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Dear Isabelle: 


As per our conversation this morning I would like to share my 
·Spring schedule and available times for work with District 4. As 
-I mentioned I am looking to obtain a placement with DPLU as either 
an intern or student worker and am uncertain of the result at this 
time. I would like to remain with District 4 until that time or 


' continue with District 4 if that that shall not occur. with this 
in mind I would like to apprise you of my schedule for the 
immediate future. 
My class schedule for Spring 1992 which begins on 27 January will 
be: 


MONDAY 4-640 
WEDNESDAY 7-940 
THURSDAY 330-640 


Making me available to work: 


MONDAY 8-12 
TUESDAY 8-5 
WEDNESDAY 8-5 
THURSDAY 8-12 
FRIDAY 8-2 


I will also be available during the Winter recess from December 17-
January 27 for hours that are mutually beneficial 


~----~------~------------~---- ----
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UNITED STATES ENVIRONMENTAL PROTECTIO-N AGENCY 


WASHINGTON . DC . 20J60 


April 19, 1991 


Honorable William K. Reilly 
Administrator 


EPA-SAB-IAQTHEC-91-007 


u.s. Environmental Protection Agency 
401 M Street, s.w. 
Washington, D.C. 20460 


':) c~ tCE o..:-
T''"""E ~C""'i''tST::OA;..;~ 


Subject: Science Advisory Board's review of the Office of Research and 
Development document Health Effects of Passive Smoking: Assessment of 
Lung Cancer in Adults and Respiratory Disorders in Children, EPA/600/ 
6-90/006A, June 1990, and the Office of Air and Radiation's draft doc
ument Environmental Tobacco Smoke: A Guide to Workplace Smoking Poli
cies, (EPA/400/6-90/004), June 1990. 


Dear Mr. Reilly: 


On November 1, 1990, the Offices of Research and Development and 
Air and Radiation requested that the Science Advisory Board (SAB) 
review the above referenced draft reports. The first document (here
after referred to as the risk assessment report) incorporates a health 
risk assessment of the impact of passive smoking (i.e., exposure to 
environmental tobacco smoke, or ETS) on adult lung cancer incidence, 
and a discussion of the effects of exposure to ETS on the incidence 
and prevalence of respiratory disorders in children. The risk as
sessment report was prepared at the request of the Indoor Air Divis
ion, Office of Air and Radiation, to provide information and guidance 
on the potential hazards of indoor air pollutants. The second doc
ument (hereafter referred to as the policy guide) reflects and para
llels the risk assessment report, but was not developed as a sci
entific document 


The Agency sought the advice of the SAB's Indoor Air Quality and 
Total Human Exposure Committee (IAQTHEC) concerning the risk assess
ment 1 s accuracy and completeness, and the Committee 1 s opinion on 
whether the weight of available evidence supported the conclusions 
drawn concerning ETS's roles in causing lung cancer in adults and res
piratory disease in children. The SAB was also requested to review 
that portion of the policy guide which presented a scientific database 
on ETS. 







The IAQTHEC met on December 4 ·and 5, 1990, in Arlington, Virg in ia 
to conduct its review of the ETS draft documents . . In summary, t h e 
Committee found the risk assessment document to be a good faith effort 
to address complex and difficult issues affecting public health. The 
authors attempted to select and interpret the most re l evant infor
mation from an enormous and diverse scientific data base, most of 
which was not designed or intended to yield the informat i on needed for 
this task. Since the task is extremely difficult, it should come as 
no surprise that the Committee also found the document to be incom
plete in many respects. The situation is analogous to that for t h e 
Criteria Air Pollutants, wherein it has been necessary to prepare and 
review two or more draft criteria documents prior to their endorsement 
by the Clean Air Scientific Advisory Committee. The IAQTHEC has sug
gested changes both in the organization and specific technical content 
of the draft, that if followed, can result in an improved ETS r i sk 
assessment document. The Committee also suggested changes that woul d 
strengthen the use of the incorporated scientific database to support 
the recommendations contained in the policy guide. 


The Charge to the Committee, and associated findings of t h e 
Committee are outlined below: 


A. Carcinogenicity Issues 


l. carcinogenicity of ETS Has EPA met the requirements stat ed 
in its carcinogen guidelines for characterizing ETS in Category A, 
i.e., is the evidence sufficient to conclude that ETS is causal ly 
associated with lung cancer? 


The Committee concurs with the judgment of EPA that environmen
tal tobacco smoke should be classified as a Class A Carcinogen, but 
notes that it had some difficulty in applying the Guidelines for Car
cinogen Risk Assessment (51 FR 33992), as they are currently formu
lated, to this complex and variable mixture. We advise EPA to place 
greater weight on the biological considerations and the extensive 
experience with active human smoking to support the classification. 


