add to the
rolls of the uninsured which means
that more people show up in emergency
rooms with exacerbated illnesses. We
all pay for that.

Medicaid reimbursement to our pub-
lic hospitals enables these hospitals to
have up-to-date trauma centers and
emergency rooms which serve Medicaid
and non-Medicaid patients. These are
critical institutions in many commu-
nities on which we all depend. Indeed,
these institutions are at the economic
core of thousands of communities and
they provide jobs.

A BASIC PROTECTION

The committee bill makes drastic
cuts in Medicaid and it revamps the
program in a way that cannot respond
to the growing needs of California and
changes a steadfast program of health
insurance to an arbitrary, ill-defined
block of Federal funds.

The bill purports to transform Medic-
aid. I’'m afraid that it destroys Medic-
aid.
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| oppose the committee bill. I com-
mend my colleague from Florida for
his amendment and | support him.

The PRESIDING OFFICER. Who
yields time?

Mr. GRAHAM. Mr. President, | yield
the Senator from Washington 2 min-
utes.

The PRESIDING OFFICER. The Sen-
ator from Washington.

Mrs. MURRAY. Mr. President, |
thank my colleague from Florida for
this very important amendment he has
brought before us today. It seems, so
often when we come out on the Senate
floor, we get caught up in the charts
and graphs and ‘“‘Senatese” terms that
we hear so often and we forget what we
are doing affects very real people and
very real families across this country.
I want to talk about one of those very
real people. He is a young child. He is
21 months old. He lives in my State.
His mother wrote me a desperate letter
saying, ‘““Please do not take away Med-
icaid.”

Her son, Abe, was born with a severe
medical disorder. He needs a modified
ventilator to breathe 22 out of every 24
hours. In his short 21 months, he has
had many surgeries to help put fingers
on his hands, to help him breathe, to
help him live. His mother said, without
Medicaid, Abe would not be here.

This mother is desperate because she
knows, as all of us do, that if we
change this bill in the way that is
being proposed by the Republicans, she
will have to fight for Medicaid cov-
erage with everyone else in my State
who is desperately going to be looking
for help, and it is very likely that Abe
will not have his ventilator once this
goes to our States.

I went out and | talked to hundreds
of parents in my State who have chil-
dren at Children’s Orthopedic Hospital
in my home State. These are parents
who did not expect to have a child with
a severe medical disorder. They did not
expect to have a child with asthma,
who was in the hospital every other
week. They did not expect to have a
child who had leukemia. And they did
not expect that they would have to
quit their job to stay home and take
care of that child. They did not expect
that their own medical insurance
would run out within a very short time
because of the limits on insurance. And
they never expected to have to turn to
the Federal Government to ask for
help.

But | can tell you everyone of those
parents needs our help and this amend-
ment will send that assurance back to
them. | urge my colleagues to support
it.

The PRESIDING OFFICER. The Sen-
ator’s time has expired.

Who yields time?

Mr. ABRAHAM. Mr. President, how
much time is left on each side?

The PRESIDING OFFICER. Two
minutes for the Senator from Michigan
and 7 minutes and 30 seconds the Sen-
ator from Florida.

Mr. ABRAHAM. | would prefer not to
use our 2 minutes at this point.
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Mr. GRAHAM. Mr. President, | ask
unanimous consent that off of the gen-
eral debate on the bill there be 3 min-
utes yielded, one of which will be yield-
ed to the Senator from Wisconsin as
well as 1 minute for debate of this mo-
tion.

The PRESIDING OFFICER. The Sen-
ator from Wisconsin.

Mr. FEINGOLD. | thank the Senator
from Florida and | thank the Chair. If
we do not make changes very quickly,
I am very concerned that older people
in our society are going to get the mes-
sage from this budget that we have
changed our attitude toward their con-
tributions in building this society.
What other impression are senior citi-
zens supposed to get, when a huge per-
centage of balancing the budget is

based on enormous, and | think in
many cases unjustified, changes in
Medicare, changes that will increase

the premiums of seniors in this coun-
try well beyond what they would have
been.

Equally bad is something that is
being discussed, as we sit here today,
over in the Senate Aging Committee,
namely the completely unjustified
elimination of the Federal nursing
home regulations from OBRA 1987.
What fiscal or other justification is
there for saying to older people who
now must be in a nursing home after a
hard life, a life of work and contribu-
tion to country and family, that we are
not going to be sure on a national level
that people are protected from
unhealthy and unsafe conditions?

Those of my colleagues who served in
State legislatures, or served as Gov-
ernors of their State, will certainly
confirm that Medicaid makes up a huge
portion of the State budget.

And, Mr. President, if they have any
passing knowledge of their State’s
Medicaid program, they will also con-
firm that the bulk of the Medicaid
budget, and the source of the greatest
growth in that budget, is probably the
growing demand for long-term care
services, typically nursing home care.

This is certainly true for Wisconsin.

But, Mr. President, in Wisconsin,
back in the late 1970’s, we came to the
realization that unless significant re-
forms were enacted, the rapidly in-
creasing nursing home use would be
too heavy a load for the States’ budget
to sustain prudently.

Through a bipartisan effort—and Mr.
President, | stress bipartisan because
Governors and legislators from both
parties supported the effort—we made
some significant reforms to our long-
term care system.

The centerpiece of that reform was
the creation of a home and community-
based program, called the Community
Options Program, or COP.

COP provides flexible, consumer-ori-
ented and consumer-directed services
that help keep the disabled of all ages
in their own homes and communities.

It builds upon the existing set of so-
called informal supports—the
caregiving done by family members
and friends.
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Mr. President, the results have been
dramatic.

Between 1980 and 1993, while Medicaid
nursing home use increased by 47 per-
cent nationally, in Wisconsin Medicaid
nursing home use actually dropped 15
percent.

Mr. President, long-term care reform
is the key to taming our Medicaid
budget.

But that is not the route pursued in
this bill.

Instead of a comprehensive reform
that would help States cope with the
growing population of those needing
long-term care services, this bill cuts
and runs.

It cuts the Federal Government’s
share of this growing burden by $182
billion over the next 7 years.

It runs away from the problem of a
mushrooming population needing long-
term care by block granting the pro-
gram and dumping responsibility in the
laps of State policymakers.

Mr. President, this is a prescription
for disaster.

For 30 years, States have made policy
decisions based on one set of rules.

Based on those rules, over those 30
years an infrastructure of long-term
care has evolved that is heavily skewed
toward expensive, institutional care.

That was not by accident.

The system that developed in that
time produced the incentives that re-
sulted in this institutional bias.

But, Mr. President, that infrastruc-
ture cannot change overnight.

And it certainly will not change sim-
ply because the Federal Government
slashes funding and runs away from the
problem.

Just the opposite is likely to happen.

Today, Medicaid is essentially a pro-
vider entitlement.

Providers of specific services are
funded, and that infrastructure, which
has been so influential at both the
State and Federal level in writing the
rules which produced the system we
have today, is not going to disappear.

That skewed infrastructure is well
situated at the State level to win the
fight for the pool of resources this bill
greatly reduces.

This bill is not reform; it merely
makes a flawed situation even worse.

The same problems that exist in Med-
icaid today will exist under this bill.

Mr. President, | urge my colleagues
to support this motion to commit, and
let the Finance Committee craft a
product that will let States wean
themselves off of their addiction to ex-
pensive institutional services and in-
stead move toward helping families
keep their disabled loved ones at home,
utilizing consumer-oriented and
consumer-directed home and commu-
nity based care. So | hope we support
the Graham amendment.

The PRESIDING OFFICER. Who
yields time?

Mr. GRAHAM. Mr. President, | wish
to reserve the balance of our time in-
cluding the additional 2 minutes which
were yielded for my close.
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| yield to the Senator from Michigan
for any final debate in opposition to
the motion.

Mr. ABRAHAM addressed the Chair.

The PRESIDING OFFICER. The Sen-
ator from Michigan.

