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INTRODUCTION
Eric Heimark, Vice Chair

We are gathered here today to present the findings of the 2007-08 14th Congressional Advisory Board, which focused its report on the American health system.

We would like to begin by thanking Congresswoman Eshoo for this unparalleled opportunity. Congresswoman Eshoo established the 14th Congressional District Student Advisory Board in 1993 to give young people a voice in our government, and it has since grown extensively in interest and breadth. 

This year, the 14th Congressional District Student Advisory Board focused its efforts on health reform. Mounting healthcare costs and an impending Medicare and Medicaid financial crisis have injected health into the forefront of the American political scene, and students felt it imperative that their own voices be heard on the subject. Moreover, the United States is at a critical juncture in its health care policy where it must balance an interest in universal coverage and in preserving the highest-quality care. Whether through teen pregnancy, performance-enhancing drugs, mental health, or a myriad of other areas, teens are directly or indirectly affected by the consequences of the current American health system. As a member of the House Committee on Energy and Commerce and Subcommittee on Health, Congresswoman Eshoo is in a unique position to enact policy within Congress to address our concerns. 

Throughout the media, the notion that modern American youth are disinterested, powerless, and unproductive is ubiquitous, but couldn’t be farther from the truth. Our greatest hope for today is that you too will challenge that premise – and see that an ever-growing chorus of youth is calling for real change.

Students have been working for several months researching, writing, and preparing for this presentation, and we would like to ask for your undivided attention as you listen to their recommendations and celebrate their hard efforts. Thank you for attending.

PEDIATRICS
Lindsey Constantino, Akala Francis

Lexa Wilson, Chair

One of the most important aspects of healthcare is that concerning our nation’s children. Not only are children more vulnerable to disease than the average citizen, but they are also the most often overlooked. Considering the fact that most us are under eighteen and therefore unable to vote, it is especially important to us that health issues concerning us as well as those younger than us are discussed. The future of our country depends on the well-being and proper development of the youth. It is vital that the children are well cared for so that they may grow into healthy and effective adults.

SCHIP

Akala Francis

Background 

State Children's Health Insurance program (SCHIP) was created by the Balanced Budget Act of 1997 and is financed by Federal and State government and is administered by each state. The state determines the design of its program, eligibility groups, and benefit packages, payment levels for the coverage and operating procedures. States have the flexibility in operation Medicaid programs and SCHIP programs, which allows families to be funded through both programs. The program was created to fund families with children who are overqualified for Medicaid. SCHIP funds 6.6 million children and 671,000 adults. President Bush vetoed the first attempt of reauthorization. Congress could not execute override of the bill. The second reauthorization bill was amended to “set the top income limits to 300% of the federal poverty level; and will clarify and emphasize that illegal immigrants are not eligibility for coverage; and phase-out adult coverage, except for pregnant women, in one year instead of two." However the bill has still not been entered into law due to the continual veto from the president.

Problem 

The population increase has cause more uninsured families to be created. The budget that is set for the program is not able to cover more families. States are funding programs that are not funded by the federal government to service pregnant women, non-pregnant adults, and non-citizen children. Each year from 1997 to 2007 the budget of the program varied from year to year. Although an extension of funding was allotted to keep the program going, there is no room left for enrollment in the program. This limits the number of families who will have been insured because the program does not have the funds for the increase of uninsured families.

Solution 

In order to improve SCHIP, the program needs to be broadened. The increase in population of many demographics, require that the programs should not be limited to only citizen children because immigration has become a big part of our society. Similarly parents should be insured even if they have children that are not infants or toddlers to create a more convenient system in which families can be insured on the same plan. The budget needs to be based on the uninsured families instead of using a the set budget because the number of uninsured families is constantly increasing as our society expands.
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VACCINATION IN CHILDREN

Lexa Wilson

Though legislation providing for mandatory vaccination in young children before they enter schools has been in effect for a number of years, childhood vaccination is an issue that still creates controversy. The possible side effects of certain vaccines and the chemicals used to make them are cause for great worry and objection by parents aiming to ensure the total safety of their children. However, taking another view of the matter are the parents who want to keep their children safe from infections that unvaccinated children might possess. The debate lies in whether these vaccines are safe enough for children to be taking, whether sufficient testing has been done to prove their safety, and whether federal law should have the power to mandate vaccination or if that decision should be up to the discretion of the parents. 

One of the greatest sources of controversy lies in the possible connection between vaccines and the development of autism. Thiomersal-containing vaccines such as the Measles, Mumps, Rubella (MMR) vaccine have been under investigation for this link. Thiomersal has a high mercury content and is used as preservative in vaccines. Though many vaccine–manufacturers have removed thiomersal from their vaccines following a 1999 risk assessment mandated by the FDA Modernization Act of 1997, the influenza vaccine still contains the compound.(3) Since 1988, over 5,000 cases have been brought to U.S. court by parents whose children developed autism shortly after receiving their vaccinations.(2) However, the more popular stance among the scientific community is that there is no evidence to prove that there is a relationship between thiomersal and autism. A small number of studies concerning the subject have been conducted, but none have produced a definitive answer, and none have focused solely on thiomersal in the amounts that children in the U.S. receive it. Just last year President Bush vetoed the HHS-Labor-Education Appropriations Bill, which would have required that all mercury be removed from all vaccines. His reasons for the veto include the heavy cost as well as objection to other parts of the bill. There has also been no study proving a relationship between the MMR and autism. MMR also protects against diseases that are more harmful to infants than others, so currently, it seems that the benefits outweigh the risks. One other issue that arises with the influenza vaccine is the potential for the development of Guillain-Barré syndrome. The development of this auto-immune disease affecting the peripheral nervous system was shown to have a correlation to receiving the influenza vaccine in a study done in Ontario in 2006. Current law states that it is mandatory for all students entering the public school system to be vaccinated in accordance with state law. Exemptions are given for religious, medical, or philosophical reasons, with medical being the most common. Philosophical exemptions are given only if they are “sincere” and “conscientiously held.”

Though the belief that thiomersal has no connection to autism is widely held, the fact that vaccine manufacturers were urged to remove it from their vaccines despite its effectiveness as a preservative is cause for alarm. We would like to see a bill that sets the removal of thiomersal as its primary concern, rather than attaching it to another issue. In this way we can better ensure the safety of children in the future. We would also like to see legislation that requires full disclosure from doctors to guardians about what exactly vaccines are made up of and what the side effects are so that parents may make a more informed decision regarding whether or not to vaccinate their children.

SOURCES
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TEEN PREGNANCY AND THE HEALTH CARE SYSTEM

Lindsey Constantino

Background

We as teenagers are faced with the frightening thought of teen pregnancy. Many teenagers have the presumption that it could never happen to them, as if they were invincible. Society believes that being a teenager and pregnant is taboo. Each year 20% of sexually active teen girls become pregnant. Some schools promote abstinence, but surely that is not the answer. That is why organizations such as Planned Parenthood is such a success because they make contraceptives readily available to those in need. Yes, pregnancies are at an all time low, but the rate is much too high. 

Current Legislation

The National Family Planning Program was created in 1970. It helps provide grants to both public and private non-profit agencies for people that are not able to afford today’s society high cost of health care. The Adolescent Family Life (AFL) was created in 1981.This legislation helps support projects that promote abstinence education to teens and social services to pregnant teens. Another act of legislation, the Maternal and Child Health Block Grant helps funds health services for women, such as state run hotlines, family planning, and prevention programs. Medicaid provides counseling and education for pregnant teens. Other acts and grants have been created to help teen mothers.

Recommendations

When a teenager becomes pregnant not only is she at risk, but her child is at risk as well. Statistics show that both the child and the mother are sadly more likely to live in poverty, do poorly in school, or suffer a physical or mental illness. Nearly 47 million Americans do not have health care.

Health care has become a very important issue in this year’s Presidential elections. The next President that America elects needs to have a strong opinion in favor of health care. If health care was available to Americans at a small cost or no cost at all that would help in sex education and possibly reduce the number of teenage pregnancies.

If health care organizations similar to Planned Parenthood were more readily available it is likely that unwanted pregnancies would decrease. If schools gave out condoms in their health offices, would contribute to the decline of unwanted pregnancies. Though this problem may never be completely solved, one day with education and availability of protection this problem can be reduced. 

SOURCES

Solomon-Fears, Carmen. United States. Cong. House. Reducing Teen Pregnancy: Adolescent Family Life and Abstinence Education Programs. 26 Feb. 2008.

In conclusion, we would like to express how important we believe child healthcare to be and how much we truly believe that our country cannot advance unless the children are well cared for. Child health insurance, childhood vaccination, and teen pregnancy are three issues that can truly affect the state of being that this nation’s future leaders grow into. The next generation has the potential to make incredible achievements, and is important that they are given the chance to be the best that they can be.

HEALTH EDUCATION

Taylor Freret, Rachel Lew, Ross Merrill 

Wendy Mu, Chair

Health education plays an important role in today’s society. It is important that we do not overlook health education, which should be an integral part of children’s curriculum. Educating youth about topics such as drugs, alcohol, and sex influences their future decision-making. While there are many efforts today to curb teenage drinking, reduce illegal drug-use, and teach sex education, there are still many places in which these efforts can be made more effective. Rates of drinking and illegal drug-use in teenagers are still at high percentages, and there are many restrictions on sex education that many people receive little or incomplete sex education. We have researched these issues and given our thoughts as to how these situations can be improved.

DRUG EDUCATION

Wendy Mu

One of the most significant problems facing today’s youth is drug abuse and the use of illicit drugs. Despite the numerous programs designed to educate youth on the adverse effects of improper drug use, a significant percentage of youth experiment with or regularly use illicit drugs.

According to the Monitoring the Future Survey conducted in 2007, 46.8 percent of 12th graders and 19 percent of 8th graders have used illicit drugs at least once in their lifetime. While these statistics have decreased from the survey done in 2006, these are still relatively high percentages, and drug use in some other categories have either increased or showed virtually no decrease. For example, there was no significant decrease in the use of most prescription drugs. The survey also found that the use of heroin injections has increased among 8th graders and the use of heroin without a needle has increased among 12th graders from 2006 to 2007. The use of OxyContin and Vicodin for 8th, 10th, and 12th graders are at relatively high percentages in 2007 (2.7, 7.2, and 9.6 percent, respectively) and have not decreased significantly either.

Private Programs

Many schools already have implemented drug-prevention programs. For example, Drug Abuse Resistance Education (D.A.R.E.) is an international organization built to combat drug use, gang involvement, and violence. It is the largest such program in the world. The D.A.R.E. program has been employed in at least 75 percent of United States’ school districts, educating children from K-12. There are separate curricula for elementary, middle, and high school students. Taught by police officers, the program seeks to educate youth about how to stay away from harmful peer pressure to do drugs. D.A.R.E. is, for the most part, privately funded by the non-profit organization D.A.R.E. America. Less than one percent of the program budget is from federal funding. 

The effectiveness of programs such as D.A.R.E., however, have been questioned. In a USA Today article by Dennis Cauchon, published October 11, 1993, revealed that some scientific studies have shown that D.A.R.E. is not effective in the long-term. According to the article, studies have compared groups of children, one group having gone through the D.A.R.E. program and one group having not. The study, however, did not find any statistically significant difference in overall drug use. Another study published in the American Journal of Public Health, conducted over six years, also did not find the program very effective. In fact, it also found that a higher percentage of children from the suburbs who went through the D.A.R.E. program had used drugs.

Federal Laws and Programs


The U.S. Department of Education has a Drug-Violence Prevention National Programs group which grants federal funding to anti-drug programs. Title IV, SDFSCA of the Improving America's Schools Act of 1994 (P. L. 103-382) allocates funds to anti-drug and anti-violence programs in schools.


The Drug-Free Communities Act of 1997 (P.L. 105-20) created the Drug-Free Communities Program, designed to encourage collaboration among groups (public/private, local/state/federal, etc.) involved in drug-abuse programs in order to ultimately decrease substance abuse.
 This law has been reauthorized twice, most recently in the 2006 Office of National Drug Control Policy Reauthorization Act (P.L. 109-469), which extends the program to 2012. Additionally, the funds allotted for this program will increase each year, with $109 million in the 2008 fiscal year and $129 million in the 2012 fiscal year.


Additionally, the Drug Free Media Campaign Act of 1998 authorizes the Office of National Drug Control Policy (ONDCP) to run a media campaign, the Youth Anti-Drug Media Campaign, to reduce drug use. It is targeted to youth in the United States. However, the Youth Anti-Drug Media Campaign has faced criticism and skepticism in its effectiveness. An August 2006 report by the United States Government Accountability Office (GAO) on the ONDCP recommended that Congress limit funding for the campaign until the campaign could prove that its ads were effective.

Recommendations


One of the biggest challenges drug-prevention and drug-education programs face is the question of their effectiveness in dealing with the problem of youth drug use. Studies often find conflicting results. Despite this question of effectiveness, Congress should still support government efforts to combat youth drug use through funding state, local, and private programs and through its media campaign. The media is especially important in influencing young minds, so it is important that the media campaign program continue.