2. Spousal Smoking Is spousal smoking a proper measure of ETS 
exposure to assess lung cancer risk? 


Despite its various limitations as an indicator of ETS exposure, 
spousal smoking status seems to be a feasible method for identifying 
people with greater, versus lesser, ETS exposure. There are potential 
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important confounders related to spousal smoking status as 
of exposure, but such confounding concerns are present 
surrogates of exposure as well. 


a measure 
in other 


3. United States and Foreign Studies Are the differences in 
relative risk observed between studies in the U.S. and those overseas 
of concern, and if so, to what degree? 


The Committee believes that data from studies conducted in other 
countries, as well as in the United States should be utilized in eval
uating whether exposure to ETS increases risk of lung cancer, and does 
not find the observed differences to be of concern. It is appropriate 
to examine the totality of evidence from all the case-control and 
cohort studies, regardless of where they were conducted. 


4. Use of Meta-Analysis Is Meta-Analysis an appropriate tool 
to use in the document and has it been applied correctly? Have the 
epidemiological studies been properly evaluated and combined using 
this technique? 


Meta-analysis is a general term applied to a wide range of 
techniques intended to synthesize findings across related studies. 
Although it is an appropriate tool to summarize the epidemiological 
studies investigating the risk of ETS, the emphasis given the 
meta-analysis of ETS/lung cancer association in this report is not 
justified. Biological considerations related to respiratory carcin
ogenesis and extrapolations from human exposure via active smoking 
provide compelling evidence that is consistent with the results of the 
meta-analysis. 


5. Confounders/Misclassitication Have the most important con
founders been properly addressed? Has the issue of misclassification 
(classifying current and former smokers as "never smokers") been ade
quately addressed and the proper adjustments made? Are there other 
confounders which could be addressed in greater detail? 


Important potential confounders of the ETS-lung cancer relation
ship were addressed in the report mainly, by carrying out a separate 
meta-analysis of those studies which included adjusted analyses. The 
potential main confounders included in these adjusted analyses were 
age and surrogates for confounding factors, including education, and 
social class. Comparison of relative risks in those studies which 
analyze both factors suggests that these effects are not important 
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confounders. As for other potential confounders of the ETS-lung 
cancer relationship, including occupation, radon exposure, and diet, 
there is no way to evaluate their importance as confounders or to 
adjust for them, since virtually none of the studies contains 
information on them. 


6. Characterization of Uncertainties Does the document charac
terize the uncertainties, both in the weight-of-evidence and the 
number of attributable deaths, appropriately? 


Vis-a-vis weight of evidence, the draft document's conclusion 
that exposure to ETS sometimes leads to the development of lung cancer 
in humans rests upon two main arguments: (l) the biological plausi
bility of such a causal association is high, given the known effects 
of active smoking and the known composition of ETS (e.g. the carcino
genicity of ETS in some animal studies, and the presence of known 
human carcinogens in ETS); and (2) the accumulating epidemiologic 
evidence on the relationship between exposure to ETS and lung cancer. 
These together appear to argue for a positive effect. Because the 
epidemiologic evidentiary base for drawing conclusions regarding ETS 's 
carcinogenicity consists mainly of studies of exposure levels produced 
by spousal smoking, the biological plausibility argument assumes great 
importance. Each step in that argument should therefore be carefully 
addressed, with the uncertainties encountered being spelled out 
explicitly. 


7. Quantitative Risk Assessment Has the quantitative risk of 
lung cancer been properly assessed? Would it be more properly as
sessed by a dose response assessment using either cotinine or res
pirable suspended particulate matter as surrogate measures of exposure 
(Appendix C)? Would it be more properly assessed with alternative 
modeling approaches (Appendix D)? Should a dose-response model be 
developed for ETS-radon interaction effects? 


The Committee generally agreed that the quantitative assessment 
of the risk of lung cancer due to exposures to ETS should be based on 
the human epidemiology studies and that meta-analysis is a suitable 
approach to combining the data. This approach is direct and makes the 
fewest assumptions. It should be noted that this approach is fully 
consistent with the risk assessment~ that have been done for many 
other carcinogens. Given that the epidemiology studies should be the 
basis of the risk assessment, some suggestions for refinements of the 
risk assessment are detailed in our report. 
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8. Home vs. Workplace Exposure Should the Draft Report 
attempt to distinguish between the effects of home vs. workplace 
exposure to ETS? 


The Committee recognizes that there is little epidemiologic 
literature on the health effects of ETS in the workplace, and 
therefore on the relative impacts of home and workplace exposure. 
However, the report should review and comment on the data that do 
exist, if only to bring out the need for future research in this area. 