Mr. ABRAHAM. Mr. President, |1
yield myself 1 minute to just recapitu-
late the point that has been made on
our side in the last hour of debate.

Our position is quite simple—that if
States are given the kind of flexibility
that has in part been given for waivers
to run Medicaid Programs, they can
bring down the rate of growth of these
programs far more effectively than a
Federal bureaucracy in Washington;
that, indeed, the growth rates are
growth rates that decrease but growth
in spending that has been outlined in
the reconciliation bill can still provide
the sorts of benefits that all of us want
to see for our citizens, if we let the
States, the people closest to those in
need, run these systems.

In my State of Michigan, our Gov-
ernor, our legislature, and our depart-
ment of social services insist that they
can make our program even more effi-
cient at the rate of growth that is pro-
posed in this legislation if they are
simply given the opportunity to do so.
We have come to a point when health
care costs are skyrocketing in the pub-
lic sector but are being brought under
control in the private sector through
such things as competition and other
market factors.

Let us give the States the chance to
do some of the same things this legisla-
tion does. That is the reason we have
included this approach and State flexi-
bility in the reconciliation package.

At this point, | yield the remainder
of our time to the Senator from Mis-
souri.

The PRESIDING OFFICER. The Sen-
ator from Missouri.

Mr. ASHCROFT. Mr. President, | ask
unanimous consent to have printed in
the RECORD an article from the St.
Louis Post-Dispatch from January 31,
1995, which bears testimony to the fact
that:

Missouri also wants to start a managed
care system for its 600,000 Medicaid recipi-
ents. It would use the money saved to pro-
vide medical coverage to another 300,000 Mis-
sourians who do not qualify for Medicaid
coverage now and who also cannot afford in-
surance.

So it would really provide insurance
for about half of the individuals who
currently are uninsured in the State.
That is what the promise of this poten-
tial is.

There being no objection, the mate-
rial was ordered to be printed in the
RECORD, as follows:

[From the St. Louis Post-Dispatch, Jan. 31,
1995]

GOP GEARS UP To GRAPPLE WITH MEDICAID:
STATES COULD DESIGN OWN PROGRAMS
(By Kathleen Best)

Republican Congressional leaders said they
would take up legislation in the next few
weeks that could dramatically change the
way states provided medical services to the
poor.
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Illinois Gov. Jim Edgar said after a meet-
ing with GOP Congressional leaders that
they were willing to consider giving states
lump-sum payments and letting them design
their own health-care programs for the poor.

‘“Let us determine who’s going to be in the
program,” Edgar said. ‘“If the money’s not
there, then we’ll have to make some tough
decisions.”

In return for greater state flexibility, the
states would have to agree to hold down fu-
ture costs, which they split with the federal
government.

“They seemed very sympathetic and agree-
able to giving us flexibility,”” Edgar said.
“And they said they would like to try to get
this thing going within the next few weeks.”’

Edgar, a Republican, is the lead negotiator
of Medicaid for the Republican Governors
Association. He met Monday with Sen. Rob-
ert Packwood of Oregon, head of the Senate
Finance Committee, and with Rep. John Ka-
sich of Ohio, the House GOP’s point man on
the federal budget.

Edgar said no firm agreements came out of
the meeting. But he said both House and
Senate GOP leaders ‘“‘are willing to move
much quicker than we had hoped for,” in
part to try to hold down increasing costs for
the program.

Medicaid is now the third largest entitle-
ment program in the nation after Social Se-
curity and Medicare. The health benefits to
the poor cost states five to eight times more
each year than providing cash, food and
other benefits to poor mothers with children.

For the last few years, Medicaid also has
been one of the fastest-growing programs. Il-
linois, for example, now spends more on Med-
icaid than it does on education. And Mis-
souri spends more on Medicaid than on any
other program.

Both states are seeking permission from
the Department of Health and Human Serv-
ices, to change their Medicaid programs. But
those requests—both pending for months—
remain unanswered.

Illinois wants to move to a managed care
system that would encourage the poor to get
medical treatment from health maintenance
organizations or a designated family physi-
cian rather than seeking more expensive
care in emergency rooms.

Missouri also wants to start a managed
care system for its 600,000 Medicaid recipi-
ents. It would use money save to provide
medical coverage to another 300,000 Missou-
rians who do not qualify for Medicaid cov-
erage now and who also cannot afford insur-
ance.

Edgar said the reforms that he would push
for would do away with the need for states to
seek federal permission to make such
changes. Such permission is now required be-
cause the federal government pays for 50 per-
cent of Medicaid costs in Illinois and 60 per-
cent of the costs in Missouri.

Federal reimbursement rates are based on
the per capita income of a state, which
means poorer states get more federal money.

““One of the major things driving the Con-
gress right now is the bottom line—how do
you balance the budget,” Edgar said. ““You
can’t balance the budget unless you attack
the Medicaid problem.

“We’re not talking about just throwing
people off the rolls, but creating a more effi-
cient program,”’ he said.

Although Medicaid affects millions of poor
Americans and accounts for billions of dol-
lars in annual spending, the issue had re-
mained on the sidelines of the welfare reform
debate while Congress focused on changing
the programs that provided cash, food and
housing to mothers with children.

““The discussion of welfare reform has been
far too narrow,’”” Missouri Gov. Mel Carnahan
said. “It really comes from some of the anec-
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dotal talk about the welfare queen and all
this sort of thing as opposed to really think-
ing through what you want to do—lifting
people up to self-sufficiency and work.”’

President Bill Clinton, in a meeting Mon-
day morning with the National Governors’
Association, said he would be willing to con-
sider some changes in Medicaid, but he pro-
vided no specifics, participants said.

Clinton promised the governors more flexi-
bility in their welfare programs but insisted
on safeguards for children.

Donna Shalala, secretary of health and
human services, said later that if the federal
government did not give states permission to
experiment with Medicaid, ‘“‘then we will
have failed with welfare reform.”

Edgar said he planned to meet again next
week with GOP congressional leaders to
work out a consensus on what needed to be
changed. In the meantime, he said, he would
talk to both Democratic and Republican gov-
ernors.

He predicted that changes in Medicaid
would not set off the same kinds of partisan
wrangling that have kept the nation’s gov-
ernors from reaching an agreement on food,
housing and cash assistance to the poor.

“Welfare is important, but if you really
want to get to what drives most governors
up the wall, it’s Medicaid,”” he said.

Mr. ASHCROFT. Mr. President, | also
ask unanimous consent to have printed
in the RECORD, another St. Louis Post
Dispatch article, published on the 24th
of November of last year, which is
similar:

State officials estimate that that provision
would result in health insurance coverage for
300,000 people who cannot afford it today—
about half the State’s uninsured.

That provision referred to is one
which would waive Federal regulations
and allow the State to design its own
program.

| thank the Chair.

There being no objection, the mate-
rial was ordered to be printed in the
RECORD, as follows:

[From the St. Louis Post-Dispatch]
GOP PLAN MAY LET MISSOURI ALTER MEDIC-
AID—WAIVER WouLD ALLOW COVERAGE OF
HALF OF STATE’S UNINSURED
(By Kathleen Best)

A promise by congressional Republicans to
give the states more flexibility could help
Missouri win federal approval of a dramatic
shift in the way it provides medical services
to its poor.

“Since this is a request for state flexibil-
ity, it is in line with the Republican agen-
da,” said Donna Checkett, director of the
Missouri Division of Medical Services.

Missouri wants a waiver of federal regula-
tions that would allow it to rein in the cost
of providing medical services to the poor at
the same time it expands the program to in-
clude about half of the state’s uninsured.

Health care for the poor would be provided
through a new, managed-care system de-
signed to hold down costs by, for example,
encouraging people to seek treatment from
family doctors, rather than going to emer-
gency rooms, which are more expensive.

The state would contract with doctors,
hospitals and health maintenance organiza-
tions to care for the state’s 600,000 Medicaid
participants.