The questions of effectiveness are not completely ungrounded, however. Perhaps a better response from youth would be received if the commercials and instruction took a different approach. It is important that the youth listen, and for them to listen, they must be interested and involved. Simply telling them not to do drugs is not enough, and Congress should pass legislation with funding for new, more innovative anti-drug programs that will get youth involved.


Another recommendation is to establish compulsory drug education in schools from K-12. Many people who use illicit drugs do not know about the bad effects. If people were to know all the hazards of illicit drug use, fewer people might choose to use illegal drugs.


A final recommendation would be to revise the punishments for the possession of illicit drugs. Currently, the consequences are jail time and/or a fine. A study published by researchers of RTI International in 2006 suggested lower rates of repeated offenses among people who have undergone a drug treatment program compared with those who went to jail. It may be more productive to require offenders to attend counseling and rehabilitation treatment in order to prevent future offenses. It is also important that these people learn the consequences of using illicit drugs. With these recommendations, Americans will be more educated about the illegal use of drugs and then can make smart, informed, healthy choices. 
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ALCOHOL

Rachel Lew

While the area of education is generally a state and local matter, the national government does have some say in the national schooling system. Health education involving the prevention of drug and alcohol abuse, teen pregnancy, and obesity is an important part of a child and young adult’s education. While many of the actions that are discussed in health classes are illegal before the age of eighteen or twenty-one, it is essential to convey the physical, psychological, and legal ramifications of these “youthful indiscretions”. 

Alcohol abuse has declined somewhat over the last decade, but the percentage of middle school and high school students engaging in both social and binge drinking on a regular basis is still rather shocking. According to the National Institute of Alcohol Abuse and Alcoholism, students admitting to engaging in binge drinking (attaining a blood alcohol content of 0.08 percent or more) in the past thirty days in 1991 was roughly 31.3% versus the 25.5% in 2005 (NIAAA). While this subtle decline provides hope that the government’s and other non-profits’ efforts to prevent underage drinking is working, the number of teenagers involved in these illicit activities remains a huge problem. The national Survey on Drug Use and Health from 2005 found that 11 million people under the age of 21 engage in drinking with as much as 65% of them engaging in binge drinking. Studies have shown that heavy drinking before the age of 14 has a 47% chance of dependency later in life as opposed to the only 9% chance for those who began drinking after the age of 21 (Leadership to Keep Children Alcohol Free). The NIAAA reported in January of 2006 that each year 5,000 people under the age of 21 die as a result of alcohol related accidents, homicides, and suicides. Death, however, is not the only outcome of binge drinking with illicit drug use, poor grades, and sexual promiscuity also linked to this activity. The teenage brain is also vulnerable to negative effects on memory skills as a result of heavy drinking during youth. 

Alcohol abuse among teenagers can be combated in several ways, including both family and school based prevention programs. Currently the Safe and Drug-Free Schools and Communities Act, which came into effect in July of 2002 allots funds for keeping schools alcohol, drug, and violence free. The Department of Alcohol and Drug Programs as well as the Safe and Healthy Kids Program Office are responsible for implementing these prevention programs. The funds provided by the SDFSC Act will go to support health education with specific emphasis on the consequences of illegal substance abuse and the importance of higher education. The Sober Truth on Preventing Underage Drinking or STOP Act supports states in their efforts to enforce drinking laws and learn the long-term effects of underage drinking. In March 2007, the Surgeon General’s Office issued a “Call to Action” in which they set out specific goals for reducing underage drinking among American Youth, including school based programs and research to understand both the causes and effects of this alcohol abuse. Other efforts within the Department of Education involve providing funding for drug testing for grades six through twelve, and while all these efforts provide significant funding for school based prevention programs, they fail to mention any specific criteria for said programs. 

Alcohol remains a significant problem among American teenagers, and in spite of the government’s efforts to fund health education preventative programs, there exists no nationwide standards for these courses. According to the NIAAA, merely informing students of the dangers of alcohol is not as effective a preventative method as instructing them on how to deal with peer pressure and providing specific examples of resistance strategies. The number of teen deaths related to driving under the influence is reported by the NIAAA as 1,900 per year, and in Massachusetts, the number of drinking related traffic deaths was cut down substantially by the Massachusetts Saving Lives Program, which introduced “drunk driving checkpoints, speeding and drunk-driving awareness days, speed-watch telephone hotlines, high school peer-led education, and college prevention programs” (“Alcohol Alert” 7). Through implementing more of these specific drunk driving prevention techniques on a national basis, the government could help to reduce the number of motor vehicle related drinking deaths nationwide. In conclusion, it is only through a more specific course of action in health education and community-based prevention that the nation can make strides in reducing the number of deaths, occurrences of illicit drug use and teenage pregnancy, and instances of psychological backlash that result from underage alcohol abuse. 
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SEX EDUCATION

Taylor Freret

According to a recent study, one in four teenage girls has a sexually transmitted disease. What is even more startling, however, is that many of these diseases go undiagnosed for many years, leading to alarming rates of infection among partners of those affected. This infection is exacerbated by the fact that sixty percent of females and fifty percent of males have had sexual intercourse by their eighteenth birthday.

Considering that about twenty percent of sexually active female teenagers and ten percent of sexually active male teenagers have sex without any contraceptive use, the rates of STDs among teenagers are not that surprising. However, they are preventable.

Condoms, an easy form of contraception available cheaply at local drugstores, prevent the spread of 98 percent of STDs. Birth control pills, although they do not prevent STDs, are more than 99 percent effective as a contraceptive.

As one can see, teenagers are having sex at unprecedented rates. Unfortunately, many of the teenagers who are having sex are unaware of the consequences and methods of preventing them. Simply put, sex education in the United States is not adequate nor effective. In fact, in 2002, one-third of teens had not received any formal instruction about contraception.

Abstinence-only Education

The proliferation of abstinence-only sexual education throughout many schools leads only to an increase in sexually transmitted disease rates and pregnancies. One of the major problems with abstinence education is that it is concerned mostly with religious ideology, not what will prevent the spread of STDs. In fact, in 2000, a study concluded that abstinence-only education is not effective in preventing teenagers from having sex; moreover, the abstinence education did not increase the likelihood of teenagers using condoms.

Conversely, comprehensive sex education (which includes STD prevention programs), has led to a delaying of sexual initiation as well as a decrease in STD rates. There is an overwhelming supply of shocking statistics that favors implementation of comprehensive, not abstinence-only, sex education. However, federal mandates make it difficult for schools to teach comprehensive education. Any sexual education program that educates students about the benefits of condoms and contraception is not eligible for federal funding. Considering the massive budget cuts that are affecting education and schools—it is not surprising that schools comply with these mandates—they cannot afford to do otherwise.

Conclusion


According to many experts, the characteristics of an effective sexual education course include age-appropriate sexual health information, have clear goals for preventing HIV and other STDs and teenage pregnancy, provide medically accurate information about abstinence and contraception, and assist youth in clarifying their individual, family, and community values.

There are several things that could be done in order to increase the effectiveness of sexual education courses as well as decrease the spread of STDs.


First and foremost, the government needs to repeal mandates that do not allow comprehensive sex education courses to be taught. Discouraging the teaching of safe-sex programs, although it may fit with religious beliefs like saving sex for marriage, has no practical scientific value. Until better sexual education classes are implemented, the rise of teenage infection rates will skyrocket.


Secondly, once those mandates are repealed, Congress and the president must go out of their way to fund those programs. While President Bush proposed a $39 million increase in federal funding for abstinence-only-until-marriage sex education in his 2006 budget, this money would be significantly more effective placed in comprehensive sexual education programs.
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NUTRITION

Ross Merrill


While still not a pressing issue on the increasingly conscious minds of most Americans, poor nutrition and a deficiency in nutritional education are exceedingly growing problems that have catastrophic ramifications. Poor nutrition is not only a medical problem but a social and economic problem as well. The immensely high costs associated with poor nutrition have attracted some attention but many politicians would rather discuss the exceptionally broad topic of healthcare. Poor nutrition can also be a reflection of social inequality. Lower socioeconomic brackets have typically higher rates of obesity and physical inactivity which may stem from a flaw in the public education system. Regardless of the institution impacted, high-quality nutritional education should be available to everyone. Thus it is imperative that we as a nation address these issues.


An estimated one third of all cancers are attributable to poor nutrition. In the United States, “106.9 million American adults
 (55.6 million men and 51.3 million women) are overweight” according to the 2001 Community Health Needs Assessment. This is approximately 61% of adults and 13% of minors. Despite obvious problems many still do not understand the power of knowledge, and how to change our current situation. Poor communities struggle to get by let alone live healthily. It is the United State’s responsibility to ensure that people everywhere are at the very least, given the opportunity to make the right decision when it comes to nutrition. Nutritional information and educational services should be available for the less affluent through online database programs, hospitals, and schools. 


Studies have clearly shown that eating and dietary habits form in youth. Unfortunately, these daunting numbers continue to grow due to cutbacks in nutritional education in public schools. This has not only stopped progress but allowed the US to be set back years. Mandatory Nutritional education required by law in all schools should be implemented in hopes to help children and youth develop proper eating habits. Initially it would be a cost to our federal government, but with time this investment would decrease healthcare costs, cut insurance costs, and improve the wellbeing of the American people. 


Increased proper nutrition and nutritional education are problems that need to be dealt with in an appropriate manner, and the congress should be required to stabilize the situation and implement the proper policy to ameliorate these problems. Although congress cannot prevent or entirely obliterate poor nutrition in this country, they can certainly do a lot to ensure wellbeing and prosperity in the future.
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CONCLUSION

In considering the health of Americans, health education should not be overlooked. Health education is important in children developing healthy habits and making healthy choices. Educating youth about drugs, alcohol, nutrition, and sex is very important for their future and the future of our society. We hope that Congress will take into consideration our recommendations as well as continue to support both public and private efforts to educate American youth about such topics.

HEALTH INSURANCE

Ben Levin, Siming Zhang

Elise Thygesen, Chair
HEALTH INSURANCE AFFORDABILITY

Siming Zhang
As health insurance costs continue to rise sharply, more and more Americans are looking toward healthcare reform plans to alleviate their increasingly heavy financial burden. In 2007 alone, health insurance premiums rose 6.1 percent, far outpacing workers’ earnings and inflation.1 Because of these rising prices, many Americans are struggling or unable to pay for health insurance. To meet the challenge of rising insurance costs, we should implement a number of plans that provide both immediate relief and long-term reform, namely, expanding tax subsidies for the poor, minimizing over-insurance, improving information technology, and instilling greater competition and choice in health plans. 

Amending the tax code should be our first priority to help less wealthy Americans buy health insurance. Currently, health insurance paid by an employer is excluded from the employee’s taxable income. The fact that employer-based health insurance is mostly a nontaxable benefit encourages more workers to seek health coverage, but the downside is that those who cannot access such insurance are at a disadvantage. Also, the current tax system gives greater savings to those in higher income brackets, meaning that the more financial help workers need in buying insurance, the less help they will actually receive. If the purpose of subsidizing health insurance is to motivate more people to buy insurance and reduce the cost of unpaid emergency care, then we should expand tax incentives for lower-income Americans. The most direct way to make the tax code more equitable is by giving refundable tax credits to low-income households. Ultimately, tax incentives will lower the private cost of healthcare for many Americans, but the trade-off is that government spending on healthcare will increase even more. Therefore, we also need to look at reform ideas that do more than shift costs from the private sector to the public sector. 

While some Americans lack health coverage, most are actually over-insured, paying for services which they will never need. The traditional purpose of health insurance is to protect against unforeseen catastrophic events. However, currently some states mandate coverage of elective services such as massage therapy, acupuncture, and fertility treatments.2 While consumers may be attracted to insurance plans which cover these types of elective health services because of lower out of pocket costs, they end up paying just as much or even more in the form of higher premiums. In order to minimize over-insurance, Congress should discourage state mandates for health insurance benefits. These mandates not only force people to pay for benefits they will never use, but also raise health insurance premiums, making basic health coverage even less affordable. Ideally, we should eliminate mandates for all health services except preventative treatments, such as annual health checkups, vaccinations, and mammograms, which are meant to reduce health costs in the long run. 

Another important way to reduce health insurance costs is to subsidize the expansion of electronic medical record systems and other health information technology, which reduce time spent on paperwork, help physicians screen people more easily for risk factors, and lower medical errors. All of these benefits of health information technology result in lower medical costs. According to an estimate by RAND, the U.S. could save billions of dollars each year if it established a nationwide network of electronic health records over a period of 15 years. The fiscal benefits of using health information technology far outweigh the initial implementation costs, and will directly translate into lower insurance costs. For that reason, I want to encourage Congress to pass H.R. 3800, the Promoting Health Information Technology Act, which was sponsored by our Representative Anna Eshoo.

Finally, we can use market forces to rein in health insurance prices. If we allow Americans to buy insurance available in other states, competition among healthcare providers will increase and prices will shrink. Americans who cannot afford the premiums in their home state will be able to purchase insurance from elsewhere. The Health Care Choice Act, or H.R. 2355, is one piece of legislation that can help Americans buy insurance across state lines. 