B. Respiratory Disorders in Children 


1. Weight of Evidence Has the weight of evidence for ETS re
lated respiratory disorders in children been properly characterized? 
A draft report with a detailed description and analysis of 26 recent 
studies has recently been prepared and is enclosed. It is in a form 
similar to that of Appendix A. Should it be included in a revised 
report as Appendix E? 


In reviewing the weight of the evidence, the present Chapter 5 
does not establish an appropriate framework for considering the data. 
The alternative explanations for association of ETS exposure with 
adverse respiratory effects need to be clearly listed. The weight of 
the evidence could then be judged to determine the causality of 
associations. 


The additional literature available since 1986 provides a basis 
for increased concern about the effects of ETS exposure on respiratory 
disorders. Thus, the Committee urges a thorough review of the entire 
body of evidence, including .earlier reports covered in the 1986 re
ports of the Surgeon General and National Research Council. This 
review could be included in the revised risk document as Appendix E. 


2. Contoundera Have confounders in the epidemiologic studies 
been adequately addressed? 


A number of confounders were mentioned by the report, but ad
dressed improperly, ·including in utero exposure, parental reporting 
bias, and active smoking. One must stress both the biological pre
cursors important to the effects of ETS in childhood, and the socio
economic and behavioral factors. 
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3. Use of Meta-Analysis Should a meta-analytic approach be 
attempted as in the lung cancer analysis? 


The Agency should give serious consideration to meta-analysis of 
those studies of sufficiently similar design to warrant it. However , 
it was not clear that there is a body of studies suitable for such an 
analysis. 


c. Review of the Policy Guide 


The Committee found, with some exceptions detailed in our report, 
that the scientific database incorporated in the policy guide is cor
rect and appropriate. The policy guide should be revised to reflect 
changes made to the risk assessment report. 


We appreciate the opportunity to review these issues, and stand 
ready to provide review comments on any significant revisions to the 
subject documents. We look forward to your response on the major 
points we have raised. 


ENCLOSURE 
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Dr~Loehr, Chairman 
Science Advisory Board 


or'. Morton Li~lffann I Chairman 
Indoor Air Quality and Total 
Human Exposure Committee 
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ABSTRACT 


The Indoor Air Quality and Total Human Exposure Committee 
(IAQTHEC) met on December 4/5, 1990, to conduct its review of the 
environmental tobacco smoke (ETS) draft documents. In summary, the 
Committee found the risk assessment document to be a good faith 
effort to address complex and difficult issues affecting public 
health. Since the task is extremely difficult, it should come as 
no surprise that the Committee also found the document to be incom
plete in many respects. The IAQTHEC has suggested changes both in 
the organization and specific technical content of the draft, that 
if followed, can result in an improved ETS risk assessment docu
ment. The Committee also suggested changes that would strengthen 
the use of the incorporated scientific database to s~pport the 
recommendations contained in the policy guide. 


The Charge to the Committee, and associated findings of the 
Committee are outlined below: 


A. Lung Cancer in Adults 


1. carcinogenicity of ETS The Committee concurs with the 
judgment of EPA that environmental tobacco smoke should be 
classified as a Class A Carcinogen. 


2. Spousal Smoking Despite its various limitations as an 
indicator of ETS exposure, spousal smoking status seems to be a 
feasible method for identifying people with greater, versus lesser, 
ETS exposure. 


3. United States and Foreign Studies The Committee believes 
that data from studies conducted in other countries, as well as in 
the United States should be utilized in evaluating whether exposure 
to ETS increases risk of lung cancer. 


4. Use of Meta-Analysis It is an appropriate tool to 
summarize the epidemiological studies investigating the risk of 
ETS, but the emphasis given the meta-analysis of ETS/lung cancer 
association in this report is not justified. 


5. Confounders/Misclassification Important potential con
founders of the ETS-lung cancer relationship were addressed in the 
report. Comparison of relative risks (RRs) in those studies which 
analyze relevant factors suggests that these effects are not 
important. 


6. Characterizatic ~f Uncertainties The draft document's 
conclusion that exposure .J ETS sometimes leads to the development 
of lung cancer in humans rests upon two main arguments: (1) the 
biological plausibility of such a causal association is high; and 
( 2) the accumulating epidemiologic evidence on the relationship 


i 







between exposure to ETS and lung cancer. Because the epidemiologic 
evidentiary base for drawing conclusions regarding ETS's .carcino
genicity consists mainly of studies of exposure levels produced by 
spousal smoking, the biological plausibility argument assumes great 
importance. Each step in that argument should therefore be 
carefully addressed, with the uncertainties encountered being 
spelled out explicitly. 