In addition, Missourians who now earn too
much to qualify for Medicaid but too little
to buy private health insurance would be al-
lowed to buy into the state-run program at
reduced rates.

State officials estimate that that provision
would result in health insurance coverage for
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300,000 people who cannot afford it today—
about half the state’s uninsured.

Before Missouri can put the new system in
place, it needs approval from the U.S. De-
partment of Health and Human Services.
With Republicans poised to take control of
federal purse strings, department officials
are likely to be encouraged to look favorably
on such waiver requests.

Missouri made its formal application for a
waiver last summer and is now answering
questions about its proposal.

Checkett said the most nettlesome prob-
lems resolve around how to provide care for
poor people with chronic mental illness.

“There have been a lot of questions—both
from Washington and in the state—about
whether individuals who are chronically
mentally ill should go into managed care,”
she said.

“We’re concerned about how to balance the
protections we need to provide (for the men-
tally ill) with cost control.”

The mentally ill tend to need lots of expen-
sive medical care. But the nature of their ill-
ness often makes managing that care nearly
impossible as some move in and out of insti-
tutions, sometimes living on the streets and
occasionally disappearing from the system.

““Managed care is tricky with basically
health people,” Checkett said. “It’s more
challenging when you are dealing with the
Medicaid population. When you are dealing
with the mentally ill, you need to strike a
balance very carefully and be very certain
how appropriately you have balanced the
cost interest with protecting a vulnerable
population.”

The state originally proposed setting up a
pilot project that would carve out a package
of behavioral health services for everyone on
Medicaid that would be managed by a behav-
ioral health organization.

But that approach resulted in howls of pro-
test from mental health advocates and oth-
ers, and has been, in effect, scrapped.

Chekett said no alternative plan had been
decided, although negotiations were under
way.

““Missouri is not alone in wrestling with
this, | can guarantee you,” said Checkett,
who is chairman of the association rep-
resenting state Medicaid directors.

“If you were to poll other states, you
would find this issue of how to treat individ-
uals with chronic mental illness has been a
big one. It’s been the hardest project I've
ever worked on.”’

A final decision on the mental illness ques-
tion will be made by Gov. Mel Carnahan and
is expected by Jan. 15, when the state plans
to present its answers to 259 questions posed
by federal regulators.

Checkett said the other difficult questions
on the list centered on how the state would
provide managed care in rural areas of Mis-
souri, where there are few doctors and fewer
opportunities to impose cost controls.

“Those are questions we have ourselves
and are working on,” she said. ‘““We hope we
will be able to pay better rates for primary
care under a managed care system, which
would encourage more doctors to take on
more Medicaid recipients.”

Some doctors in rural areas now limit the
number of poor patients they will see be-
cause the state pays proportionately higher
rates for treating the poor at hospitals and
in emergency rooms.

“Now, we spend $2.5 billion a year with a
heavy bias toward institutional settings,”
she said. ““We want to change that.”

Checkett said she hoped that if all the an-
swers are submitted by mid-January, the
state can begin negotiating details of final
approval in the spring. That schedule would
coincide with a review by the Missouri Legis-
lature. Legislators must appropriate the
funds to pay for the revamped program.
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But the same Republican majority in
Washington that may make it easier for the
states to experiment with new approaches
may also throw a wrench into carrying out
such plans.

GOP legislators already have begun talk-
ing about major changes in Medicaid and
welfare funding, which could force Missouri
back to the drawing board.

““I am concerned, just looking at Medicaid,
that there will be serious discussion about
entitlement caps,” Checkett said. ‘‘I don’t
know what it means.”

The PRESIDING OFFICER. Who
yields time?

Mr. ASHCROFT. Mr. President, | ask
unanimous consent that an editorial
which appeared in the St. Louis Post

Dispatch entitled ‘‘Missouri’s Wise
Shift to HMOs,” be printed in the
RECORD.

It states, in part:

The Carnahan administration made the
right move in deciding to use HMOs to pro-
vide medical care for the 154,000 St. Louis
area residents eligible for Medicaid.

The potential of a waiver is similar
to what we would have in a block
grant.

There being no objection, the edi-
torial was ordered to be printed in the
RECORD, as follows:

[From the St. Louis Post Dispatch, Oct. 14,
1995]

MISSOURI’S WISE SHIFT To HMO’s

Regional Medical Center appears to have
won big in Missouri’s decision to shift all
Medicaid recipients in the St. Louis area
into health maintenance organizations. The
state itself is a winner, too.

The Carnahan administration made the
right move in deciding to use HMOs to pro-
vide medical care for the 154,000 St. Louis
area residents eligible for Medicaid. Other-
wise, these patients would be cared for under
fee-for-service programs with few ways to
control costs. HMOs, by contrast, agree to
treat patients for a fixed monthly fee, re-
gardless of the services the patients require.

HMOs do this profitably by stressing pre-
vention and managed care that denies pa-
tients access to unneeded and costly medical
specialists, procedures and tests. The
Carnahan administration estimates that the
shift to HMOs could save the state as much
as $11.6 million in the first 12 months. That
may seem like a mere ripple in a Missouri
Medicaid budget of about $2 billion, about
half of which comes from state funds, but
these savings mark an important step to-
ward improved cost control.

Seven HMOs have contracts with Missouri
to treat the state’s Medicaid patients. Their
monthly per-patient fees vary. The fee for
Medicaid-eligible women between the ages of
21 and 44, for example, ranges from $120.30 to
$127.35. The monthly per-patient fee for chil-
dren between the ages of 7 and 13 ranges
from $42.95 to $46.39.

Regional is a big winner because at least 33
percent of the 121,890 Medicaid patients have
enrolled in HealthCare USA, the HMO co-
owned by Regional. Two other HMOs also are
using Regional as the preferred provider of
services under their plans. Some officials es-
timate that Regional could end up providing
care for nearly half the Medicaid-eligible pa-
tients in the St. Louis area.

Whether these numbers will be sufficient
to help Regional balance its budget and pro-
vide care for the uninsured is uncertain. In
the last fiscal year, the hospital provided $40
million in care to indigent patients. This
year, the hospital is facing a shortfall of at
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least $11 million because of reductions in fed-
eral funds for indigent care. In all prob-
ability, the city and county, which set up
Regional, will have to cover this deficit.
Ideally, Regional’s entry into the HMO
business will help it pay more of its bills
without having to rely on local subsidies.
But the city and county must keep in mind
that lots of the community’s indigent pa-
tients don’t have access to Medicaid. In
other words, St. Louis and St. Louis County
will continue to have an obligation to assist
Regional in providing care for these patients.

Mr. ASHCROFT. Mr. President, | also
ask unanimous consent to have printed
in the RECORD an article from the Ten-
nessean, published on October 24, 1995,
which praises the success of Missouri’s
use of managed care for its Medicaid
population.

| thank the Chair.

There being no objection, the mate-
rial was ordered to be printed in the
RECORD, as follows:

[FROM THE TENNESSEAN, OCT. 24, 1995]
TENNCARE CouLD TAKE SOME NOTES
COVENTRY EXEC COMPARES PLANS
(By David A. Fox)

Tennessee may be in the vanguard of Med-
icaid reform with its TennCare program, but
Missouri is the state that is pulling off Med-
icaid privatization most successfully, a local
managed care executive said yesterday.

With a more incremental approach, Mis-
souri has managed so far to avoid some of
the problems that have plagued Medicaid re-
form here and in Florida, said Philip Hertik,
chairman of Conventy Corp. Nashville-based
Coventry, which does not participate in
TennCare, is one of seven organizations that
last month began enrolling St. Louis Medic-
aid members in private managed care plans.

In a speech to a national conference of the
Health Industry Manufacturers Association
at Loews Vanderbilt Plaza Hotel. Hertik
cited several strengths of the Missouri plan
to provide health care to the poor at a con-
tained cost. Among them:

Missouri initiated its plan in just one area,
rather than throughout the entire state.