With the explosion in healthcare costs in the last decade, health insurance affordability has become a top concern for all Americans, young and old, employers and workers alike. We need to act now to stem the rise in insurance prices, for the financial health of individual Americans and for our nation as a whole. 
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UNIVERSAL COVERAGE

Ben Levin

One of the most disturbing problems with the United States healthcare system is the sheer number of Americans who have no health safety net at all. 47 million citizens do not have any kind of healthcare coverage, in stark contrast to other industrialized and wealthy nations. Not only is this a tragedy unto itself, but because hospitals are not allowed to refuse emergency care, it creates an emphasis on emergency care at the expense of cheaper preventative care. The number of uninsured would not present a problem if it was the result of a large number of citizens simply opting out of any healthcare. Unfortunately, the biggest barrier regarding healthcare coverage for most Americans is cost. The government program Medicaid already covers the poor, particularly children. It is the families above the Medicaid threshold that do not have insurance: those too poor to afford healthcare but too wealthy to qualify for government-sponsored service.

A variety of solutions to this problem have been proposed. One of the simplest is nationalize the United States healthcare system, creating a single service provided by the government. There is evidence to suggest that foreign healthcare achieves universal coverage while operating less expensively than that of the United States. However, this is not politically feasible: there is a both entrenched opposition from the healthcare industry and a large political base opposing any government-sponsored healthcare intervention.

My solution to reduce the number of undercovered is simple: make health care an opt-out situation, rather than the current opt-in system we enjoy. It runs against the basic libertarian impulse and democratic nature of our country to require health coverage of everyone, but it is important that we lower the barriers to getting healthcare and make it feasible for every American. The best way to do this is to offer a strong healthcare program to all Americans based off the existing Federal Employees Health Benefits program. Under the FEHBP, the government pays an average of 72% of all premiums, and the rest of the cost is on the individual. The FEHBP has a number of advantages: it is an existing program, meaning there would be no start-up cost and an existing administrative framework to lay the program on. It offers a wide variety of programs, encouraging consumer choice. It is cheap: individual coverage under the “basic” plan costs less than $1000 per year, putting it within the price range of even the relatively poor. Hopefully, this would at least blunt the large numbers of uninsured while keeping the market competition and flexibility that characterizes our current healthcare system.

Of course, costs to this solution do exist. By further subsidizing healthcare spending, the government could encourage further cost inflation. The costs to underwriting this would be very significant—though hopefully the plans we offer to cut costs will help this. 

Unfortunately, there is no current, national legislation offering healthcare reform on the scale that the country so urgently needs. Luckily, both Barack Obama and Hillary Clinton promise to enact healthcare reforms. Should either candidate be elected, we encourage Congresswoman Eshoo to support their healthcare proposals to extend healthcare to every American.

SOURCES

Health, United States, 2006. U.S. Department of Health and Human Services, Centers for Disease Control and Prevention, National Center for Health Statistics.

Ginsburg, Paul. “Controlling Health Care Costs.” New England Journal of Medicine 351.16. (2004)

NCHC: Facts about Healthcare. National Coalition on Healthcare. 30 January 2008 http://www.nchc.org/facts/cost.shtml
American Health Choices Plan. Washington: Hilary Clinton for President, 2007.

Falconer, Ralph. “Controlling health care costs through wellness programs.” The CPA Journal (1993)

Anand, Geeta. “A Biotech Drug Extends Life, but At What Cost?” Wall Street Journal November 16, 2005. http://online.wsj.com/article/SB113210858490898540.html
Francis, David R. “Heathcare Costs Are Up. Here are the Culprits.” Christian Science Monitor December 15, 2003. <http://www.csmonitor.com/2003/1215/p21s01-coop.html>

Lyke, Bob. “Health Savings Accounts: Overview of rules for 2008.” Congressional Research Service. 4 February 2008.

Austin, Andrew D. “Health Care and Markets.” Congressional Research Service. 9 March 2007.

Chaikind, Hinda. “Federal Employees Health Benefits Program: Available Health Insurance Options.” Congressional Research Service. 

MEDICARE

Elise Thygesen

The Medicare program was established in 1965 by President Lyndon B. Johnson as an amendment to Social Security legislation and as a part of his Great Society programs. Medicare provides basic health care insurance for all older Americans, and is not currently subject to any means testing for income or wealth. Medicare can be complemented with private insurance packages for additional health care services not covered by Medicare (so-called Medigap plans) and additional drug coverage (Medicare Prescription Drug plans). Medicaid is a similar program that provides health care services for many low income and/or disabled Americans. The program is financed through a “trust fund” that collects funds from several federal tax programs, including the federal income tax (currently limited to providing 45% of the total fund).  

Notwithstanding aggressive reimbursement rate management, Medicare and Medicaid have grown to be an enormous portion of the federal budget, accounting for 23% of all federal spending last year, costing $627 billion. With a generation of baby boomers about to retire, the Medicare system is facing serious problems ahead; the system is predicted to run out of money in 11 years, meaning that the trust fund tax receipts will be exceeded by projected payments on behalf of retirees. This is because the costs of health care are increasing, while the ratio of workers paying into the system to retirees receiving benefits is shrinking. Consequently, the main issue facing Medicare is how to continue funding the system.

The only real economic solutions are to raise the retirement age, cut some benefits, cut eligibility for certain groups or raise taxes. Realistically, the solution needs to contain all four. The age when senior citizens become eligible for Medicare is 65, and this has not changed since its inception. However, the average life expectancy has increased considerably. Raising the retirement age for government-funded benefits is certainly unpopular; however, all ideas need to be considered so we can keep the system solvent. Some European countries have in fact started to index the start of pension benefits to life expectancy.

Since coverage is already minimal, cutting benefits further for the elderly that do rely on Medicare is likely not politically feasible without introducing complementary participant funded programs, such as supplemental private insurance. Since many older Americans don’t have the financial resources to purchase significant supplemental coverage, such policies would likely need to be subsidized by the government. Over time, one could imagine a larger portion of the elderly saving for adequate private coverage, allowing Medicare to be restricted to lower income Americans.

There are some who propose that higher income seniors pay higher premiums; however, unless the income bar was set quite low (which would be politically unacceptable today), this would only be a small part of the solution as wealthier Americans often already have alternative coverage, and constitute a small percentage of Medicare expenditures. Medicare also needs to be examined to reform the system to be the most efficient and cost-effective. One area that could withstand significant budget cuts is Medicare Advantage, which spends more per beneficiary than the original Medicare Program. The CHAMP Act, which has already been passed in the House, proposed cuts in this area.

Barring a significant cut back in benefits, the tax increases required to maintain solvency are very significant. As an example, many politicians suggest rolling back the Bush tax cuts as a way to finance funding gaps. While this would certainly put more money into the system, it is nowhere near the amount of money needed to achieve a balance in the Medicare system over the long haul. Without a change in coverage policies, taxes will need to be raised so Medicare can continue to function and not face bankruptcy in coming years.

Medicare falls under the category of government funded healthcare. A major obstacle that Medicare faces is the deficient American health care system. The US pays more than any other country ($7400 per person) on health care. Many Americans receive best in class medical care. But the benefits are very unevenly distributed, and the overall impression is one of poor coverage and significant inefficiency. Aggregate outcomes demonstrate this: US life expectancy is below that of most developed countries, despite spending more per person and as percentage of GDP. 

If a comprehensive health care reform is achieved, Medicare will certainly be affected. Hopefully, such a reform would successfully reduce health care costs, which have been soaring in recent years, and lessen the economic burden of health care costs on the Medicare system.
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MEDICAL ETHICS

Meghna Dholakia

Mary Lazar, Chair

Science and the rate of discovery have increased overwhelmingly over the past century. This flood of innovation has impacted the lifestyles of millions of people around the world. As mortality rates in developed nations plummet, the average life span increases. However while the boundaries of scientific knowledge are pushed farther back a new realm of query has developed in the form of medical ethics. 


Many believe that the rapid rate of progress while positively impacting society physically has led to a moral degradation. 


A few of the questions of medical ethics include: stem cell research and euthanasia, both of which will be discussed in depth later on. Though legislature is not designed to judge on moral issues, in recent years state and federal governments and courts have been thrust into the ethical spotlight in cases such as Terry Schiavo and the ongoing battle over abortion. Thus, it is necessary to recognize the merits and dangers of scientific progress and to guard against exploitation or discrimination against specific groups.
ABORTION

Mary Lazar


One of the biggest controversies in America and around the world today is abortion. An abortion is the removal or “expulsion” of an embryo or fetus from the uterus, which, may result in or is caused by its death. There are two forms of abortion: a spontaneous abortion and an induced abortion. A spontaneous abortion is the expulsion of an embryo or fetus due to accidental trauma or natural causes. These are usually referred to as miscarriages, and occur when an embryo or fetus is lost due to natural causes before the 20th week of gestation. An induced abortion is an abortion that occurs due to outside interferences. It may be to save the life of the pregnant woman, to preserve the woman’s physical or mental health, or to selectively reduce the number of fetuses to lessen risks associated with multiple pregnancies. Methods of this abortion include surgical, and expound medical.

Health considerations versus Social issues

Abortions are common. Abortions happen every day, all around the world. It may happen for different reasons. Depends on the individuals involved, and the situation.


A big risk in having an abortion which was noted years ago is the use of unskilled practitioners. These are called “unsafe abortions” or a “back-alley abortion” which are slang terms for any abortion not practiced under generally accepted standards of sanitation and professionalism.

Abortion Facts and Statistics


In the U.S. alone, since 1996, there are approximately 1.37 million abortions per year. Per day, approximately 3,700 abortions take place.


Why do women have abortions?


1% of all abortions occur because of rape or incest; 6% of abortions occur because of potential health problems regarding either the mother or child, and 93% of all abortions occur for social reasons (the child is unwanted or inconvenient).

Roe vs. Wade (1973)


The stepping stone that made abortion legal was the case “Roe versus Wade” of 1973, where the U.S. Supreme Court determine to have an abortion was protected by the Constitution. Followed by federal legislation, there were several laws and bills enacted one main important one which was S.21 (Reid), “the Prevention First Act” which was introduced on January 14th, 2007, where the bill expanded access to preventative healthcare that would reduce abortions, and improve access to women’s health care. S. 21 would require hospitals, as a condition of receiving fed funds, to offer and to provide, (upon request), emergency contraception to victims of sexual assault. (S. 21) was referred to the Senate Health, education, Labor, and Pensions Committee and is similar to S. 20 (Reid), which was introduced to the 109th Congress, and a “companion bill”, H.R.819 (Slaughter) was introduced of February 5th, 2007 in the House. (CRS; Federal Legislation)

Views on Abortion


Currently, there are many arguments and debates over whether an abortion is right or not and whether or not the government should have a say in the woman’s choice. Liberals believe that even though killing a embryo or fetus is a terrible and horrible thing, they understand that if the parent(s) who are going to be having this child won’t be able to provide for it, and may not be responsible enough, or are afraid it will end up getting abused in the future, thus rather not have it at all. Liberals feel the government does not have the right to interfere with the individual having an abortion, because it would be violating the individual’s privacy.

Conservatives however, see an abortion in a different light. Conservatives, feel a abortion is an outrage, thus they feel the government has the right to say of the individual has the right to have an abortion. They do not feel that a right to privacy exists in this instance and that the fetus has a right to life.

Recommendations


In my opinion, and based on the research provided, I feel the right to life issue is very important and crucial in healthcare. The real question is: Is this an ethical practice or not? I don’t think having an abortion is a good thing at all, and it’s certainly unfair to the fetus. However, I don’t think its right for another human being to be born under poor circumstances. Therefore, I recommend that a woman should have the right to have an abortion whether her parents agree with it or not. The government should not have the right to get involved, because it’s exploiting and violating the individual’s right to privacy.


Congresswoman Eshoo can propose certain restrictions in order to protect a woman’s right to having an abortion. She can address that Sex Ed. should be enforced in all high schools, and that students should take it their freshman year, to be aware of what they’re going to be facing. This class should also be a requirement in the curriculum for graduation. 


Another recommendation our group proposes is, since currently if a male over age 18 engages in sexual activity with a female under 18, it is considered statutory rape. We feel in order to discourage having an abortion, if a male under age 18 engages in sexual activity with a female also under age 18, it will also be considered statutory rape.
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EUTHANASIA

Meghna Dholakia

Background


Euthanasia is the act of terminating the life. In medical terms it relates to the administration of a lethal drug to end to life of a terminally ill patient. There are two types of Euthanasia, namely active and passive. Passive Euthanasia is defined as the withdrawal/withholding of life-extending care such as artificial respirators or life-extending drugs. A doctor’s role in passive Euthanasia is defined by non-involvement. A doctor’s role in active Euthanasia is defined by some kind of involvement which leads to the death of the patient. Passive Euthanasia is generally more condoned than active Euthanasia as it allows the patient to die a “natural death” as they would without medical advancement. Euthanasia is still illegal in most territories, along with the criminalization of the act.

Countries

Australia

Australia’s Northern Territory was the first territory in the world to legalize Euthanasia (1996) with the Rights of the Terminally Ill Act (1996). The law legalized Euthanasia for the terminally ill who were given only 12 months to live and decriminalized the act under the defined conditions. However, the law was overturned by Commonwealth legislation nine months later. Recently Senator Bob Brown of the Northern Territory has expressed his desire to introduce a private member’s bill to reinstate the territory’s voluntary euthanasia legislation. 