7. Quantitative Risk Assessment The Committee generally 
agreed that the quantitative assessment of the risk of lung cancer 
due to exposures to ETS should be based on the human epidemiology 
studies and that meta-analysis is a suitable approach to combining 
the data. 


a. Home vs. Workplace Exposure The Committee recognizes that 
there is little epidemiologic literature on the health effects of 
ETS in the · workplace. However, the report should review and 
comment on the data that do exist, if only to bring out the need 
for future research in this area. 


B. Respiratory Disorders in Children 


1. Weiaht of Evidence In reviewing the weight of the evi
dence, the present Chapter 5 does not establish an appropriate 
framework for considering the data. The alternative explanations 
for association of ETS exposure with adverse respiratory effects 
need to be clearly listed. The weight of the evidence could then 
be judged to determine the causality of associations. 


2. Confounders A number of confounders were mentioned by the 
report, but addressed improperly, including j.n utero exposure, 
parental reporting bias, and active smoking. 


3. Use of Meta-Analysis The Agency· should give serious 
consideration to meta-analysis of those studies of sufficiently 
similar design to warrant it. However, it was not clear that 
there is a body of studies suitable for such an analysis. 


c. Policv Guide The Committee found, with some exceptions 
detailed in the report, that the scientific database incorporated 
in the policy guide is correct and appropriate. 


KEYWORDS: Environmental Tobacco Smoke (ETS); Carcinogenicity; 
Passive Smoking; Sidestream Smoke; Meta-analysis; Confounders; Lung 
Cancer; Respiratory Disease 
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0. S. ENV-IRONMENTAL PROTECTION AGENCY 


NOTICE 


This report has been written as a part of the activities of 
the Science Advisory Board, a public advisory group providing 
extramural scientific information and advice to the Administrator 
and other officials of the Environmental Protection Agency. The 
Board is structured to provide balanced, expert assessment of 
scientific matters related to problems facing the Agency. This 
report has not been reviewed for approval by the Agency and, hence, 
the contents of this report do not necessarily represent the views 
and policies of the Environmental Protection Agency, nor of other 
agencies in the Executive Branch of the Federal government, nor 
does mention of trade names or commercial produ~ts constitute a 
recommendation for use. 
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1.0 EXECUTIVE SUMMARY 


The Committee's review of the environmental tobacco smoke 
(ETS) Risk Assessment document and Policy Guide found them to be 
good faith efforts to address complex and difficult issues 
affecting public health. The authors attempted to select and 
interpret the most relevant information from an enormous and 
diverse scientific data base, much of which was not designed or 
intended to yield the information needed for this task. Since the 
task is extremely difficult, it should come as no surprise that th~ 
Committee also found the documents to be incomplete in many 
respects. The situation is analogous to that for the Criteria Air 
Pollutants, where it has been necessary to prepare and review two 
or more draft documents prior to their endorsement by the Clean Air 
Scientific Advisory Committee (CASAC). This Committee has 
suggested both organizational and specific technical changes and 
additional analyses that, if followed, should result in improved 
ETS Risk Assessment and Policy Guide documents. The Committee 
stands ready to provide further review comments on the revised 
drafts. 


The SAB was asked to address the following issues in reviewing 
the documents. 


A. Lung Cancer in Adults 
The Committee noted that Chapters 3 and 4 draft risk document 


addressed only the issue of .lung cancer risk for non-smoking women 
due to spousal smoking. It is suggested that the revised document 
be expanded to include the full range of cancer impacts of ETS. 
The Committee also noted a number of areas where considerable 
improvements could be made organizationally, and in terms of 
substantive content--particularly regarding material that was not 
adequately covered or not covered at all. We urge the EPA staff 
to redraft those chapters as well. Furthermore, we recommend the 
addition of a new chapter addressing addressing the physical, 
chemical, and dose considerations of ETS in relation to the same 
considerations for active smoking. 


Findings on specific issues within the broader context of lung 
cancer in adults follow: 


1. Carcinogenicity of ETS Has EPA met the requirements 
stated in its carcinogen guidelines for characterizing ETS in 
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Category A, i.e., is the evidence sufficient to conclude that ETS 
is causally associated with lung cancer? 


The Committee concurs with the judgment of EPA that environ
mental tobacco smoke should be classified as a Class A carcinogen, 
but notes that it had some difficulty in applying the Guidelines 
for Carcinogen Risk Assessment (51 FR 33992), as they are currently 
formulated, to this complex and variable mixture. The draft risk 
assessment document's conclusion that exposure to ETS sometimes 
leads to the development of lung cancer in humans rests upon two 
main arguments: (1) the biological plausibility of such a causal 
association is high, given the known effects of active smoking and 
the known composition of ETS (e.g. the carcinogenicity of ETS in 
some animal studies, and the presence of known human carcinogens in 
ETS) ; and ( 2) the _ accumulating epidemiologic evidence on the 
relationship between exposure to ETS and lung cancer. These 
together appear to argue for a positive effec~. We advise EPA to 
place greater weight on the biological considerations and the ex
tensive experience with active human smoking to support the classi
fication. 