It put the managed care contracts out for
bid.

It prohibited marketing of the private
plans directly to Medicaid beneficiaries.

A neutral company was chosen to gather
data from each plan and distribute the infor-
mation to Medicaid members for use in mak-
ing their selection.

Missouri geared its plan only to the poor,
beginning with people in the Aid to Families
with Dependent Children program.

By contrast, TennCare began in January
1994 covering both the poor and uninsured
statewide, at predetermined rates with ag-
gressive marketing to Medicaid members. As
a consequence, the $3.1 billion program serv-
ing 1.1 million residents started with great
confusion among its members, with griping
by providers whose reimbursements were
slashed and with some apparently improper
member-recruitment practices by at least
one private health plan.

Hertik called the privatization of Medicaid
“the biggest thing in managed care in the
past 15 years’’ and one of several trends re-
vamping the industry. With the companion
trend toward privatizing Medicare, he fore-
cast that market leverage increasingly will
shift to managed care organizations and
away from hospitals and other providers,
such as home health, which traditionally
have received a majority of their payments
directly from government programs.

Probably the most obvious trend facing
managed care organizations is the wave of



October 26, 1995

mergers and acquisitions. But Hertik said
this trend differs from consolidation waves
in other industries that frequently are
sparked by efforts to achieve operating effi-
ciencies from such things as volume buying
and the elimination of redundant services.

“All of this is aimed at market leverage,
rather than just economies,” he said.

The deals, including health maintenance
organizations buying traditional indemnity
insurors, are intended to increase the mem-
bership in local managed care plans.

“But having sheer size on a national scale
and strong balance sheets don’t necessarily
make you the high-quality, low-cost provider
in local markets where the purchasing deci-
sions are made,” he said. “It’s just a little
troubling knowing that its market leverage
at the base of this consolidation.”

Hertik also identified two other trends:

The reaching of “an inflection point” her-
alding ‘“‘price competition as more the rule
of the day” instead of boom-and-bust cycles
in health insurance underwriting.

An emphasis by managed care companies
in managing care, rather than just costs, by
establishing clinical guidelines, practicing
disease management and measuring out-
comes.

The PRESIDING OFFICER. Who
yields time?

Mr. GRAHAM. Mr. President, has the
Senator from Michigan completed his
presentation?

The PRESIDING OFFICER. There
are 14 seconds remaining for the Sen-
ator from Michigan, and 7 minutes and
30 seconds remaining for the Senator
from Florida.

Mr. ABRAHAM. Mr. President, |
yield the remainder of my 14 seconds.

Mr. GRAHAM. Mr. President, there is
time we received, 3 minutes of general
debate and 1 minute which was used by
the Senator from Wisconsin. And | ask
for the other 2 minutes, as well as the
balance of our time on this amendment
for my closing remarks.

The PRESIDING OFFICER. Without
objection, it is so ordered.

Mr. GRAHAM. Thank you, Mr. Presi-
dent.

Mr. President, it has been an illu-
minating debate but almost as illu-
minating by what has not been said as
what has been said.

What are some of the things that
have been omitted? One of the major
omissions is, how did the majority
party arrive at the figure of $187 billion
as the basis of its reduction in Medic-
aid expenditures by the Federal Gov-
ernment over the next 7 years? What
was the source of that number? How
was the calculation of the efficiencies
and flexibilities that were going to be
incorporated in this program used to
derive the ultimate number of $187 bil-
lion?

The reason that there has not been
an answer to that question is because
there is not an answer to that question.
The $187 billion was derived, not by a
rational assessment of what would be
the needs of the program or what will
be the per capita increase in costs in
delivering health care, but rather as a
means of deriving a set of dollars to
fund a tax cut for the wealthiest of
Americans.

The fact is that the Medicaid Pro-
gram has been operating at a per cap-
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ita level of expenditure less than the
national average in terms of all private
sector health care spending, 7.1 percent
in the private sector, 7 percent in Med-
icaid. This is what has been the level of
Medicaid expenditure per capita. Under
this bill, the proposal is to slash Medic-
aid from a 7 percent growth to a 1.4
percent growth.

Mr. President, | would defy anyone to
say that is not going to result in a sig-
nificant collapse of the Medicaid sys-
tem’s ability to serve the most vulner-
able population in our country.

The second question that has not
been discussed is, why has the Medicaid
Program been growing at the rate that
it has been growing?

Let me suggest three reasons, one
that we ought to be very proud of, and
that is that we are doing as a Nation a
much better job of helping the poorest
and most at risk of our children. Infant
mortality in the United States has
dropped by over 21 percent in the last
decade. Infant mortality in America
has dropped by over 21 percent in the
last decade. We ought to be proud
about that, and it has occurred because
in large part we have extended Medic-
aid coverage to more and more at-risk
mothers, and we have provided the
kind of appropriate health care imme-
diately after birth. We should not be
ashamed of that.

Second, Medicaid has increased be-
cause of the aging of Americans. What
has not been pointed out is that 60 per-
cent of the Medicaid expenditures do
not go to poor children and their moth-
ers. Sixty percent of the expenditures
go to the disabled and particularly to
the frail elderly. In my State, 70 per-
cent of Medicaid expenditures go to the
disabled and the frail elderly.

That happens to be the segment of
our population which is growing at the
fastest rate. In most States the fastest
growing generational component of the
population is people who are over the
age of 80—the very population that is
most likely to need Medicaid assist-
ance for long-term care.

The third reason for the increase in
the number of persons on Medicaid has
been the decline in private insurance
coverage particularly for children. In
1977, 71 percent of the children of work-
ing Americans had their health care
covered through their working parents.
Today, in 1993, that number is down to
57 percent and projected in the year
2002 to be 47 percent. There has been al-
most a 1-to-1 increase in the poor chil-
dren on Medicaid as there has been a
decline in poor children covered
through a parent’s health care policy.

Those are three basic reasons why
Medicaid has been increasing over the
last few years, not because of oppres-
sive Federal regulations.

Another thing that has not been dis-
cussed is the allocation formula. Would
you like to see the allocation formula
among the States? There it is. That is
the arithmetic allocation formula con-
tained in the Republicans’ Medicaid
proposal.
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This formula, when you get through
all the algebra, says that those States
which today are receiving 4 and 5 times
as much per capita as other States will
continue to receive 4 to 5 times as
much. We are seeing a pattern. We saw
it in welfare reform and now we are
seeing it in Medicaid, and that is iden-
tify the problem, decry the status quo,
and then retain the funding formula of
the current program. We did it in wel-
fare reform, and we are about to do it
again in Medicaid.

It would be like George Washington,
after having won the American Revolu-
tion, saying, ‘‘but we are going to con-
tinue to pay tribute to George IIl.”
The very reason that we fought the war
would have been forgotten.

Mr. President, we need to have a
funding formula that treats all Ameri-
cans fairly wherever they live. This bill
of the Republicans continues basically
the current funding formula into the
indefinite future.

What is going to be lost under the
Republican proposal? We are going to
lose the flexibility of an effective
State-Federal partnership—those
States that experience growth, those
States that experience economic de-
cline, those States that experience a
natural disaster. We had 12,000 people
added to the Medicaid role in Florida
within days after Hurricane Andrew be-
cause not only were their homes blown
away, their jobs were blown away and
they became eligible for Medicaid. And
they needed it because of the disaster
through which they just lived. That
flexibility is going to be lost in this
program. We are also going to lose the
adequate funding of a Federal partner,
and we are going to lose national
standards particularly in the area of
nursing homes.

It is not surprising that President
Reagan said that the Medicaid Pro-
gram should not be turned over to the
States but that the Medicaid Program
should be federalized in order to have a
national standard of health care.
Where are the voices for President
Reagan today? This great advocate of a
strong national program to protect the
health of our children needs to be
heard today.