The parliament of New South Wales defeated a bill to legalize euthanasia in the territory in 2002. 

Britain

In May 2006 the House of Lords blocked a bill introduced by Lord Joffe to legalize Euthanasia, the motion to delay the bill for six months. The Assisted Dying Bill bore a greater resemblance to the Death With Dignity Act in Oregon.

Netherlands

In 2002 the Netherlands became the first country to legalize Euthanasia. Historically the Dutch gov. had a lax approach to criminal charges of “mercy killings”. The Dutch laws are the least strict of all Euthanasia laws passed and groups continue to lobby for the extension of the bill to cover those patients suffering from dementia. The law has come under fire from international groups who say that the legalization of the law has increased the number of non-voluntary Euthanasia. However these claims cannot truly be verified under current data. The Netherlands also grappled with whether to extend the euthanasia laws to cover those under eighteen.

Belgium

The western European country followed the lead of the Netherlands and legalized Euthanasia in 2002. In 2003 attempts were made to extend the practice to those under eighteen

The United States

General

Washington’s state ban against euthanasia was challenged in two separate cases. The District Courts ruled in favor of the challengers. However, in 1996 the Supreme Court overturned the decisions made by two Federal Circuit courts in Washington v. Harold Glucksberg. They ruled that under the 14th amendment people were not guaranteed the right of death.

Oregon

Currently only one state, Oregon, has legislation legalizing Euthanasia. The legislation known as the Death With Dignity Act was passed in 1998. In January 2006 the United States Supreme Court ruled in favor of the state in Gonzales v. State of Oregon 6. The law continues in to be effect. Since the passage of the Act two hundred and ninety two individuals have chosen voluntary Euthanasia. Under the Death With Dignity Act a doctor administers or prescribes a dose of lethal barbiturates to the patient. The Act restricts Euthanasia to patients who are given only six months to live; who have been declared mentally fit, and are over the age of eighteen. In Oregon 81% of those who chose Euthanasia suffered from malignant neoplasms (cancer). The average age of participants was 70.
Ethical Issues
The ethical issues brought up by the discussion of Euthanasia include objections to the idea of a “mercy killing”, the so called “slippery slope”, the right to death issue, and the euthaniziation of minors. Many worry that the passage of even the most conservative euthanasia legislation would lead to a moral “slippery slope” with the law being loosely interpreted in cases it was not meant to apply. Many people also balk at the idea of the euthanization of minors (in both countries where euthanization is legal attempts have been made to legalize euthanization of minors.

In addition most major religions are against the practice of Euthanasia, though in many cases this is a modern interpretation
Proposed Action
It is our opinion that upon examination of the statistics and circumstances in the Death With Dignity Act the practice of Euthanasia can be established without the result of a so-called “slippery slope”. It is our opinion that specific religious objections to the practice of Euthanasia are void, but the only objections should be on a purely moral basis. We would support the passage of a bill legalizing Euthanasia if the following requirements were met: 

·  The patient in question was over the age of eighteen

· They were diagnosed as terminally ill with less than six months to live

· They were in a state of chronic pain

· They were declared mentally fit by a minimum of two physicians who specialize in psychiatry 

· They were required to express this wish at least once, but were only allowed to proceed after a delay of one week before filing their second request. 

· They were fully informed of their options by their medical practitioner 

· None of their life insurance, or other medical policies were affected by their choice to participate 

· The patient could change their mind and halt proceedings at any time. If they did so they would be required to restart proceedings from the beginning. 

In the case of patients who were mentally unfit a possible solution is the formation of a “club” to which healthy individuals, deemed mentally fit, might choose to enter. The policy would be that if they were, later in life, to suffer from a terminal mental illness (and meet all other requirements of the general law) they could choose euthanization. However, it would be wise to instigate in addition to the policy of this club that euthanization could be denied for these individuals if a member of their nuclear family objected. 

We can find no objection to the proposal of legalizing Euthanasia, should it be introduced in Congress it would undoubtedly be subjected to the toughest moral and critical examination. A recent poll conducted by Harris Interactive in 2005 found that in the United States 70 to 29% of adults are in favor of legislation which would "allow doctors to comply with the wishes of a dying patient in severe distress who asks to have his or her life ended." In our opinion the main objection to a proposal to the legalization of Euthanasia is not the proposal itself but whether now is the right time to propose such a change in legislation given the current divisions in the federal government. Since this is such a divisive issue it is our opinion that now is not the time to bring forward such a proposal. We suggest returning to the issue in 2-3 years depending on the political climate. 
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CONCLUSION
As technology increases and improves the lives of people around the globe it is necessary to be cautious in regard to the scientific and moral dilemmas that development brings. It is impossible to maintain a true separation of personal beliefs in politics, and indeed would probably be unwise to do so. However it is up to legislators to acknowledge and look beyond their own personal feelings to the state of the nation itself. Above all, though the government must be cautious, it should not be timid in recognizing the benefits that innovation brings.

MENTAL HEALTH

Jason Willick, Nanor Balabanian, Maya Itah

Adam Swart, Chair
With the Presidential Election cycle in full swing, the issue of health care is very much at the forefront of national debate. Unfortunately, out of the scope of the national debate are the millions of Americans who lack sufficient mental health care services. No documentaries, debates, or television programs have addressed the issue because it is not visible to Americans as they go about their daily lives. The problems plaguing the mental health care system are numerous and multifarious. Representative Eshoo has long been a voice for a quality health system, and we expect that she will be receptive to the long overdue reforms necessary to improve the inadequate state of our mental health care services. 

FACILITIES

Adam Swart

Budget cuts in the health care industry have substantially reduced the quality and availability of mental health care facilities. The inadequacies in facilities for the mentally ill are most evident in long-term community care and in veterans’ care. These issues are especially pertinent because bills currently exist to alleviate the problem. These are simple and pragmatic solutions bent on restoring a high standard of health care even to those who cannot afford a private facility. 

There are three major concerns with Community Mental Health Care Facilities addressed in current bills: The failure to recruit highly trained staff, the lack of quality equipment, and the lack of sufficient numbers of these facilities have led to serious problems which affect all Americans. The reason for the inadequacies in the staff of these facilities is the lack of sufficient pay to attract sufficient quality health workers. In many mental health care facilities, “nursing aids” as designated by the United States Department of Labor, provided the majority of care. In 2006, the average salary for a nursing aid at a “community mental health care facility” was $9.34 per hour, with the highest 20% receiving near $13 per hour (Bureau of Labor Statistics). Given the tasks for which they are responsible, this is an inadequate salary with which to pay them. An equally troubling problem is the lack of sufficient equipment to treat patients requiring a higher level of care. “Community Mental Health Facilities” as they are so deemed, are responsible for the majority of mental health care in the United States. The deinstitutionalization of the 1960s and 1970s has left numerous Americans in need of sanctuary on the streets; posing a danger to themselves and others; generally forced to beg in order to earn money. HR 5176, introduced by Representative Gene Green (D-TX) and Tim Murphy (D-PA) would do much to alleviate these aforementioned burdens. By giving specific grants to these facilities, this bill allows these facilities to expand and offer better pay to their employees. The bill would also increase funding for further research on how to maximize the efficiency and the quality of these facilities. 

A second and equal flaw in our mental health care system is the failure to provide adequate mental treatment for veterans returning from Iraq and Afghanistan. Research by the Congressional Research Service has shown that the military lacks sufficient numbers of Active Duty and Clinical psychologists; yet notes that three in five military families have issues of which they require psychological counseling. In addition, the same report noted that facilities for sufferers of post-traumatic stress disorder and Traumatic Brain Injuries are inadequate to deal with the numerous patients in need of treatment. HR 2612, introduced by Representative Susan Davis (D-CA) promises not only to allocate the necessary funds to treat our veterans but also allocates funds to create “Centers for Excellence in Military Mental Health” to research new techniques and treatments to deal with Post-traumatic stress disorder, traumatic brain injuries both in the short-term (urgent care) and the long-term (psychological counseling). Given the $31 Million Representative Eshoo was able to secure for our Veteran’s Hospital, she has already shown her commitment to our veterans’ physical health. By supporting HR 2612, she would also be reaffirming her commitment to mental health, a subtler yet equally important veteran’s issue. 

I recommend a vote for both HR 5176 and HR 2612. Both are key pieces of legislation which will do much to alleviate the burdens on our existing mental health care infrastructure. It is our responsibility to do what is best for our nation by providing quality mental health care facilities for military veterans and civilians. Not only do these pieces of legislation serve to elevate our status as a humanitarian nation; but they ensure that no person in need of mental health care assistance is turned away from receiving quality care or released into an environment where they could cause damage to themselves or those around them. 
MENTAL HEALTH PARITY

Jason Willick

Equal coverage for mental illness is an issue that gravely affects millions of Americans. Twenty-six percent of adults in the United States suffer from a mental illness. Severe mental illness left untreated is extremely debilitating: only ten percent of individuals with schizophrenia are able to hold a full time job, and ninety percent of the 32,000 Americans who commit suicide every year suffer from a treatable psychiatric disorder. Many people who suffer from mental illness are not able to function and contribute to society because of their disease. Mental illness often debilitates function more than chronic physical disorders. In addition, people who suffer from mental illness are many times more likely to be victims of violence and other crime. Unfortunately, the terrible stigma surrounding mental illness prevents most mentally ill people from seeking treatment. When they do try to get help, it is likely that their insurance will not adequately cover the treatment for their condition. 

The central argument against providing equal insurance coverage for mental illnesses is the notion that mentally ill people do not suffer from a medical disorder. Opponents of mental health parity argue that there is not sufficient biological evidence that mental illness is a brain disease, and that it does not deserve the same coverage as physical disorders. Mental health experts overwhelmingly disagree with this notion. In addition, there is indisputable evidence that mental illness is a brain disorder. Brain research and biotechnology have shown dramatic differences between brains of individuals who suffer from severe mental illness and normal brains. There is overwhelming agreement in the scientific community that mental illnesses do stem from chemical imbalances, such as lack of dopamine, which cripple neurotransmitters and prevent the brain from functioning normally. One UCLA study mapped brain tissue loss in schizophrenia patients. The patients who lost most brain tissue had the most severe symptoms. Researchers are discovering more and more about mental illnesses physical effects on the brain every day, but one thing is clear: severe mental illnesses are brain disorders.

On September 26, 1996, President Clinton signed the Mental Health Parity Act into law. The MHPA, sponsored by Senators Domenici ® and Wellstone (D), attempted to end discrimination against mental health patients by insurance companies. The bill required insurance companies’ annual or lifetime ceilings for mental health reimbursement to be equal to those of physical health. While it is a great step forward, MHPA has significant flaws. First of all, it does not require providers to include mental health in their insurance package; it only applies to plans that already have some form of mental health coverage. It also does not apply to small businesses, so workers in a business of fifty people or less may not benefit from the bill. This, according to an estimate by the National Alliance for the Mentally Ill, exempts 40-50 million Americans. In addition, companies that can prove that the MHPA has increased their health costs by 1% or more are exempt from the law. Finally, there are a variety of ways that insurance companies can obey the law without providing full parity for mental disorders. These include increasing the deductibles or co-payments on mental health treatment and limiting therapist visits, all of which insurance companies frequently do in their efforts to spend less money.

A fair bill that listened to sound science and mandated that mental illness be treated equally to physical illness would help to destroy the stigma surrounding mental health and benefit millions of Americans. In addition to requiring equal ceilings on mental health spending, as MHPA did, this bill would need to put a handful of other restrictions on healthcare providers. Firstly, it would need to rescind the exemptions that MHPA provides: small businesses and companies whose health costs rose by 1% as a result of the bill. It would also mandate all providers to include mental health coverage in their insurance package. Most importantly, the bill would need to close the loopholes through which insurance companies can still discriminate against mental patients. One important part to include would be requiring lower co-payments for therapist visits so that patients do not have to spend huge amounts of money on psychotherapy, an effective treatment for many mental illnesses. Also, the bill would need to more explicitly ensure parity, not only through cost but through other aspects of treatment such as days of hospitalization and visits per year. The passing of such a bill would strike a blow against mental health stigma in the United States and make treatment and help available to Americans who still cannot get the mental health services they need.

The House of Representatives recently passed an excellent bill, which addressed many of the key problems remaining after MHPA. If made into law, the Paul Wellstone Mental Health and Addiction Equity Act of 2007 would be a leap forward for mental health parity. However, this bill may well have vital parts taken out in negotiations with the Senate, who passed a much more restrictive version last year. In addition, it is possible that President Bush, who has indicated that he does not support the House bill, will veto it. Even this bill has too many exceptions for healthcare providers, although it is excellent in closing loopholes in plans through which insurance companies could discriminate against mental health patients. It is imperative that Congresswoman Eshoo and the entire Congress stand firm in support for mental health parity and focus on passing the Paul Wellstone Mental Health and Addiction Equity Act of 2007.