2. Spousal Smoking Is spousal smoking a proper measure of 
ETS exposure to assess lung cancer risk? 


Despite its various limitations as an indicator of ETS ex
posure, spousal smoking status seems to be a feasible method for 
identifying people with greater, versus lesser, ETS exposure. The 
problems in not accounting for background exposure from other 
sources would, if anything, bias against finding increased risk of 
lung cancer. Bias related· to misclassification associated with 
smoking status has been addressed and corrected for in this draft 
report. There are possible confounders relat·ed to spousal smoking 
status, but such confounding concerns are present in other surro
gates of exposure as well. The potential importance of these 
confounders has been determined not to be sufficient to alter the 
conclusion that ETS increases the risk of lung cancer. 


3. Onite4 States an4 Poreiqn Studies Are the differences in 
relative risk observed between studies in th-e U.S. and those 
overseas of concern, and if so, to what degree? 


The Committee believes that data from studies conducted in 
other countries, as well as in the United States, should be 







utilized in evaluating whether exposure to ETS increases risk of 
lung cancer. It is appropriate to examine the totality of evi
dence from all the case-control and cohort studies, regardless of 
where they were conducted. 


4. Use of Meta-Analysis Is Meta-Analysis an appropriate 
tool to use in the document and has it been applied correctly? 
Have the epidemiological studies been properly evaluated and 
combined using this technique? 


Meta-analysis is a general term applied to a wide range of 
techniques whose objective is to synthesize findings across related 
studies. Although, it is an appropriate tool to summarize the 
epidemiological studies investigating the risk of ETS, the emphasis 
given the meta-analysis in this report in attempting to demonstrate 
that ETS is causally associated with lung cancer is not justified . 
Biological considerations related · to respiratory carcinogenesis 
(e.g., biologic plausibility) are equally compelling.. Given the 
similarities in composition between mainstream smoke and ETS, 
biological considerations related to respiratory carcinogenesis and 
the extensive evidence on active smoking should receive greater 
weight. 


5. Contounc1ers/Misclassitication Have the most · important 
confounders been properly addressed? Has the issue of misclas
sification (classifying current and former smokers as "never smo
kers") been adequately addressed and the proper adjustments made? 
Are there other confounders which could be addressed in greater 
detail? 


Important potential confounders of the ETS-lung cancer rela
tionship were addressed in the report mainly by carrying out a 
separate meta-analysis of those studies which included adjusted 
analyses. The potential main confounders included in these ad
justed analyses were age and surrogates for confounding factors, 
including education, and social class. Comparison of unadjusted 
and adjusted relative risks (RRs) in those studies which present 
both factors suggests that these effects are not important 
confounders. 


As for other potential confounders of the ETS-lung cancer 
relationship, including occupation, radon exposure, and diet, there 
is no way to evaluate their importance as confounders or to adjust 
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for them, since virtually none of the studies contains information 
on them. 


The issue o.f misclassification s-hould not be restricted to 
misclassification of current ·smokers and ex-smokers as "never 
smokers." It should also be mentioned that misclassification of 
diagnosis (diagnoses other than lung cancer being incorrectly 
classified as lung cancer; or vice versa) will cause a biasing of 
the RR toward the null. 


Not enough attention was given to possible non-differential 
misclassification of ETS exposure. This is an important issue, 
since marriage to a smoking spouse is an imperfect proxy for total 
ETS exposure. In the case of dichotomous exposure, such misclassi
fication would have the effect of biasing the RR estimate toward 
the null. 


6. Characterization of Uncertainties Does the document 
characterize the uncertainties, both in the weight-of-evidence and 
the number of attributable deaths, appropriately? 


Vis-a-vis weight of evidence, the draft document's conclusion 
that exposure to ETS sometimes leads to the development of lung 
cancer in humans rests upon the two main arguments noted earlier: 
(l) the biological plausibility of such a causal association; and 
(2) the accumulating epidemiologic evidence on the relationship 
between exposure to ETS and lung cancer. With exposure levels that 
are usually quite low, it is not surprising that the association is 
likely to be weak although, given the size of the exposed popula
tion, societally important~ Because the epidemiologic evidentiary 
base for drawing conclusions regarding ETS's carcinogenicity 
consists mainly of studies of exposure levels produced by spousal ' 
smoking, the biological plausibility argument assumes great impor
tance. Each step in that argument should therefore be carefully 
addressed, with the uncertainties encountered being spelled out 
explicitly. 