I close by saying there is a better
way. We are proposing in this motion,
first, that we have a rational reduction
in Medicaid. What we essentially are
saying is that we will propose to re-
strain Medicaid to 1 percentage point
less than the private sector rate of
growth in health care spending. And
with that 1 percent restraint, that is,
that the per capita for Medicaid will be
6.1 percent per year over the next 7
years, we will save $62 billion. We
think that we can make that kind of a
change without ravaging the system,
and we would distribute the money
through a per capita cap.

This maintains the individual enti-
tlement to Medicaid coverage and cre-
ates incentives to maintain health care
coverage. It provides for funding into
each of the four categories of principal
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Medicaid populations, that is, poor
children, their mothers, the disabled,
and the frail elderly, so that we will
not create what is, | believe, an inevi-
table result of the block grant ap-
proach which is going to be a war at
the State level among those four
groups of beneficiaries.

We would also allow for a continu-
ation of innovative programs such as
the program in the State of Tennessee.
We believe that the kinds of flexibility
that we would provide, which would
make it easier for States to move into
managed care and easier for States to
use community-based services to meet
the needs of the elderly, will produce
some real economies and therefore re-
duce the rates of expenditure over the
next 7 years, an attainable goal with-
out collapsing the system.

It is interesting, Mr. President, that
the proposal that | make today, the per
capita cap alternative to block grants,
is the proposal which was introduced in
the Senate on June 29, 1994, by our dis-
tinguished majority leader, cospon-
sored by 39 Republican Members. A
similar program was introduced by our
colleague, the senior Senator from
Texas, and the junior Senator from
Rhode Island, also promoting a per cap-
ita cap on Medicaid as a means of re-
forming the system.

Mr. President, | believe that we have
a program that will achieve significant
savings without sacrificing the safety
net that Medicaid has represented. We
can have these reforms while retaining
a program that is vital to 37 million of
our most vulnerable Americans. What
we will sacrifice is a little piece of the
tax break that we are about to give to
the wealthiest of Americans in order to
assure minimal health care standards
for the poorest and most vulnerable of
Americans.

The PRESIDING OFFICER. The Sen-
ator’s time has expired.

Mr. GRAHAM. Mr. President, | ask
unanimous consent that statements
from scores of organizations in opposi-
tion to the Republican plan and in sup-
port of the proposal that is before us be
printed in the RECORD and that an
analysis of the mandates which are
contained in the Republican proposal
also be printed in the RECORD.

There being no objection, the mate-
rial was ordered to be printed in the
RECORD, as follows:

MAY 3, 1995.

DEAR SENATOR: The undersigned organiza-
tions are opposed to eliminating the entitle-
ment status of individuals under the Medic-
aid program. The Medicaid program provides
basic health and long term-care services to
over 33 million American men, women, and
children. Eliminating the entitlement status
would jeopardize coverage for these seniors,
families, children, and persons with disabil-
ities, at a time when employers are dropping
coverage and the number of uninsured per-
sons continues to rise.

We understand that, in the interest of defi-
cit reduction, savings must be achieved in
the Medicaid program. However, extreme
and disproportionate cuts in the Medicaid
program will result in more Americans unin-
sured and in poor health, disincentives for
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providers to serve this population, and un-
tenable cost shifting to state and local gov-
ernments, providers and private payers. We
stand ready to work with you on ways to
achieve reasonable levels of savings without
endangering the access of millions of bene-
ficiaries to essential health care. We do not
believe that ending the entitlement nature
of the Medicaid program would achieve these
objectives.
Sincerely yours,

AIDS Action Council.

Alzheimer’s Association.

American Academy of Family Physicians.

American  Association of University
Women.

American Civil Liberties Union.

American College of Physicians.

American Federation of State, County &
Municipal Employees.

American Federation of Teachers, AFL-
ClO.

American Geriatrics Society.

American Network of Community Options
and Resources.

American Nurses Association.

American Public Health Association.

American Speech-Language-Hearing Asso-
ciation.

Americans for Democratic Action.

Association for the Care of Children’s
Health.

Automated Health Systems, Inc.

Bazelon Center for Mental Health Law.

Bridgeport Child Advocacy Coalition.

Catholic Charities USA.

Catholic Health Association.

Center for Community Change.

Center for Science in the Public Interest.

Center for Women Policy Studies.

Center on Disability and Health.

Children’s Defense Fund.

Coalition on Human Needs.

Connecticut Association for Human Serv-
ices.

Consumers’ Union.

Council of Women’s and Infants’ Specialty
Hospitals.

County Welfare Directors Association of
California.

Families USA.

Family Service America.

Human Rights Campaign Fund.

International Ladies’ Garment Workers’
Union.

International Union of Electronic, Elec-
trical, Salaried, Machine and Furniture
Workers.

International Union of United Auto Work-
ers.

Legal Action Center.

Legal Assistance Resource Center of Con-
necticut.

Mennonite Central Committee, Washing-
ton Office.

National Association of Child Advocates.

National Association of Children’s Hos-
pitals and Related Institutions.

National Association of Counties.

National Association of Developmental
Disabilities Councils.

National Association of Homes and Serv-
ices for Children.

National Association of People with AIDS.

National Association of Protection and Ad-
vocacy Systems.

National Association of Public Hospitals.

National Association of School Psycholo-
gists.

National Association of Social Workers.

National Citizens’ Coalition for Nursing
Home Reform.

National Coalition for the Homeless.

National Community Mental Health Care
Council.

National Council of Senior Citizens.

National Easter Seals Society.

National Education Association.
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National Family Planning and Reproduc-
tive Health Association.

National Jewish Community Relations Ad-
visory Council.

National Mental Health Association.

National Treatment Consortium.

National Women’s Law Center.

Neighbor to Neighbor.

NETWORK: A National
Justice Lobby.

OMB Watch.

Planned Parenthood Federation of Amer-
ica.

Protestant Health Alliance.

Service Employees International Union.

Spina Bifida Association of America.

The Alan Gutmacher Institute.

The American Geriatrics Society.

The Arc.

United Cerebral Palsy Associations.

West Virginia Developmental Disabilities
Planning Council.

Women’s Legal Defense Fund.

World Hunger Year.

YWCA of the U.S.A.

Catholic Social

OCTOBER 24, 1995.

DEAR SENATOR: As groups deeply concerned
with the health and well-being of America’s
children and families, we are writing to ex-
press our fundamental opposition to the pro-
posed House and Senate reconciliation bills’
Medicaid provisions.

The physical and mental health of Ameri-
ca’s children today determines the social and
economic health of the whole nation in the
future. Unfortunately, our children’s health
is already at risk: we lag behind many other
industrialized and some developing nations
on key indicators like infant mortality, low
birthweight, prenatal care, and immuniza-
tions. The Medicaid proposals in the rec-
onciliation bills will make this situation far
worse.

Already, nine and a half million U.S. chil-
dren lack any health insurance. Even though
just as many parents as ever are employed,
children have been losing private, employer-
based insurance at a rate of 1 percent a year
for more than a decade. Medicaid has been
making the difference, as its increased cov-
erage of children from working poor and near
poor families has kept the number of unin-
sured children from skyrocketing.

But as the drop in private insurance con-
tinues, if Medicaid shrinks instead of picking
up some of the slack, children will lead in
paying the price. With a $182 billion Medic-
aid cut, in the seventh year of the cut 6%
million children would lose eligibility if the
cut is translated into eligibility reductions
applied proportionately to all groups (e.g.,
children, people with disabilities, the elder-
ly, and other adults). Then 19 million chil-
dren would be uninsured in 2002. In fact, we
fear that political conditions in state cap-
itals will lead children to bear a dispropor-
tionately large share of any Medicaid cuts,
so the number of uninsured children would
be even larger.