IMMIGRANTS

Nanor Balabanian
From its early beginning, the United States has been a country of immigrants rapidly populating the country and contributing to its economic growth and development. Over the past 25 years, 1.8 million refugees have settled in the United States, according to the United States Census Bureau. Immigrants and refugees usually come to America for many reasons. While some come to the United States to find new jobs and live the American dream, others come to escape a war or even genocide in their original country. When these immigrants arrive to the United States, most of them face difficult challenges that have a significant effect on their mental health. Reasons such as language barrier, previous traumatic exposure, loss of family and friends, fear of being in a new and strange environment threaten the mental health of immigrants as they step in the United States. Currently, the government inadequately takes care of its immigrants and refugees, exempting them from federally funded programs that can facilitate their adaptation to the new country.
The lack of job opportunities, the language barrier, the lack of cultural understanding, the emotional trauma/anxiety disorders, and the discrimination they face from other ethnic groups all contribute to significantly affect the mental health of immigrants and refugees resettling in the United States. According to the 2005 Annual Report of the Office of Refugee Resettlement, employment rate of refugees has decreased from 62.5% to 48.4% between the years of 2000 and 2005. Most immigrants and refugees come to the United States with big hopes and dreams for a better future, yet do not find the opportunities that they expected upon their arrival. Language barrier is another big problem for most immigrants as they struggle to communicate with the other communities. In addition, many immigrants are in shock when they come to a new country with different traditions and customs from their own. For example, they have to learn that women and men are treated equally, that American people are more individualistic than pluralistic, and that all religions and races are equal. For most immigrants, these ideas are new and sometimes hard to accept, especially among older adult immigrants who have kept their traditional values for decades. Finally, some refugees suffer anxiety disorders and are sometimes diagnosed with Post Traumatic Stress Disorder ( PTSD) because of all the previous traumatic experiences they’ve had in their original country. Many of these issues contribute to the mental health of immigrants and refugees and must be addressed and taken care of when they arrive to the United States.

The mental health services for refugees and immigrants in the United States needs to be reformed to provide adequate and satisfactory services to its immigrants and refugees. First and foremost, the government needs to provide employment opportunities for the newly arrived immigrants. Because the language barrier stands in the way of immigrants’ employment opportunities, the government needs to pressure companies to provide English as a Second Language (ESL) courses to its immigrant workers. These courses would allow immigrants to learn the new language and work at the same time in the company they are hired in. The increase of the unemployment rate is one of the factors in increasing the rate of immigrants with problems in their mental health as they struggle to survive and bring money to their families. ESL classes are the first step towards ensuring that each immigrant will be able to communicate with his/her coworkers. By supporting H.R. 2608 that extends Supplemental Security Income (SSI) for elderly and disabled refugees, the Congresswoman will be able to aid some refugees to receive a supplemental income that would improve the economic status of their families. In addition, the government needs to further fund its federal programs that are directed towards helping immigrants and refugees resettle. These organizations are helpful for the immigrants because they can educate them about the norms of the American culture, provide them with ESL courses, help them find housing and schooling, and recommend them for mental therapy if needed. The organizations however need to have cultural consultants with backgrounds in the immigrants and refugee communities who can better understand their situation and offer useful consultations. Finally, the government has to ensure that each immigrant and refugee will have access to a mental therapist if needed. From psychotherapy groups to personal treatments, the treatment intervention with large refugee groups is very important in ensuring an adequate mental health service. Using community-based mental health services and care approach is important to ensure that our immigrants and refugees feel safe and secure in their new environment.

PRESCRIPTION ABUSE

Maya Itah
When illegal drug abuse takes the spotlight, the abuse of prescription drugs meant to treat mental disorders is often ignored. Both the public and the government forget that one of the most commonly abused drugs among minors is a prescription drug: Ritalin. Ritalin and Adderall, meant to treat ADD, are abused in a vast variety of ways: they are overused, overprescribed and sold to people who have no need for them; they are even stolen from school medicine cabinets. After 20 deaths and 12 strokes were linked to Adderall, the Food and Drugs Administration (FDA) put a "Black Box" warning label on these products, acknowledging their high abuse potential. Science has warned us--it is time for the government to take action. 

Overview    

About 1.5 million adults and 2.5 million minors currently have ADHD medication prescriptions. According to a 2007 study, an estimated 7 million Americans have misused stimulant medications intended to control the symptoms of Attention Deficit Hyperactivity Disorder. 75,000 of those Americans show signs of addiction. Ritalin, Adderall and Concerta are Class B drugs, and produce many of the same effects as cocaine. 

When ADHD medication is taken at doses higher than prescribed, addiction is a serious risk. High doses frequently produce agitation, tremors, euphoria, tachycardia, palpitations and hypertension. Abuse has also been associated with psychotic episodes, paranoid delusions, hallucinations and bizarre behavioral characteristics similar to amphetamine-like stimulant toxicity. Furthermore, one study discovered that prescription stimulant abusers are more likely to binge drink, drive drunk and use illegal drugs.

Abuse in Colleges    
College students are among the most common abusers of such stimulants. Rather than drinking coffee, many stressed students have turned to illegally-obtained Adderall to get their work done and boost academic performance. An Adderall pill can sell for as much as $5, making illegal sales quite tempting for teenagers or cash-short college students. Colleges and universities are reported a dramatic increase in the amount of students attempting to obtain ADD diagnoses at campus medical centers; ADHD drug prescriptions have doubled within the past five years. This phenomenon is most common in highly competitive colleges, where students with a B-average or below are twice as likely as their A-average peers to abuse prescription drugs. 

Legislators should consider revoking ADD or ADHD prescriptions for people who have sold their prescriptions illegally more than three times. It would be a harsh law, but seeing as ADD and ADHD medication is not totally necessary for survival, such a law would serve as a fair and feasible deterrent. 

Abuse in High Schools 
      A 1998 Indiana University survey of 44,232 high school students found that nearly 7% of the students surveyed had illegally used methylphenidate—Ritalin—at least once. Furthermore, 2.5% percent had used it monthly or more often. This illicit use is not helped by the many untrained people assigned the task of handing out Ritalin to students. In 1996, the Drug Enforcement Administration sampled different schools’ methods or handling ADD and ADHD medication, and found that schools frequently kept pills in unlocked drawers; teacher aides, secretaries and other untrained officials were often the ones handing out the pills. Police reports show that in schools where the pills are more safely kept, students have broken into supposedly secure areas and taken other people’s medication. 

      The college solutions described in the previous section would also work in high schools. Information from physicians, parents, schools, poison control centers, adolescent treatment centers, surveys, and law enforcement data illustrates that most teenagers who use ADD and ADHD drugs illegally get them from people with prescriptions, not random dealers. Thus, a deterrent for those prescribed would be extremely effective. Furthermore, ADD and ADHD drugs could be banned from being prescribed and kept in schools. 

Overprescription  
ADD and ADHD medication is not only openly abused—it is often inadvertently prescribed to people who do not need it. In 1991, public schools started receiving annual $400 grants for each student diagnosed with ADHD. The grants, along with inadequate training on identifying and treating the disease, might explain why over-prescription is so common in schools. According to a 1999 article in the Associated Press, researchers studied 30,000 children in two Virginia school districts and found that nearly 20% of white male fifth-graders were on medication for ADD or ADHD. The researchers, who were from the Eastern Virginia Medical School, expressed concern for the unusually high rate, saying it was unlikely that that many students had such a specific problem. School psychologists have complained about teachers telling parents that their child needs ADHD medication. The teachers sometimes go as far as demanding dosage increases. 

Ritalin or Adderall can have detrimental effects on a child’s developing brain. A 2004 Harvard Medical School study showed that pre-adolescent rats fed Ritalin are more likely to show signs of depression as adults. The study suggests that children who take ADD or ADHD medication early on may become clinically depressed later in life. 

Luckily, some states are already working on solutions. In July 2001, Connecticut passed a law prohibiting school officials from recommending psychiatric drugs for children. Nationally, such a law would prevent inexperienced teachers from jumping to conclusions. Many students who appear to have ADD or ADHD are really exhibiting symptoms of an entirely different problem—such as sleep depravation or simply poor discipline—and need a full examination to determine whether drugs are right for them. Legislators can also consider reducing the annual $400 grant, or using part of the money to fund classes that focus on study skills. 

 

CONCLUSION
Recently reelected Spanish Prime Minister Jose Luis Zapatero said upon his victory, "I promise to govern for all, but above all for those who don't have it all." We must look to following Zapatero's advice as we remedy the inadequacies in mental health care services. As stewards of our nation's future, we must look to helping those citizens victimized by a system of mental health care that encourages deinstitutionalization at the earliest stage possible, to those falsely diagnosed without proper considerations, and to recent immigrants whose naivete about the American health system is taken advantage of. As a wealthy area, the California 14th District remains for the most part unaffected by inadequacies in mental health infrastructure. It is nevertheless our duty to look to improving the mental health care system. Though not something that affects us on a daily basis, improved mental health care facilities will improve the lives of all Americans in the knowledge that all of the mentally ill are properly cared for. 
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PRESCRIPTION DRUGS
Rachel Moncton, Heming Yip

Vasanth Subramanian, Chair
Since the decline of patent medicines after the passage of the first drug regulations over one hundred years ago, safe and effective prescription drugs have become a part of everyday American existence. But in recent years, the problem of increasing reliance on prescription drugs has been brought to the fore by several factors.

Just as President Eisenhower foresaw the development of a ‘military-industrial complex’, so too has there developed a ‘health-pharmaceutical complex’, with the pharmaceutical industry growing to fill the seemingly endless demand for newer, safer, more effective and patent-protected drugs and the generic drug industry following close behind. The development of an institutionalized pharmaceutical industry, however, has also caused prescription drug costs to balloon. Frontline pharmaceutical companies must spend billions of dollars every year on research, much of it fruitless, in the hopes of discovering the next blockbuster drug, which will in turn spawn a race to maximize profitability while the drug remains under patent protection. These costs have angered many consumers, especially seniors whose pocketbooks are already constrained by dependence on Social Security and Medicare, and have led to the development of Medicare Part D, the prescription drug supplement, which has faced its own set of constraints and controversies as the federal government seeks lower prices for drugs and pharmaceutical companies seek to safeguard their profits and their research. And alongside the heated political debate over the pharmaceutical industry and drug prices, the specter of prescription drug abuse, particularly by teens, has emerged, alarming parents and schools across the nation.

As the political and financial fortunes of American healthcare ebb and flow, government and the pharmaceutical industry must work together to respond to the needs and desires of an increasingly complex national drug market while continuing to obey the will of the electorate.

PRESCRIPTION DRUG ABUSE

Rachel Moncton

A prescription drug is a licensed medicine that can only be obtained with a prescription from a physician. The Food and Drug Administration implemented the Prescription Marketing Act in 1987 to ensure the safety and effectiveness of these drugs. The illicit use of prescription drugs has increased dramatically over the past decade; slang words such as ‘pharming’ (taking prescription drugs) and ‘doctor shopping’ (finding a doctor to write a fraudulent prescription) are appearing to refer to the prescription drug market. Prescription drug abuse has grown into a major concern in the recent years, especially for teenagers and young adults.

Our generation is sometimes dubbed ‘Generation Rx,’ and studies have shown that people are more likely to use a prescription drug to get a high than other illicit drugs (National Institute of Drug Abuse). Prescription painkillers such as codeine and Vicodin are the second most abused illicit drug, just after marijuana, and ahead of cocaine, heroin, and meth. 6.4 million Americans have abused prescription drugs at some point, and the amount of new abusers per year is equal to the amount of new abusers per year of marijuana (Office of National Drug Control Policy). There is no current research proving or refuting the theory that prescription drugs are also gateway drugs. However, middle-school aged kids are more likely to be on psychotherapeutics than marijuana (1.8% versus 1.0%), suggesting that this is a growing problem for this generation (NDIA). 60% of abusers claim to get their drugs from friends and relatives, and almost 80% of state and local law enforcement offices reported high or moderate availability of these drugs (ONDCP). There is clearly a need for legislation before prescription drug abuse gets even more out of hand. 

There are three classes of prescription drugs: opiods, central nervous system depressants, and stimulants. Opiods are used for pain and include codeine, morphine, and oxycodone. 9.5% of high school seniors claimed to have used Vicodin in the past year (NIDA). CNS depressants are like tranquilizers—they are prescribed for anxiety and sleep disorders, and teenagers use barbiturates like Mebaral and benzodiazepines like Valium and Xanax to deal with stress. Finally, stimulants are prescribed to treat narcolepsy and ADD/ADHD, among other diseases, but teenagers take Ritalin and Adderall illicitly for the high and the increased ability to pay attention during school (Partnership for a Drug Free America). 

Prescription drug abuse is an especially pertinent issue for high school students. According to the NIDA, 15.4% of high school seniors reported use of a prescription drug that was not meant for them in the past year. Many teens think that since it is legal for some people to take these drugs that there are no harmful side effects. However, people can become addicted to prescription drugs, and abuse can also cause seizures, irregular heart rates, cardiovascular system failure, and sometimes death (ONDCP). 