Epidemiologic evidence on the relationship between exposure to 
ETS and lung cancer should be described more completely, with the 
deficiencies of individual studies used to weight their contribu
tions to any conclusions that are drawn. The assumptions and un
certainties associated with each step of the risk assessment pro
cess ought to be explicitly stated. 
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1. Quantitative Risk Assessment Has the quantitative risk of 
lung cancer been properly assessed? Would it be more properly 
assessed by a dose response assessment using either cotinine or 
respirable suspended particulate matter as surrogate measures of 
exposure (Appendix C)? Would it be more properly assessed with 
alternative modeling approaches (Appendix D)? Should a dose
response model be developed for ETS-radon interaction effects? 


The Committee generally agreed that the quantitative asses
sment of the risk of lung cancer due to exposures to ETS should be 
based on the human epidemiology studies and that meta-analysis is 
a suitable approach to combining the data. This ap~roach is direct 
and makes the fewest assumptions. It should be noted that this 
approach is fully consistent with the risk assessments that have 
been done for many other carcinogens and that those assessments are 
generally based on fewer studies. 


Given that the epidemiology studies should be the basis of 
the risk assessment, some refinements of the risk assessment are 
recommended with respect to: 


1. Criteria for Including Individual Studies in the Meta 
Analysis 


2. Adjustment for Smoker Misclassification 


3. Misclassification of Exposure 


4. Uncertainties in the Estimate of Annual Lung Cancer Deaths 
Due to Passive Smoking 


5. Dose-Response Estimation of Risk 


8. Home vs. Workplace Exposure Should the Draft Report 
attempt to distinguish between the effects of home vs. workplace 
exposure to ETS? 


The •committee recognizes that there is little epidemiologic 
literature on the health effects of ETS in the workplace, and 
therefore on the relative impacts of home and workplace exposure. 
However, the report should review and comment on the data that do 
exist, if only to bring out the need for future research in this 
area. The report should also review and comment on the data that 
exist on exposure to ETS in public places. 
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B. Respiratory Disorders in Children 


Chapter 5 on respiratory disorders in children was a com
mendable first effort for a very difficult task. Nevertheless, we 
found that it could be substantially improved and that the conclu
sions drawn in it could be made much stronger if the chapter were 
revised in the manner suggested in this report. 


The Committee found the evidence for respiratory health ef
fects in children to be stronger and more persuasive than that 
stated in Chapter 5 of the draft ETS Risk Assessment document, and 
recommends that the new draft contain a more comprehensive discus
sion on quantitative risk assessment for these effects. 


Specific issues are addressed below: 


1. Weight of Evidence Has the weight of evidence for ETS 
related respiratory disorders in children been properly charac
terized? A draft report with a detailed description and analysis 
of 26 recent studies has recently been prepared and is enclosed. 
It is in a form similar to that of Appendix A. Should it be 
included in a revised report as Appendix E? 


The additional literature available since 1986 provides a 
basis for increased concern about the effects of ETS exposure on 
respiratory disorders. Thus, the Committee urges a thorough review 
of the entire body of evidence, including earlier reports covered 
in the 1986 _reports of the Surgeon General and National Research 
Council, and its incoporation as Appendix E. 


In reviewing the weight of the evidence, the present Chapter 
5 does not establish an appropriate framework for considering the 
data. The alternative explanations for association of ETS exposure 
with adverse respiratory effects need to be clearly listed. The 
weight of the evidence could then be judged to determine the caus
ality of associations. 


2. Confounders Have confounders in the epidemiologic studies 
been adequately addressed? 


A number of confounders were mentioned by the report, but 
addressed improperly. These include in utero exposure, parental 
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reporting bias, and active smoking. One must also stress both t he 
biological precursors important to the effects of ETS in c~ildhood , 


and socio-economic and behavioral factors. 


3. Use ot Meta-Analysis Should a meta-analytic approach be 
attempted as in the lung cancer analysis? 


The Agency should give serious consideration to meta-analysis 
of those studies of sufficiently similar design to warrant i t . 
However, it was not clear that there is a body of studies suitab l e 
for such an analysis. If one is warranted, it should be guided, to 
the extent possible, by the same considerations outlined for meta
analysis for lung cancer. 


The Committee was also asked to examine whether the dra f t 
Policy Guide's statements on health contained within the first 20 
pages were scientifically defensible. With some exceptions, de
tailed in the this report (section 4.0), the scientific data and 
interpretations contained in the draft Policy Guide were appro
priate. The Policy Guide draft will need to be revised to reflect 
the changes being made in the Risk Assessment. 
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2.0 INTRODUCTION 


2.1 Background On November 1, 1990, the Offices of Research and 
Development and Air and Radiation requested that the Science 
Advisory Board (SAB) review the draft report "Health Effects of 
Passive Smoking: Assessment of Lung Cancer in Adults and 
Respiratory Disorders in Children," which incorporated a · health 
risk assessment of the impact of passive smoking on lung cancer 
incidence. The document was prepared by the Human Health 
Assessment Group, Office of Research and Development, at the 
request of the Indoor Air Division, Office of Air and Radiation, 
under the authority of Title IV of Superfund (The Radon Gas and 
Indoor Air Quality Research Act of 1986) to provide information and 
guidance on the potential hazards of indoor air pollutants. 