The United States can invest now—in im-
munizations, preventive care and early
treatment—or it can pay later in more ex-
pensive remedial care and the high social
and productivity cost of children growing up
unhealthy. We all support fiscal responsibil-
ity in the federal budget, but to balance the
budget on the backs of children and destroy
a system of assured health care that is fun-
damental to the health of millions of Ameri-
ca’s children and pregnant women is unac-
ceptable.

Sincerely,
Action for Families and Children (DE),

Adolescent Pregnancy ChildWatch, Los
Angeles County (CA).
Advocates for Children and Youth, Inc.

(MD).
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Advocates for Youth.

Advocates for Connecticut’s Children and
Youth (CT).

Agenda for Children (LA).

Aids Foundation of Chicago (IL).

Aids Policy Center for Children, Youth,
and Families (NJ).

Alaska Children’s Services, Inc. (AK).

All Saints Church, Pasadena (CA).

American Academy of Family Physicians.

American Academy of Pediatrics, Con-
necticut Chapter (CT).
American Academy of Pediatrics, Utah

Chapter (UT).

American Federation of State, County and
Municipal Employees.

American Medical
Foundation.

American Nurses Association.

American Occupational Therapy Associa-
tion.

American Public Health Association.

American Speech-Language-Hearing Asso-
ciation.

Americans for Democratic Action.

Anacostia/Congress Heights Partnership
(DC).

APPLEServices/Crisis Center of
Hillsborough County, Inc. (FL).

Arkansas Advocates for Children and Fam-
ilies (AR).

Arkansas Children’s Hospital (AR).

A Sign of Class (MN).

Student Association/

Asian and Pacific Islander American
Health Forum (CA).
Association of Medical School Pediatric

Department Chairs.

Baystate Medical Center Children’s Hos-
pital (MA).

Bazelon Center for Mental Health Law.

Beckland Home Health Care, Inc. (MN).

Belfast Area Child Care Services,
(ME).

Bellefaire (OH).

Berkeley Oakland Support Services (CA).

Bread for the World.

California Children’s Hospital Association
(CA).

Cash Plus (IN).

Catholic Charities Office for Social Justice
(MN).

Center for Human Investment Policy (CO).

Center for Law and Human Services, Inc.
(IL).

Center for Multicultural Human Services
(VA).

Center on Disability and Health.

Center for Public Policy Priorities (TX).

Center on Work & Family at Boston Uni-
versity (MA).

Central Nebraska Community Services
(NE).

Chatham-Savannah Youth Futures Au-
thority (GA).

Chicago Coalition for the Homeless (IL).

Child Abuse Coalition, Inc. (FL).

Child Advocacy/Palm Beach County, Inc.
(FL).

Child Advocates, Inc. (TX).

Child Care Connection (AK).

Child Care Connection (FL).

Child Welfare League of America.

Children’s Action Alliance of Arizona (AZ).

Children’s Advocacy Institute (CA).

Children’s Defense Fund.

Children’s Health Care (MN).

Children’s Home Society of Minnesota
(MN).

Children’s House, Inc. (NY).

Children’s Medical Center of Dayton (OH).

Children’s Memorial Hospital (IL).

Children’s Rights, Inc. (NY).

Citizen’s Committee for Children of New
York (NY).

Citizen’s for Missouri’s Children (MO).

Citizen’s Committee for Children of New
York (NY).

Citizenship Education Fund.

Inc.
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City of Alameda Democratic Club (CA).

Coalition for a Better Acre (MA).

Coalition for Family and Children’s Serv-
ices in lowa (1A).

Coalition for Mississippi’s Children (MS).

Coalition on Human Needs.

Coleman Advocates for Children and Youth
(CA).

Colorado Association of Family and Chil-
dren’s Agencies, Inc. (CO).

Colorado Council of Churches.

Colorado Foundation for Families and
Children (CO).

Community Action
Beach County (FL).

Community Concepts, Inc. (ME).

Community Empowerment Concepts (MD).

Community Psychologists of Minnesota
(MN).

Concerned Graduate Students
Health in Seattle (WA).

Congress Park Plaza Apartments Resident
Services (DC).

Connecticut Association for Human Serv-
ices (CT).

Coordinated Child Care of Pinellas,
(FL).

Corpus Christi
Teachers (TX).

Council on Women’s and Infants’ Specialty
Hospitals.

Courage Center (MN).

Covenant House (NY).

Council of the Great City Schools.

Crossroads Program, Inc. (NJ).

Driscoll Children’s Hospital
Christi (TX).

Elim Transitional Housing, Inc. (MN).

Elks Aidmore Children’s Center (GA).

Episcopal Community Services, Inc. (MN).

Equality Press (CA).

Face to Face Health and Counseling Serv-
ice, Inc. (MN).

Families USA.

Family and School Support Teams (FL).

Family Resource Coalition (IL).

Family Resource Schools (CO).

Family Support Network (MO).

Family Voices.

Firstlink (OH).

Florida Legal Services, Inc. (FL).

Food Research and Action Center.

For Love of Children.

Fremont Public Association (WA).

Friends of Children (W1).

Friends of the Family (MD).

Friends of Youth (WA).

General Board of Church and Society, The
United Methodist Church.

General Federation of Women’s Clubs.

Georgians for Children (GA).

Greater New Brunswick Day Care Council
(NJ).

Hathaway Children’s Services (CA).

Health and Welfare Council of Nassau
County, Inc. (NY).

Healthy Mothers/Healthy Babies, Florida
Association (FL).

Hinds County Project Head Start (MS).

Hispanic Human Resources (FL).

Johns Hopkins Child & Adolescent Health
Policy Center.

Indiana Coalition on Housing and Home-
less Issues (IN).

Institute on Cultural Dynamics and Social
Change, Inc. (MN).

Interhealth (DC).

Jack and Jill of America, Inc.

Jacksonville Area Legal Aid, Inc., (FL).

Juvenile Law Center (PA).

Kansas Action for Children (KS).

Kansas Association of Child Care Resource
and Referral Agencies (KS).

Kansas Association for the Education of
Young Children (KS).

Kern Child Abuse Prevention Council, Inc.
(CA).

Kids Public Education and Policy Project
(IL).

Program of Palm

in Public

Inc.

American Federation of

of Corpus
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Lakeside Family and Children’s Services
(NY).

Lawyers for Children, Inc. (NY).

Legal Assistance Resource Center of Con-
necticut (CT).

Los Alamos Citizens Against Substance
Abuse (NM).

Los Angeles Coalition to End Homelessness
(CA).

Louisiana Maternal and Child Health Coa-
lition (LA).

Lucille Salter Packard Children’s Hospital
(CA).

Lutheran Children & Family Services of
Eastern Pennsylvania (PA).

Masschusetts Advocacy Center (MA).

Mennonite Central Committee, Washing-
ton Office.

Mental Health Association in Texas (TX).

Merrie Way Community for Arts and Hu-
manities (CA).

Michigan Coalition for Children and Fami-
lies (MI).

Michigan Council for Maternal and Child
Health (MI).

Michigan League for Human Services (Ml).

Minnesota Association of Community Men-
tal Health Programs (MN).

Minnesota State Council
(MN).

Mississippi
(MS).

Montana Low Income Coalition (MT).

Mothers Protecting Children, Inc. (CT).

Multnomah County Chair Beverly Stein
(OR).

National Association of Child Advocates.

National Association of Counties.

National Association of County and City
Health Officials.

National Association of Homes and Serv-
ices for Children.

National Association of Public Hospitals.

National Association of School Nurses.

National Association of Social Workers.

National Association of Developmental
Disabilities Councils.

National Center for Clinical
grams (Zero to Three).

National Center for Youth Law.

on Disability

Human Services Coalition

Infant Pro-

National Committee to Prevent Child
Abuse.
National Community Mental Healthcare
Council.

National Council of Jewish Women.

National Council of Senior Citizens.

National Easter Seal Society.

National Education Association.

National Family Planning and Reproduc-
tive Health Association.

National Mental Health Association.

National Parenting Association.

National Perinatal Association.