Recommendations: 

1. Make it harder to obtain prescription drugs. 

While a majority of users obtain their drugs from close relations, individuals are also able to obtain the drugs by doctor shopping, illegal online pharmacies, or physicians that over-prescribe. A 2007 study at Columbia University found that 157 out of 184 (84%) online pharmacies did not require any prescription to obtain the drugs. HR 1132: National All Schedules Prescription Electronic Reporting Act of 2005 (passed by the 109th Congress) required states to meet a minimum standard for a controlled substance monitoring program. I think this bill should be re-evaluated for effectiveness now, and amended if necessary. A more centralized prescription drug monitoring system or higher minimum standards would also be more effective in controlling prescription drug abuse. 

2. Enforce stricter punishments for illegally possessing or selling prescription drugs.


Prescription drugs are illegal drugs, and they need to be treated that way. The FDA Office of Criminal Investigation and the Drug Enforcement Administration have done some work on prosecuting people, especially doctors who over-prescribe or prescribe without a reason and online pharmacies, but more needs to be done. There were 300 arrests in 2005 and 461 in 2006, which leaves a lot of room for improvement. 


In 2001 the OxyContin controversy was brought up in the Committee on Energy and Commerce, and at the completion some suggestions were made including: “identify and prosecute doctor shoppers” and “require training for any doctor who writes prescriptions” (“OxyContin: Its Use and Abuse”). I couldn’t find any bills drafted after the hearing, but these suggestions should be seriously considered since the prescription drug problem is only getting bigger. 

3. Educate youth on the negative effects of prescription drug abuse.


Teenagers turn to prescription drugs because they think they are harmless (PDFA). If kids knew more about the side effects and dangers of prescription drugs, abuse would go down. Schools should make it a priority to educate their students. I support H.R. 715: Supporting the Goals and Ideals of Red Ribbon Week, and it should be mandatory that prescription drugs are included. 
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PRESCRIPTION DRUG POLICY: REGULATION

Heming Yip

Research and development of new prescription drugs offer the promise of life-saving cures. A generic drug is a copy that is the same as a brand-name drug in dosage, safety, strength, how it is taken, quality, performance and intended use. According to the FDA, almost half of all prescriptions are filled with generic drugs. The sky-high and run-away costs of prescription drugs, however, limit access for the average American. As one of the fastest growing source of health expenses in the United States (accounting for 15% of health spending increases in the past decade), prescription drugs here cost the most in the world, often twice as much as they do in Canada or Europe. As of now, drug costs are escalating at a rate much higher than inflation. For millions of American citizens who are not covered or under-covered by their insurance policies (especially the most vulnerable segments of society), prescription drugs are simply not affordable. Even among those covered by Medicare, many seniors and disabled individuals do not have coverage for prescription drugs.

Policy Recommendations
1. Regulation

The recent changes in prescription drug regulation expand the number of people eligible for low-income assistance. However, states are not mandated to use a uniform process for deciding eligibility or automatically enroll eligible people. Besides more oversight and regulatory abilities regarding the safety and effectiveness of prescription drugs, the government needs more jurisdiction in choosing which drugs are covered. As of now, the government can only reject a plan if its details are discriminatory to a degree that “substantially discourage[s] enrollment of certain beneficiaries”. The government needs broader authority in this matter, beyond the sole consideration of health status. Regulation over all must be stregthened, including a clear detailing of the criteria upon which evaluation of different plans will be based. 

The Department of Health and Human services must provide accessible and reliable information on the Medicare prescription drug benefit and ensure that the Medicare beneficiaries are protected from misleading claims by drug plan advertisers who seek to influence the decision making process of individuals navigating the various drug plans. Pharmaceutical companies are often spending more money on aggressive advertising than on research and development. Clear and transparent information must be provided of every drug on the market and its price to reduce the confusion and misrepresentation often found in the system today that is making it tough for seniors.

Government regulation should also increase the use of generic drugs in Medicare, Medicaid, and FEHBP and prohibit brand-name drug companies from using loopholes in regulatory law to extend patents, delaying FDA processing and keeping low-cost generics out of markets. The legal tricks and maneuvers must be eliminated, and the loopholes must be closed.

There is a legitimate point of concern over the impact of more rigorous safety regulation on costs of bringing drugs to the market and other potentially negative ramifications of increased regulation. According to the findings of Shelby D. Reed, Robert M. Califf and Kevin A. Schulman, a large increase in post-marketing safety surveillance, not clinical testing, will have “a relatively small adverse impact on investment decisions by drug companies and venture capital firms”.
2. Lowering Costs

Reimportation: The absolute imperative for current and future prescription drug legislation is to lower prescription drug costs. Americans should be allowed to buy their medicines (mostly originally produced in America) from other developed countries such as Canada if the drugs are safe, FDA-approved, and prices are lower abroad. This is something that has broad, bipartisan support, yet the drug companies, the Bush administration, and the FDA currently oppose it. 
Bulk Purchasing: The ban under Medicare Part D that bars the government from negotiating with drug companies for lower prices should be lifted, which could result in up to $30 billion in savings. Currently, Medicare pays significantly more for drugs than the Veterans Administration, which is allowed to negotiate for wholesale discounts and therefore utilize its purchasing leverage. Thus, the federal government and the Secretary of Health & Human Services must negotiate with pharmaceutical manufactures for the best possible drug prices at the pharmacy and lower premiums overall. Recent legislation related to this topic includes the Medicare Prescription Drug Price Negotiation Act of 2007.
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MEDICARE PART D: The Prescription Drug Benefit

Vasanth Subramanian

On January 1st, 2006, the Medicare Prescription Drug, Improvement and Modernization Act went into effect, creating for the first time a prescription drug benefit under Medicare. Better known as Part D, the benefit represents a significant expansion of Medicare beyond its original bounds, and it has generally succeeded at its mission; the White House estimates that, on average, American seniors save over $1000 per year on prescription drugs (Montgomery/Lee). Part D is a great step forward for America’s seniors, but the current system must be subject to continual review in order to cut costs, ensure the program’s long-term viability and keep the program accessible and meaningful for seniors.

Industry Effects
Part D has radically altered the playing field for the American pharmaceutical industry. By pushing up Medicare’s spending on prescription drugs from $4.8 billion in 2005 to $40.5 billion in 2007, an eightfold increase (CRS), Part D has made prescription medication more accessible to American seniors, with over twenty-five million Americans enrolled in Part D-sponsored drug plans (CRS), thereby increasing demand for prescription drugs and, in theory, providing a boon for the pharmaceutical industry.

However, it is likely that such gains for the industry will be erased as the government seeks to cut its drug costs and begins to use its newly expanded market share to do so. Part D effectively enables seniors to pool drug costs and seek economies of scale out of the pharmaceutical industry’s profit margins. For example, enrollment in Part D programs increased by roughly six percent between 2007 and 2008, but the Centers for Medicare and Medicaid Services estimate that federal drug spending will actually decrease by ten percent in the same interval, thanks in large part to increased consumption of less expensive generic drugs (Goldstein). The full extent of this trend cannot yet be assessed because Part D remains a relatively recent development; however, the pharmaceutical industry can likely expect further decreases in revenue from Part D subscribers, potentially forcing the industry to make up for lost profits by inflating prices for medications not targeted at seniors or not covered under Part D plans or by reducing research and development expenditure.

The pharmaceutical industry could face an additional squeeze if Medicare is allowed to negotiate prescription drug prices for Part D subscribers, as the Departments of Defense and Veterans’ Affairs and the Indian Health Service are already empowered to do. The Veteran’s Health Administration, which covers about one-sixth as many beneficiaries as Part D, has negotiated drug prices almost 35% lower than those currently paid by Medicare, according to a study by Families USA (NCPSSM). Potential cost savings for the Part D program through drug price negotiation remain immense, but the pharmaceutical industry’s ability to lower prices without compromising its operations is likely to decrease as the proportion of the drug market pooling to negotiate drug prices increases.

Part D’s impact on the pharmaceutical industry cannot be comprehensively analyzed until the program has been effective for a longer period of time. However, if present trends continue, the use of generic drugs will likely expand and the pharmaceutical industry can expect continued pressure on its bottom line. As it seeks to reduce the costs of the Part D program, Congress must remain sensitive to the potential repercussions of its actions with respect to the pharmaceutical industry and the research and development that it sponsors.

Demand-Side Issues

Although Part D has helped to significantly reduce the prescription drug costs of millions of seniors, problems remain in its implementation.

The public-private nature of the Part D system has important benefits, but it presents seniors with an immense and potentially confusing array of options. Some seniors must choose between up to 50 competing plans. The limited enrollment period provided by the program, about forty-five days per year, restricts seniors’ ability to change plans. Although plans are permitted to change their formularies, rates and coverage from year to year, 94% of seniors do not change their plans (CRS, Montgomery/Lee). Though this may partly reflect seniors’ satisfaction with their current drug plans, it may also stem from a lack of awareness of drug plan options.

The ‘coverage gap’ (better known as the “Doughnut Hole”) remains a significant issue for many seniors, since seniors must pay thousands of dollars out of pocket before they begin to qualify for ‘catastrophic’ coverage (CRS). However, this problem would be extremely difficult to solve, particularly as any meaningful solution would likely shift the cost burden onto healthier seniors. Though the federal government should continue to monitor the situation, little concrete action regarding the coverage gap appears possible at this time.

Recommendations

Despite the potential pitfalls of drug price negotiation, continue to push for the passage and signature of H.R. 4 or similar legislation that may be introduced in the next congress.

Push for simplification and centralization of drug plan information to allow seniors to more easily make informed choices about their drug plans. Preserve current public-private system in order to protect plan choice for seniors and general system efficiency (which is already saving money for seniors and has the potential to lower overall health care costs).
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CONCLUSION

The pharmaceutical supply chain – from research to consumption – must be thoroughly reviewed in order to determine which areas would benefit from more or less government involvement than at present. Government and industry must work together to minimize prescription fraud and drug abuse, to maintain a healthy and scientifically vibrant research community within a profitable and responsible industry, to keep drugs safe and pure while streamlining regulatory bureaucracy and to keep necessary prescription drugs within the reach of America’s seniors. As prescription drugs become ever more important in the delivery of American health care, to ignore the lingering issues in the pharmaceutical supply chain would be a grave error regardless of other public health decisions. Prescription drugs form a crucial link in health care, and while the industry today is relatively sound, in an era of increasing strain on our nation’s health care systems, it can and must be strengthened.

Preventative Care

Ted An, Julia Ishiyama

Rose Khouri, Chair

Humanity is at a turning point in medical science. For the first time in history, doctors have accumulated enough medical knowledge in order to control diseases before they reach epidemic levels. Though much the discovery of medicine remains as processes of trial-and-error, epidemiological experience as well as knowledge of transmission pathways can be used to reduce the impact diseases have until an effective treatment or vaccine is found. Instead of letting disease run rampant through the population, countermeasures, if taken immediately under coordination of competent directors, can lighten the impact of dangerous epidemics before an effective medical treatment is discovered. 

This report emphasizes the necessity of immediate action. I realize how difficult this is. When preventative care is done right, absolutely nothing should happen. As such, it is a thankless job- not until funding is stripped away for lack of results then the dangers of neglecting proper preventative care surface. Still, we all must do our utmost best as humans seeking to improve the world, must we not? 

Addressing avian influenza, human papillomavirus, and hepatitis C, this report seeks to provide comprehensive understanding of the nature of these diseases as they influence populations, providing reasonable steps that can and should be taken immediately. In particular, the strategies tend to be aimed at improving upon existing models, found in the US or other countries.

I realize some of the most major issues of our time, particularly viruses such as HIV/AIDS, are fairly absent throughout this report. This is not to signify that the Preventative Care Committee dismisses these issues; merely, issues such as HIV/AIDS span too many frontiers to be comprehensively addressed in this report. 

This report is not without limitations: we are not qualified scientists, though the research we cite are those of qualified, and hopefully relatively unbiased, scientists. These following reports are, therefore, the works of students working with their own faculties of logic and reason, formidable, and not to be found that easily within the world. 

AVIAN FLU

Rose Khouri

Current Preparations and Background

Since early 2004, concerns have arisen about a new, highly pathogenic strain of avian influenza, H5N1. Spreading across Asia, it has the ability to devastate the respiration tissue of both poultry and people. It is not yet capable of direct human-to-human transmission, but is continually changing genetically and may soon develop this capacity. It is highly lethal, killing approximately half of the people it infects and, in the current global community, has the ability to spread throughout the world in months. H5N1 is the genetic relative of H1N1, the virus that caused the 1918 “Spanish flu” epidemic. H1N1, which caused an estimated 50 -100 million deaths, was not as pathogenic as H5N1, which, “with the (alleged) pathogenic potential of some recent H5N1 outbreaks could cause substantially more deaths.”

The United States, along with the World Health Organization and many other health organizations, has acknowledged this imminent threat and has begun steps in preparation for a pandemic. There are two elements of prevention the United States has focused on: a vaccine for H5N1 and stockpiling antivirals like oseltamivir. The Office of the Biomedical Advanced Research and Development Authority’s plan is to, “buy enough vaccine for 20 million people and enough antivirals for another 20 million people. These supplies of vaccine and antiviral treatment will be placed in the nation’s Strategic National Stockpile where they will be available for use should an influenza pandemic occur.” The Department of Health and Human Services, which gave $3.3 billion to private companies like Sanofi Pasteur in 2006 to buy anitvirals, vaccines, research new vaccines, and to renovate “manufacturing facilities and manufacturing warm-base operations for two years with options for an additional three years of warm-base operation.” However, two issues have been raised with this prevention campaign.