The draft risk report reviews and analyzes the data on the 
respiratory effects of environmental tobacco smoke (ETS) with heavy 
emphasis on the epidemiologic data and statistical (meta) analysis. 
One major portion of the Report (Chapters 3 and 4) examines the 
weight of evidence for lung cancer in adults. It concludes that 
under EPA's carcinogen assessment guidelines, ETS should be 
classified as a Category A or known human carcinogen. 


It also estimates from epidemiology (not modeling) data that, 
on average, 3,800 lung cancer deaths per year in u.s. nonsmokers 
are attributable to ETS. The final chapter of the report examines 
the epidemiological evidence for non-cancer respiratory disorders 
in children and concludes that the detrimental respiratory effects 
described are associated with exposure to ETS, but that a causal 
association has not been established. 


The draft report also contains four appendices. Appendix A 
provides a detailed summary and analysis of eleven recent case
control studies of ETS and lung cancer. Appendix B presents 
pertinent mathematical formulae and relationships. Appendix C 
describes the dosimetry of ETS, and Appendix D presents a potential 
framework for dose-response modeling .for ETS and lung cancer. 


The draft risk report was made available for public review and 
comment on June 25, 1990, with a 90-day comment period which closed 
Oct. 1, 1990. Over 3,500 copies were distributed and 107 public 
comments were received as of Oct 10, 1990. A summary of those 
comments were prepared and provided to the SAB Committee. 
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2.2 Scope ot Issues/Charge to the Committee The Agency sought the 
advice of the SAB on the draft risk document's accuracy and com
pleteness. The Agency also wanted an opinion on whether the weight 
of available evidence supported the conclusions drawn concerning 
ETS's role in causing lung cancer and respiratory disease. In ad
dition, the SAB was asked to address the following specific issues: 


A. Lung Cancer in Adults 


1. Has EPA met the requirements stated in its carcino
gen guidelines for characterizing ETS in category A, 
i.e. is the evidence sufficient to conclude that ETS is 
causally associated with lung cancer? 


2. Is spousal smoking a proper measure of ETS exposure to 
assess lung cancer risk? 


3. Are the differences in relative risk observed between 
studies in the U.S. and those overseas of concern, and 
if so, to what degree? 


4. Is meta-analysis an appropriate tool to use in the doc
ument and has it been applied correctly? Have the epi
demiological studies been properly evaluated and com
bined using this technique? 


5. Have the most important confounders been properly ad
dressed? Has the issue of misclassification (classify
ing current and former smokers as never smokers) been 
adequately addressed and the proper adjustments made? 
Are there other confounders which could be addressed in 
greater detail? 


6. Does the document characterize the uncertainties, both 
in the weight-of-evidence and the number of attributa
able deaths, appropriately? 


7. Has the quantitative risk of lung cancer been properly 
assessed? Would it be more properly assessed by a dose 
response assessment using either cotinine or respirable 
suspended particulates as surrogate measures of expos
ure (Appendix C)? Would it . be more properly assessed 
with alternative modeling approaches (Appendix D)? 
Should a dose-response model be developed for ETS-radon 
interaction effects? 


8. Should the Draft Report attempt to distinguish between 
the effects of home vs. workplace exposure to ETS? 
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B. Respiratory Disorders in Children 


1. Has the weight of evidence for ETS related respiratory 
disorders in children been properly characterized? A 
draft report with a detailed description and analysis 
of 26 recent studies has recently been prepared and is 
enclosed. It is in a form similar to that of Appendix 
A. Should it be included in a revised report as 
Appendix E? 


2. Have confounders in the epidemiologic studies been ade
quately addressed? 


3. Should a meta-analysis approach be attempted as in the 
lung cancer analysis? 


The SAB was also asked to comment on the scientific foun
dations of a second draft document, "Environmental Tobacco Smoke: 
A Guide to Workplace Smoking Policies," (hereafter refered to as 
the "Policy Guide") produced by the Indoor Air Division of the 
Office of Air and Radiation. 