National Puerto Rican Coalition, Inc.

National Safe Kids Campaign.

National Women’s Law Center.

Neighbor to Neighbor.

New Orleans Bread for the World (LA).

Nome Receiving Home (AK).

North American Council
Children (MN).

North Carolina Advocacy Institute (NC).

Oklahoma Healthy Mothers, Healthy Ba-
bies Coalition (OK).

Oklahoma Institute for Child Advocacy
(OK).

Orange County Parent Child Center (VT).

Panhandle Assessment Center (TX).

Parent Action of Maryland, Inc. (MD).

Parent to Parent of Vermont (VT).

Parents Anonymous, Inc. (CA).

Parry Center for Children (OR).

Penn State University, Allentown Campus
(PA).

Pennsylvania Association of Child Care
Agencies (PA).

Pennsylvania Partnerships for Children
(PA).

on Adoptable
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Philadelphia Citizens for Children and
Youth (PA).

Planned Parenthood Federation of Amer-
ica.

Planned Parenthood of Palm Beach County

(FL).
Presbyterian Child Advocacy Network
(KY).
Preventive Services Coalition of Erie

County (NY).

Priority '90s: Children and Families (MI).

Project H.O.M.E. (PA).

Public Welfare Coalition of Illinois (IL).

Redlands Christian Migrant Association
(FL).

RESULTS.

Richland County Children Services (OH).

Rise, Inc. (MN).

Robins Nest, Inc. (NJ).

Same Boat Coalition (NY).

Sasha Bruce Youthwork, Inc. (DC).

Southern Regional Project on Infant Mor-
tality.

Spina Bifida Association of America.

State Communities Aid Association (NY).

Statewide Youth Advocacy, Inc. (NY).

Support Center for Child Advocates (PA).

The Adaptive Learning Center (GA).

The Arc.

The Child Care Connection (NJ).

The Children’s Alliance (WA).

The Children’s Health Fund (NY).

The Coalition for American Trauma Care.

The Connecticut Alliance for Basic Human
Needs (CT).

The Council for Exceptional Children.

The Episcopal Church.

The Foundation for the Future of Youth.

The Health Coalition for Children and
Youth (WA).

The Kitchen, Inc. (MO).

The National Association of WIC Directors.

The Ohio Association of Child Caring
Agencies (OH).

The Presbyterian Church (USA), Washing-
ton Office.

The United States Conference of Mayors.

The Urban Coalition (MN).

TransCentury (VA).

Tulsa Area Coalition on Perinatal
Community Service Council (OK).

Ucare Minnesota (MN).

United Child Development Program (NC).

University of Vermont Department of So-
cial Work MSW program (VT).

Unitarian Universalist Association, Wash-
ington Office.

Unitarian Universalist Service Committee.

United Cerebral Palsy Associations.

Utah Children (UT).

Vermont Center for
(vT).

Vermont Head Start Association (VT).

Voices for Illinois Children (IL).

Voices for Children in Nebraska (NE).

Washington State Child Care Resource and
Referral Network (WA).

Westchester Children’s Association (NY).

Wisconsin Council on Children and Fami-
lies (WI).

Women Leaders Online.

Women’s Committee of One Hundred.

Women’s Legal Defense Fund.

World Institute on Disability (CA).

Wyoming P.A.R.E.N.T. (WY).

Youth Law Center.

Care

Independent Living

OCTOBER 24, 1995.

DEAR SENATOR: On behalf of the nation’s
pediatricians and children’s hospitals, the
American Academy of Pediatrics and the Na-
tional Association of Children’s Hospitals
urge you to make sure that regardless of how
Medicaid is restructured Congress includes
basic protections for the health coverage of
children and adolescents.

This is the message we are seeking to bring
to all members of Congress and the public in
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a new paid advertisement we are running
this week in the national press. We are en-
closing a copy for you. It outlines the protec-
tions children and adolescents need in cov-
erage, medically necessary and preventive
care, access to pediatric care, and immuniza-
tions under a restructured Medicaid pro-
gram.

These kinds of protections make good
sense, because children and adolescents rep-
resent over half of all recipients of Medicaid.
In fact, Medicaid pays for the health care of
one fourth of the nation’s children and ado-
lescents as well as one third of the country’s
infants. Protecting their health coverage, re-
gardless of the state in which they live, is a
low cost but high return investment not only
in children’s well-being today but also in the
health and productivity of at least one third
of the nation’s future work force. Medicaid
coverage for a child averages only one-eighth
the cost of coverage for a senior citizen.

We were heartened by the bipartisanship of
the Senate Finance Committee in addressing
the need for children’s coverage. It would re-
quire all states under a restructured Medic-
aid program to cover poor children and preg-
nant women. We believe most members of
Congress share in this conviction.

Your vote on Medicaid legislation this year
may be the single most important vote you
will cast for the health of our nation’s chil-
dren in this decade. Please vote to protect
America’s most important resources: our
children

Sincerely,
JOE M. SANDERS, Jr., M.D.,
Executive Director,
American  Academy
of Pediatrics.
LAWRENCE A. MCANDREWS,
President and CEO,
National Association
of Children’s Hos-
pitals.

Enclosure.

How To MAKE SURE THEY’RE STILL SMILING
AFTER CONGRESS GETS THROUGH WITH MED-
ICAID.

It should go without saying that the key to
having a healthy America in the future is
keeping children healthy today.

Those of us who spend every moment of
our working lives keeping children healthy
want to say it anyway.

Because at this moment, Congress is mak-
ing drastic changes to the Medicaid program,
the most serious side effect of which is that
the health care needs of millions of children
will not be sufficiently guaranteed.

CONGRESS IS TAKING THE ““AID’’ OUT OF
MEDICAID

The Congressional block grant proposals
could leave it to the States to determine who
is eligible to receive benefits and what kind
of benefits will be offered.

Today’s system at least guarantees specific
preventive health care benefits vital to the
health and well-being of many children from
poor and working families.

CONGRESS MUST BUILD IN CERTAIN BASIC
GUARANTEES

Regardless of how Congress changes Medic-
aid overall, the following protections should
be included:

1. Children and adolescents from low-in-
come families must maintain guaranteed
Medicaid coverage.

2. Medically necessary care, including pre-
ventive services, must not be compromised.

3. Children and adolescents must retain ac-
cess to appropriately trained and certified
providers of pediatric care.

4. children should be guaranteed all age ap-
propriate immunizations.

Let’s protect America’s most important,
most vulnerable resources: our children.
Let’s help keep them healthy. And smiling.
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[From Consortium for Citizens with
Disabilities]
A MESSAGE TO CONGRESS

CONGRESSIONAL MEDICAID ‘‘REFORM’’ PROPOS-
ALS WILL HARM CHILDREN AND ADULTS WITH
DISABILITIES AND THEIR FAMILIES

Member organizations of the Consortium
for Citizens with Disabilities Health and
Long Term Services Task Forces are ex-
tremely concerned about the impact that
both the House and Senate Medicaid ‘‘re-
form” proposals will have on the lives of
children and adults with disabilities and
their families. We strongly urge you not to
support these proposals and to carefully re-
consider how to ‘“‘reform” the Medicaid pro-
gram so that children and adults with dis-
abilities and other individuals with low and
very low incomes are not harmed.

The proposals reported out of the House
Commerce and Senate Finance Committees
make harmful, fundamental changes to the
Medicaid program—a program which now is
the largest source of federal and state fund-
ing for services and supports for individuals
with disabilities. It has been access to criti-
cally needed health and related services and
to essential community-based long term
services and supports—provided through the
Medicaid program—that have enabled fami-
lies to stay together and children and adults
with disabilities to live fuller and more pro-
ductive lives in their communities.

Specific CCD concerns relate to the follow-
ing issues:

While the Senate proposal maintains a
guarantee of health care coverage for low in-
come individuals with disabilities, the House
proposal completely eliminates the current
individual entitlement status of Medicaid for
people with disabilities.