Concerns


The first of the weaknesses is that the program simply does not cover enough of the American population. As of 2005, there were only enough antivirals to cover 1% of the population. HHS Secretary Mike Leavitt announced September 2005 that the Federal Government was funding the creation of enough H5N1 vaccines and antivirals for 20 million people.
 20 million people in a country of 300 million covered is only 7% of the population, not enough to stop a pandemic. The Infectious Disease Society of America recommends that the US government expand “our national stockpile to include sufficient antivirals to treat at least 25 percent and ideally 40 percent of the population”. Thus, I recommend that the government plan and fund the antiviral stockpiling program to expand to the 25% minimum point recommended.

A second problem with the end result of the prevention campaign is that on November 9th, 2004 the Department of Health and Human Services gave $10 million and later $40.1 million to Sanofi Pasteur “to ensure there are enough eggs on hand to manufacture flu vaccines in the event of a pandemic flu outbreak or future vaccine shortages.”
 However, egg-based vaccines have major limitations which include “1) a lengthy manufacturing process; 2) the need to select which virus strains will be in the vaccine at least six months in advance of the influenza season; 3) the need to produce nearly 90 million doses of a new influenza vaccine each year; and 4) the requirement of hundreds of millions of fertilized chicken eggs to manufacture the vaccine.”
. 

Recommendations

I recommend that the money being given to Sanofi Pasteur and other private companies towards egg-based vaccines instead be put into research for cell-based vaccines. Funding should also be given towards government organizations dealing with the surveillance of the virus, as well as the government organizations in charge of the stockpiling of antiviral drugs and vaccines. 
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HEPATITIS C

Ted An

Background

Hepatitis C, genetically quite different from Hepatitis strands A and B, is a liver-based disease that afflicts an estimated 150-200 million worldwide. About 4 million Americans are infected, with a lower bound estimate of 35,000 new cases per year.
 A blood-born disease, individuals infected with Hepatitis C in the last six months undergo general infection symptoms, like dizziness, nausea, etc. (the ‘acute phase’) Should the disease progress to the ‘chronic’ stage, various stages of liver damage will occur, with all the symptoms normally associated with a failing liver. Liver damage from Hepatitis C has been shown to progress faster if other viruses, such as other strands of Hepatitis or HIV, are present in the system. Other risk factors generally associated with liver damage, like alcoholism, also accelerate liver damage.

Unlike viral strands A and B, no vaccine is available to prevent Hepatitis C. The general treatment to clear someone’s system of Hepatitis C involves a combination of interferon and ribavirin drugs, dosed over 24-48 weeks. Unfortunately, the treatment does not reverse the liver damage already sustained. Hepatitis C symptoms are common, hard to diagnose, and easy to misdiagnose. A large percentage of Hepatitis C cases show no symptoms or very light symptoms, which tends to result in them not seeking treatment and continuing to serve as carriers for Hepatitis C. 

As the disease takes anywhere from years to decades, depending on the health and lifestyle of the person, to manifest severe symptoms, it is a difficult one to eradicate, expanding slowly through the population. A slight portion of Hepatitis C is transmitted through sexual intercourse and sometimes transmitted through accidental exposure to contaminated blood: for example, paramedics, athletes, dentists, doctors, and the like. However, the Center for Disease Control estimates that 60% of those infected with Hepatitis C received the virus from contamination during use of injection drugs.

A vaccine is currently under development by the National Institute of Diabetes and Digestive and Kidney Disease branch of the National Institute of Health, but development and testing can span decades, and, as mentioned, the liver damage (cirrhosis) is irreversible.

Harm Reduction, a Policy of Pragmatism

A partial solution currently exists as pharmaceutical companies await the development of the vaccine: the ‘harm reduction’ strategy in dealing with drugs. By aiming to reduce the casualties resulting from drug use and not directly trying to eradicate the usage, harm reduction is a philosophy that focuses on practical results. However, a common misperception is that those who believe in harm reduction tolerate drug usage, so long as it is ‘safe.’ This is incorrect: harm reduction can be better summarized as an attempt to slowly wean drug users off of drugs rather than immediately practicing abstinence, enabling them to more easily recover when they do decide to take that step.

The epidemiology of Hepatitis C provides a prime opportunity for the creation of a harm reduction model, as 82% of those infected with Hepatitis C have been in jail in their lives,
 leading one to conclude that most transmission of the disease centers around illicit drug use in prison. The policies of those who support harm reduction generally include distributing information about ‘safe’ drug usage and supplying communities with high densities of drug users with clean syringes.

Even though House Resolution 2829 loosened restrictions on syringe-exchange programs, one of the most controversial and crucial parts of a harm reduction program, it is currently difficult to secure federal funding to sponsor hypothermic syringe harm reduction programs. 

The Insite Model

I would, however, like to draw attention to the Insite harm reduction center in Vancouver, Canada. The leading harm reduction center in North America, Insite has been the focus of several studies evaluating the efficacy of this debated policy of harm reduction.

Currently, the Insite’s working model for injection drug users is to usher them into a room, where they are given clean syringes, administering them under medical supervision, where nurses address. After injection, users enter what is termed a “chill-out” room, where they are able to access counseling and treatment services. Insite does not provide drugs.

From 2004-2005, the site referred 320 “dangerous” drug users to treatment centers, injecting 600 users a day with trained medical personnel nearby. Though controversy has arisen over Insite’s moral grounds for existence, a study found that the number of drug users has not risen. It is impractical and difficult to do a study on whether Insite has reduced drug usage, but studies have shown that neither the number of drug users nor the number of drug dealers in Vancouver has increased since Insite’s founding. The study also confirmed a decrease in harmful or disturbing practices such as syringe sharing and public drug use.

Recommendations

I suggest that a similar model to Insite’s be implemented in the lower-security prisons in this country, using government funding. After carrying out trials and tests over a period of five years or so, injection drug facilities can be scattered in areas with a similar problem to Canada’s Vancouver. This not only needs to target only Hepatitis C: syringe sharing plays a large part in HIV transmission. In a study conducted in Great Britain, 4800 new people were infected with HIV through the injection drug route.

Again, I reaffirm the necessity of reducing the rate of infection immediately instead of simply settling for a vaccine in the future. As the progression of Hepatitis C is slow, even after the discovery of a vaccine, the disappearance rate of victims will be slow also, especially if America ignores the primary cause of transmission. 
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HUMAN PAPILLOMAVIRUS
Julia Ishiyama

As the most common sexually transmitted infection in the United States and one of the leading causes of cervical cancer, Human Papillomavirus (HPV) is currently a serious health risk in need of less costly, more readily available prevention. Although there are more than 100 identified types of HPV, only certain high-risk, oncogenic types of the infection (particularly types 16 and 18) cause cervical cancer. They are considered “high-risk” and are found in an overwhelming majority of cervical cancers. However, infection with HPV does not automatically mean that a woman will have cervical cancer—in fact, most infected women do not have cervical cancer. Several other nononcogenic types of HPV cause milder health problems, such as genital warts and laryngeal papillomas (essentially warts in the respiratory tract). HPV is typically spread by sexual contact with an infected person, and once transferred, it cannot be vaccinated against.


There are several current methods of HPV prevention. As it is a sexually transmitted infection, safe sexual practices are the first and most basic safeguard against transmission. The use of condoms reduces, but does not eliminate chances of HPV transmission. On the next level of precaution, vaccination and screening are the two surest ways to prevent transmission of the virus or its progression into cervical cancer. Screening for cervical cancer is possible through the Pap test, and the U.S. Preventive Services Task Force already recommends regular testing for all mature, sexually active women. However, this screening is intended to catch the cancer early; it does nothing to prevent the disease or the virus that causes it.

Currently, the most effective method of HPV prevention is the FDA approved quadrivalent vaccine Gardasil, which is marketed by the pharmaceutical company Merck. It uses as an antigen the L1 HPV protein and has proven safe and effective with only minor side effects, such are soreness around the injection site. It produces antibodies to resist HPV types 16 and 18, combating a combined 70% of the cause of cervical cancer. Gardasil also vaccinates against types 6 and 11, which are nononcogenic but cause about 90% of genital warts4. Since the aim of the vaccination program is to prevent disease by vaccinating before possible infection, it is recommended that girls be vaccinated for HPV before they are of an age to be sexually active. Administered in a three-dose series over a period of six months, the vaccine is highly recommended for girls age 11-12. A “catch-up” vaccination is recommended for girls and women 13-26 years old who have not previously been vaccinated. Although both men and women can be carriers of HPV, it can only cause cancer in women. Gardasil has not been sufficiently on and is not approved for use on men.


Although relatively new to the market (it was approved in 2006), Gardasil has had extremely high efficacy rates against the both the oncogenic infection and genital warts. It was 100% effective against HPV types 16 and 18 in women aged 16-26 and 99% effective against genital warts caused by types 6, 11, 16, and 184.

While Gardasil does not prevent the remaining 30% of HPV cases that cause cervical cancer, it is currently the best (and only FDA approved) vaccination and most effective component of preventive care available. It is for this reason that my recommendations focus on making this proven measure more widely available. The current recommended three-shot series of Gardasil costs $360, and many medical insurance companies balk at covering such a new and costly vaccine. The Center for Disease Control’s Vaccine’s For Children (VFC) program provides free vaccination for children covered by Medicaid and covers many minority groups who are under-provided for. Still, this does not lower the cost for all Americans, and vaccination is not compulsory. To lower the cost of Gardasil, its supply must increase. I recommend that the United States government provide production subsidies or some other form of financial incentives for Merck in order to increase Gardasil production, making the vaccine more affordable.

In Australia, a nationally mandated program is administered by councils at a local level to provide government funding for all schoolgirls age 7 to 12 to receive the vaccine free of charge. The program also covers catch-up vaccination for women age 18-263. Some American state legislatures have attempted to make vaccination compulsory through school mandate programs, requiring that a child be vaccinated before she is allowed to enter a certain grade. However, this necessitates a certain amount of state funding and opponents have raised objections to requiring such a costly vaccination and to forcing it on families who have religious or moral objections.  For these reasons, although 41 states have individually introduced legislation to require HPV vaccination, less than half have actually enacted said legislation5. This leaves a vast majority of American girls and women without protection.

Recommendations

National legislation is necessary to curb the spread of this disease, requiring Gardasil vaccinations for all girls nationwide entering the sixth grade. To protect the personal liberties of citizens, this must include a waiver for those with strong moral or religious objections to the vaccination. If vaccination costs are reduced via subsidies, compulsory vaccination should not be an undue economic stress, as the VFC program covers a majority of those still unable to pay for vaccines themselves. It is only by taking broad, decisive action nationally that we can stop the spread of HPV in the United States.
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CONCLUSION

We, the group specialized in preventive care amongst the members of the 15th Student Advisory Board, were in for quite an experience when we forced open our eyes and stared into the diseases this generation’s healthcare will have to address. Our curiosity had led us into the often-obscured truths given to us by raw scientific data, data untouched by the hands of political spinsters or journalism. 

Researching topics from HIV to Ebola, we three members decided on HPV, Hepatitis C and Avian influenza for reasons like the amount of information that was available, whether the whole issue could be addressed in a paper such as this, the possible ramifications of the disease, all in relation to legislative abilities. We would like to thank Congresswoman Anna Eshoo for this opportunity: though all of us were shocked and not a little pessimistic over the future of our race, this experience has been incredibly informative, particularly in that much-clouded realm where scientists and politicians interact, and research and epidemiology are invoked into law. 

In my personal opinion, which happens to be a sentiment shared by this committee, only by confronting and spreading knowledge of the healthcare problems about to assail the general American public can that slothful public be induced to action. Against diseases such as polio, smallpox, possibly every disease ever defeated by man, successful policies have been characterized by knowledge: before anything, people must know, and after that, effective and thorough government policies must follow.

In the realm of preventive care, to ease the presence of mind of the public, to ease the cost of destructive diseases, these “successful policies” must be implemented before the diseases themselves strike. In a world teeming with microbes more diverse, numerous, and virulent than likely ever before, preventive care is of utmost importance: it is usually far easier to prevent something than to treat it, a truth found again and again in past epidemics that remains perfectly intact today. 
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SPOTLIGHT ON STEM CELLS

Sam Dulik

Introduction

Stem Cell Research (SCR) is a hotly debated issue with bitterly entrenched proponents and opponents. No analysis of Research and Development as it pertains to Healthcare in America would be complete without a spotlight on stem cells, arguably the most promising medical therapy in the works. Upon thorough examination of the facts and controversy surrounding the issue of SCR, this subcommittee is prepared to strongly recommend that the House of Representatives take action in legislating SCR funding. The longer we wait, the greater the cost in human lives will be.

Background

Many Americans are either unfamiliar with, or misinformed about, the facts of SCR. From a biological perspective, stem cells are cells found within multicellular organisms that have the capacity to mitotically divide and perform a certain function. For example, stem cells found in the human liver might grow to become a renewal of tissue for the liver. Yet, there is a great diversity underneath the broad umbrella of SCR. For our purposes, we can differentiate between adult stem cells and embryonic stem cells. Adult stem cells have already had their function genetically assigned to them. These cells might be present in a particular muscle, their singular purpose being the regeneration of tissue unique to their target. Embryonic stem cells prove more controversial. While adult stem cells are multipotent, restricting their function to a particular form, embryonic stem cells are taken from a recently fertilized blastocyst. Because they are in a rudimentary status, they are deemed pluripotent, and therefore capable of performing myriad functions, since their programming has not yet been specified.
Debate

Opponents of SCR largely focus on embryonic stem cells. In a 2004 press release from the Catholic League, America’s largest Catholic advocacy group, opposition to SCR was summed up in these words: “Since every person ever born began as an embryo, and since embryonic stem cell research is predicated on the acknowledgement that embryos are human (otherwise the research would be meaningless), it is incumbent that our society not sanction it.” Many religious conservatives share this view: that embryonic SCR requires the “destruction of human life.” This is not the case.

Opponents of SCR demonstrate an astounding lack of reason and competence. Touting their commitment to the sanctity of human life, they claim their opposition to SCR is “pro-life,” a glaring misnomer. It is indisputable that the hallmark of many religions today is their commitment to human life, and what better way to save lives than through SCR. Embryonic SCR requires the use of a few fertilized eggs that would otherwise go to waste. They are not, never have been, and never will be human, and it is shameful to think that their potential to cure disease should fall victim to ignorance.

Proponents of SCR cite polling data in which an overwhelming 83% of Americans state their support for SCR. Furthermore; the scientific possibilities for SCR are limitless. From Alzheimer’s Disease, to Parkinson’s Disease to treating quadriplegia, the myriad diseases and disorders that define the lives of so many could have their symptoms alleviated through the application of SCR. No other therapy is as promising, and it is fitting that SCR be the keynote issue in discussion of Research and Development.

The Politics


SCR is not a partisan issue, since, in addition to virtually every Democratic member of Congress, many Republicans are in support. Such bipartisanship was manifested in the Stem Cell Research Enhancement Act of 2005. This legislation would have allowed research on the discarded embryos from fertility clinics, and passed the House and Senate by comfortable margins (238 to 194 in the House, 63 to 37 in the Senate), due to bipartisan support despite the then GOP majorities in Congress. President George W. Bush exercised his first ever veto, and the override effort fell short.5


Upon regaining control of both houses of Congress after twelve years of a GOP regime, Democrats attempted a similar measure: the Stem Cell Research Enhancement Act of 2007. This time, the legislation passed the Senate 63 to 34, and the House by a vote of 247 to 176. Yet again, the President vetoed the bill, recognizing that despite its widespread support, both houses fell just short of the two-thirds vote needed to override a presidential veto.5

Two state ballot measures of significance demonstrate individual constituencies’ desires to implement SCR. On November 2, 2004, Californians approved Proposition 71, granting $3 billion over ten years to embryonic SCR with almost 60% of the vote.7 Then, on November 7, 2006, a narrow 51% of Missouri voters approved Amendment 2, which sanctioned SCR and expansion.6

Clearly, a Democratic President is needed to ensure the future success of SCR. The opposition to SCR is fierce, but it is evident that more and more Americans are demanding giving SCR the attention and funding it deserves.

Conclusion

It does not appear that under the current Bush Administration, it will be possible to empower the SCR movement, due to the President’s belligerent obstructionism of the will of the American people. Therefore, a number of broad options are available for the continuation of SCR:

Working at the state level. By giving every state the opportunity to vote on SCR measures as Californians and Missourians have done, Research and Development of SCR can continue perhaps not nationally, but at least have a significant effect on many people. Electing pro-SCR state legislatures, and spreading information about the power of SCR are examples of ways in which SCR can grow across the country.

Safeguarding the fate of SCR in Congress by electing pro-SCR candidates. Should the Democrats fail in capturing the White House, the best hope for SCR is in accumulating a two-thirds majority of support in Congress to override potential hostility from the Executive Branch. Such a veto-proof majority will take several election cycles to build, but would be a strong advocate for SCR.

Electing a pro-SCR President. This means an individual who recognizes that SCR in all its forms, not merely adult stem cells, must be sanctioned by the government. While this statement has no intended partisan edge, Republican candidate John McCain’s opposition to embryonic SCR means that we need to elect a pro-embryonic SCR Democrat president.

SCR is an issue that will certainly characterize future American political discourse. With its panacea-like ability to obliterate many of the causes of human suffering, SCR deserves America’s support and funding. 

SOURCES

http://www.catholicleague.org/
http://stemcells.nih.gov/
http://www.isscr.org/
http://www.stemcellresearch.org/
http://www.medicalnewstoday.com/articles/67667.php
http://www.sos.mo.gov/elections/2006petitions/ppStemCell.asp
http://209.85.173.104/search?q=cache:h2UZehMstf8J:www.sos.ca.gov/elections/bp_nov04/prop_71_entire.pdf+California+Proposition+71&hl=en&ct=clnk&cd=1&gl=us
COMPUTERS IN DRUG RESEARCH AND DEVELOPMENT

Sean Parshad

As the computer becomes more and more powerful, its uses and abilities grow. Scientists have been able to harness this power in to assist them in their goals of researching and developing drugs for human use. Computers can be found in nearly every drug research laboratory and development center in the world. 

In the process of developing a drug, thousands upon thousands of chemical compounds are tested to be used in laboratory tests and animal tests. Generally, over 5000 compounds are chosen for such testing. Of 5000 chosen compounds, around five will be acceptable for use on humans in testing. Computers play a huge role in the testing and narrowing down of such chemical compounds used in drugs. Models of chemicals and reactions can be computer simulated to rule out compounds that would not be acceptable. Using computers in such a way greatly reduces the time spent on lengthy animal testing, and also ensures that the drugs that do pass will be safe for human testing. 

Home computers are now being used to aid scientists in drug research as well. One web site, www.FightAidsAtHome.org offers a downloadable program that uses your home computers idle processes to perform complex computations that aid in AIDS drug research. The results are automatically sent back to the researchers who use them in their developmental process. Such a program would have been insignificant ten years ago, when very few people owned computers powerful enough to perform the operations needed by researchers today. However, because the internet is so widespread and because home computers are becoming so powerful, such a program works and works well. 

One specific use of computers in drug development is a program developed by Art Olson called AutoDock. This program is used to simulate the interactions of proteins in molecules as they meet. Because of the extreme power of today’s computers, the program creates extremely accurate results, even though there are thousands of factors that determine the final result. Using these simulations, scientists are able to more easily understand how two different molecules will interact, which helps greatly in the drug development process. 

Many programs similar to AutoDock are used by scientists. Each of these programs are used to determine the outcomes of specific interactions between molecules, chemical compounds and other biological and chemical interactions. Most programs create 3-D images and models with which scientists can work. Without these programs, much of the research done would take many times the length it does now. 
Computers are making things easier for humans in the drug research field and represent an integral part in drug development. The drug developmental process is shorter and more productive than it would be without computers. This results in more quality drugs produced for human use, benefiting all of mankind. 
Conclusion

Therefore, I think that the House should consider appropriating money to the mass production of computers so that the drugs for human use can drastically benefit the health of each and every individual. By this, drugs would be more abundant so that everybody would have more access to these materials in a small amount of time. 
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NANOTECHNOLOGY: BioMEMS

Roxy Azimi

Background

Microelectromechanical systems (MEMS) are nano-scale silicon chips that are used for storage, drug delivery, and biological cell stimulation. Most of these bioMEMS are made out of carbon, an excellent engineering material with a whole range of applications. BioMEMS are part of a new generation of microdevices that incorporate living cells for a more sophisticated way to diagnose, treat, and deliver drugs to patients.

Applications

BioMEMS are hugely useful in the study of blood cells. Blood cells represent a wealth of information pertaining to diseases, infections, malignancies, or allergic conditions. Extracting unaltered and accurate information depends on both the instrumentation and blood handling techniques. BioMEMS can serve as integrated platforms to automatically handle blood and extract scientifically relevant information. BioMEMS are also extremely useful in pressure sensing. Sensing and controlling the pressure of various biological fluids is a key to improving human longevity. Blood, spinal fluids, urine, and eye and ear fluids pressure are all causes of significant medical conditions. These pressure sensing devices are an advent in the field of cancer research because these new less invasive procedures can show early evidence of cancer in patients. Finally, BioMEMS have been introduced as a method of heart repair. These microchips can be used to perform complex repairs inside the beating heart through very small incisions in the heart wall. To enter the beating heart through a small incision and to navigate through the chambers of the heart, the device needs to be extremely small. There is no better option than BioMEMS for producing tools at this scale.3

BioMEMS are also being used to make DNA sequencing faster, more accurate, and less expensive than before. A chip-based DNA sequencing device miniaturizes a process called electrophoresis, a method used to sequence DNA, on a glass chip. The device sequences a fragment of DNA as the DNA is passed through microchannels etched onto the surface of the glass chip. When a sample is injected into the chip's channels, an electric current separates the DNA molecules based on their size. By reducing the cost and miniaturizing process, the chip-based sequencer will make DNA sequencing accessible to smaller labs. It reduces both the amount of lab space needed and the amount of enzymes that makes DNA sequencing a costly process.2

Advantages of BioMEMS include biocompatibility—silicon is biocompatible and can enter the human body without harming biological processes. They are reproducible and are miniaturized implants that can be inserted into the body. These devices would respond on short time scales, use minimal power, and provide electrical stimulus. BioMEMS are extremely precise because of their small size and have the ability to interact with fluids. They are useful for tissue engineering applications because of microtexturing and their ability to provide electrical impulses benefits pace maker applications. BioMEMS also enable non invasive/painful procedures and information retrieval. For example, microneedle can reach interstitial fluids without going deep enough to stimulate nerve endings that trigger pain, allowing for drug delivery.

Challenges

Most companies who wish to explore the potential of BioMEMS have very limited options for prototyping or manufacturing devices and have no expertise in microfabrication technology. The packaging of MEMS devices and systems needs to improve from its current state as well. Numerical modeling and simulation tools for MEMS packaging are virtually non-existent and currently there are no packages that meet with FDA approvals. Furthermore, silicon is extremely expensive and difficult to work with. So the etching of silicon to make these chips is a huge challenge.

MEMS for medical applications take many years to go from proof of concept to prototype and then through FDA approval. Investors are often impatient and want quicker return on their investment. Companies face the challenge of keeping their project funded to get to commercialization even if technically, the device shows technical promise.

Current Projects

President Bush, in his most recent State of the Union address, singled out nanotechnology as deserving the Nation’s financial support, and both state and federal agencies see nanotechnology as a significant driving force for the future economic competitiveness of the United States. The already rapid pace of technological development has prompted questions about both the environmental and health safety of nanoscale materials.

The National Science Foundation has earmarked $14.3 million to create a network of centers that will focus on nanotechnology’s role in and acceptance by society. Using NSF funding, Cornell University’s Nanobiotechnology Center and the Ithaca Sciencenter have developed a 3,000 square-foot exhibition for youths.

The FDA is currently conducting research to develop standardized methods for characterizing physical properties of a nanomaterial and assessing potential toxicities. There is still the concern, however, that if the federal government does not start testing nanomaterials soon, there could be the same type of backlash that genetically modified foods are facing today.

SOURCES

www.biomemsrc.org

www.memsinvestoriournal.com

www.rdmag.com

biomems.uta.edu 

www.memsnet.org

www.smartbiomems.com

www.rle.mit.edu

www.appliedmems.cc

cem.sbi.org/mems

www.nano.cancer.gov

www.fda.gov/nanotechnology

CONCLUSION
Arjun Shenoy, Chair

The midst of an election year—a defining time in our nation’s history, the 2007-2008 Student Advisory Board of the 14th Congressional district decided to take on a topic that reflected the atmosphere we faced. Though both litigious and unsettled, the issue of Health Care can relate to all individuals—from a senior citizen in need of his/her prescription drugs to an infant in the intensive care unit—and its expansive nature made it a topic worthy of scrutiny as well as praise. From more affordable health insurance plans to the necessity of changing aspects of health education, the Student Advisory Board met the challenge of analyzing the problems we face and coming up with pragmatic solutions to deal with them. In the process, we represented more than just ourselves—rather, our suggestions were a vehicle in which the politicians of today could understand and consider the views and opinions of tomorrow’s generation. Visionary in nature, the very essence of the Student Advisory Board lies in our adherence to a phrase famously attributed to President John F. Kennedy when he told us, “We choose (to do things) not only because they are easy, but because they are hard, because that goal will serve to organize and measure the best of our energies and skills…”

Over the past year we have made enormous strides not only as students but as individuals driven by a passion to live under a sincere and efficient government which meets the needs of its citizens. We would like to thank Congresswoman Anna Eshoo for providing us with this incredible opportunity—without your effort and thoughtfulness none of this would be possible. Despite our differences, the members of the 14th District Student Advisory Board realize that even one small positive step can lead us closer to a “more perfect union.”
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