Neither the Senate or House proposals
would require states to provide any specific
services, except for childhood immuniza-
tions.

Medicaid is no longer an entitlement and if
there is no requirement for the provision of
a full range of services, people with disabil-
ities will lose access to critical health and
long term services, and supports. For people
with disabilities and serious health condi-
tions, the lack of access to health and
health-related services and supports will
lead to an exacerbation of existing health
problems and/or disabilities, as well as the
emergence of additional health problems and
secondary disabilities. For people with long
term care needs, the lack of Medicaid cov-
erage will lead to the loss of services and
supports that help them to live more inde-
pendent lives in the community—in some
cases leading to homelessness and inappro-
priate institutionalization. In addition, fam-
ilies of children with disabilities will have
their economic security undermined as they
try to pay for essential health and long term
services. It is important to remember—espe-
cially in a nation where the number of indi-
viduals insured through their employer con-
tinues to decrease—that for many people
with disabilities, Medicaid has been the only
health care coverage available.

While both proposals include state level
“‘set-asides’ for certain vulnerable popu-
lations, i.e. families with pregnant women
and children, elderly individuals, and low in-
come people with disabilities under age 65,
the proposed funding formula for these set-
asides would mean that states could not con-
tinue to provide the full range of services
and supports that they now provide for chil-
dren and adults with disabilities.

States would be permitted—within these
broad categories—to determine what serv-
ices to provide. According to the House pro-
posal, for each set-aside category, states
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would have to spend 85 percent of the aver-
age percentage of the state’s Medicaid spend-
ing from FY 1992 through FY 1994 devoted to
mandatory services (what the state now
must cover) for people in that category. Ac-
cording to the Senate proposal, for each set-
aside category, states would have to spend 85
percent of the state’s Medicaid spending in
FY 1995 on mandatory services for people in
that category.

This formula does not take into consider-
ation spending on optional services (what
the state now chooses to cover). For people
with disabilities, this is a major blow. Cur-
rent optional services are the ones most like-
ly to be of critical importance to children
and adults with disabilities and dollars cur-
rently spent towards them would not be
counted towards the disability set-aside. Op-
tional services include the following: speech,
physical, and occupational therapy, psycho-
logical services, clinic services, prescription
drugs, dental services, eyeglasses, prosthetic
devices, rehabilitative services, home and
community based services, ICF-MR services,
personal care services, respiratory care serv-
ices, and case management.

In addition to the loss of the personal enti-
tlement to specific required services and the
weak funding formula, both the House and
Senate proposals eliminate consumer and
quality assurance protections and federal
oversight in Medicaid services or Medicaid
funded facilities.

This includes elimination of federal nurs-
ing home and ICF/MR regulations and even
the minimum requirement that funds be
spent on active treatment for individuals in
institutional settings rather than merely
custodial care. While Congress continues to
speak of the value of devolution and state’s
rights, the CCD remembers when states
could not or would not provide needed serv-
ices and supports for children and adults
with disabilities and their families. There
are well warranted and deep-seated fears in
the disability community that the loss of
minimum federal standards coupled with in-
tensifying fiscal pressures will mean that
some states return to institution-based cus-
todial care with the consequent loss of indi-
vidual freedom, rights, and quality of life.
The public policy and the original intent be-
hind federal oversight requirements cur-
rently attached to funding for certain Medic-
aid long-term services must be remembered
and respected. The proposals also permit the
states to move more people into managed
care plans while at the same time removing
current consumer protections related to
managed care.

The CCD strongly urges you to carefully
reconsider how to ‘“‘reform” the Medicaid
program and not to support the passage of
the provisions in the Medicaid Trans-
formation Act of 1995 as part of the budget
reconciliation bill. We ask you not to evis-
cerate a program that has allowed millions
of children and adults with disabilities to
live fuller and more productive lives in the
community because they now have access to
both acute health care and needed long term
services and supports. The CCD does not sup-
port the status quo on Medicaid. We do be-
lieve, however, that there are changes to the
program that can be made that will not pe-
nalize those who now benefit from the pro-
gram. These include the elimination of the
current incentives for institutional care and
the provision instead of incentives for home
and community-based long term services and
supports.

Finally, the CCD supports efforts to reduce
the federal deficit. However, the CCD strong-
ly believes that it is unfortunate that most
of the programs on the table for deficit re-
duction are those of importance to children
and adults with disabilities—such as Medic-
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aid, children’s Supplemental Security In-
come, housing, social services, jobs, and edu-
cation. It is also unfortunate that Congress
is endeavoring to balance the budget using
only 48% of the federal budget and that 48%
comes at the expense of programs of critical
importance to the lives of people with dis-
abilities.

The CCD asserts that the individual enti-
tlement status of Medicaid to a mandated
set of benefits for children and adults with
disabilities must be maintained.

The CCD asserts that federal reimburse-
ment should be maintained for the full range
of acute and long term services and supports
that are presently available, including op-
tional services which states now choose to
provide through their Medicaid programs. In
addition, the states should be required to
continue to contribute at least their current
share of funds to finance Medicaid services
and supports.

The CCD asserts that the federal require-
ments that states meet certain standards of
care and continue appropriate quality assur-
ance measures, as well as due process and
other consumer protections must be main-
tained.

The CCD asserts that managed care should
be an ‘“‘option’ and not the only avenue of
services for people with disabilities and that
strong consumer protections, including time-
ly and appropriate access to all necessary
services, supports, and providers must be en-
sured.

The CCD asserts that current incentives
for institutional care built into the Medicaid
program must be eliminated and replaced
with incentives for the provision of home
and community-based long term services and
supports.
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Adapted Physical Activity Council.

Alliance of Genetic Support Groups.

American Academy of Child & Adolescent
Psychiatry.

American Academy of Neurology.

American Academy of Physical Medicine
and Rehabilitation.

American Association
Care.

American Association of Children’s Resi-
dential Center.

American Association of Spinal Cord In-
jury Psychologists & Social Workers.

American Association of University Affili-
ated Programs.

American Congress of Rehabilitation Medi-
cine.

American Foundation of the Blind.

American Horticultural Therapy Associa-
tion.

American Network of Community Options
& Resources.

American Occupational Therapy Associa-
tion.

American Orthotic and Prosthetic Associa-
tion.

American Physical Therapy Association.

American Psychological Association.

American Rehabilitation Association.

American Speech-Language-Hearing Asso-
ciation.

American Therapeutic Recreation Associa-
tion.

Amputee Coalition of America.

Association of Academic Physiatrists.

Association of Maternal and Child Health
Programs.

Autism National Committee.

Bazelon Center for Mental Health Law.

Brain Injury Association.

Center on Disability and Health.

Children’s Defense Fund.

Children & Adults with Attention Deficit
Disorders.

for Respiratory
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Epilepsy Foundation of America.

International Association of Psychosocial
Rehabilitation Services.

Joseph P. Kennedy, Jr. Foundation.

Mental Health Policy Resource Center.

National Alliance for the Mentally Ill.

National Association for Music Therapy.

National Association for the Advancement
of Orthotics and Prosthetics.

National Association of the Deaf.

National Association of Developmental
Disabilities Council.

National Association of Medical
ment Suppliers.

National Association of People with AIDS.

National Association of Protection and Ad-
vocacy Systems.

National Association of State Directors of
Developmental Disabilities Services.

National Association of State Directors of
Special Education.

National Association of State Mental
Health Program Director.

National Center for Learning Disabilities.

Equip-

National Community Mental Healthcare
Centers.
National Consortium on Physical Edu-

cation and Recreation for Individuals with
Disabilities.

National East Seal Society.

National Health Law Program, Inc.

National Industries for the Blind.

National Mental Health Association.

National Multiple Sclerosis Society.

National Organization for Rare Disorders.

National Organization on Disability.

National Rehabilitation Association.

National Spinal Cord Injury Association.

National Therapeutic