2.3 Conduct of The Review The review was assigned to the SAB~"s 


Indoor Air Quality and Total Human · Exposure Committee. The 
Committee met on December 4 and 5, 1990 in Arlington, Virginia to 
receive briefings from EPA staff, hear extensive comments from 
members of the public, and discuss the several issues embodied in 
the charge. Following the discussions, the Chair requested that 
designated Members of the Committee provide written materials 
organized to respond to the charge, and reflecting the preceding 
interactions. Those materials, after editing and review by all 
Members of the committee constitute this report. 
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3.0 REVIEW OF THE RISK ASSESSMENT DOCUMENT 


The preparation of a risk assessment document for ETS rep
resents a formidable challenge, and the Committee recognizes the 
quite considerable efforts put forth by EPA staff in prepar ing the 
draft. The document contains some excellent summary materials on 
a large and diverse set of relevant literature, as well as some 
skillful and pertinent analyses that serve to address the critical 
issues related to the public health impact of exposures to ETS. 
Although we commend EPA for its efforts, we find that the document 
could be substantially improved, and recommend a series of specific 
changes in organization and content that, if followed, would make 
the revised document a much stronger basis for policy guidance on 
ETS exposure and its health effects. Since the impact of ETS on 
public health is comparable to that of some of the criteria air 
pollutants, we recommend that the revised document follow more 
closely the format of the Air Quality Criteria Documents. It 
should include additional chapters addressing the physics and 
chemistry of ETS, its relation to mainstream smoke, the exposures 
of various populations of interest to ETS, and as appropriate to 
the discussions of biological plausibility and weight of evidence, 
those aspects of dosimetry which will be needed to support other 
parts of the document. The contents of these additional chapters 
should strengthen the basis for any actions or recommenda~ions. 


The Committee also reviewed the utility, format and adequacy 
of the five appendices to the ETS Risk Assessment Document . We 
found them to be of varying utility. and quality, and made specific 
suggestions for revisions and deletions. 


3.1 Chapter 3--Epidemioloqic Evidence of Luna Cancer from ETS The 
focus of this chapter is on hazard identification: that is, de
termining if the available evidence on ETS warrants the conclusion 
that exposure to ETS increases the incidence of lung cancer. As 
described in the Agency's "Guidelines for Carcinogen Risk Assess
ment," hazard identification is a qualitative process that involves 
review " ... of the relevant biological and chemical information 
bearing on whether or not an agent may pose a carcinogenic hazard." 
The scope of hazard identification is broad, involving review of 
information on 1) physical-chemical properties and routes and pat
terns of exposure; 2) structure-activity relationships; 3) 
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metabolic and pharmacokinetic properties; 4) toxicologic effects; 
5) short-term tests; 6) long-term animal studies; and 7) human 
studies. 


The present chapter, comprising the hazard identification step 
of the risk assessment, seems limited in scope when measured 
against the encompassing process set out by the Agency. Although 
the appendixes do address exposure and toxicology to an extent, 
this material needs more direct discussion in the chapter. The 
components of ETS possibly relevant to this risk assessment should 
be reviewed along with the characteristics of mainstream and side
stream smoke, and similarities in composition and from in vitro 
bioassay should be discussed. The complexity of ETS merits 
~mphasis; it is not a single chemical agent, but a mixture with 
varying characteristics by place and time in relation to its -for
mation in the burning cigarette. The toxicologic effects of in
dividual components merit further discussion. Exhaustive review is 
not needed, since the surgeon General's Reports provide comprehen
sive documentation. 


In reviewing the human evidence, the chapter fails to draw on 
the voluminous evidence on active smoking and lung cancer. The 
1986 Surgeon General's Report, for example, concluded that there 
was enough toxicologic similarity between mainstream smoke and ETS 
to justify using the evidence from a~tive smoking in reaching 
conclusions concerning ETS and lung cancer. The evidence on active 
smoking and lung cancer documents the consequences of a higher 
level of exposure to a mixture, mainstream smoke, that resembles 
ETS in composition. The epidemiologic evidence on ETS and lung 
cancer in nonsmokers should be considered as addressing the risks 
of lower levels of exposure. Thus, the evidence on active smoking 
and lung cancer needs to be reviewed in this chapter. The causal 
nature of the association between active smoking and lung cancer 
should be described, as should exposure-response relations for 
active smoking and lung cancer. The Surgeon General's Reports 
could serve as the basis for developing this material. 


The existing chapter reviews case-control and cohort studies 
providing information on the association of ETS with lung cancer. 
Characteristics of these studies are considered. Several statis
tical approaches are used to assess the aggregate significance of 
the evidence and a pooled relative risk estimate with associated 
confidence limits is calculated. The chapter concludes with a 
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review of potential biases affecting interpretation of these 
studies, with an emphasis on misclassification. 


The roster of studies selected represents those available 
through the time at which this draft report was released; in re
vising the draft, consideration should be given to substituting the 
data from the recent report by Janerich et al. ( 1990) for the 
earlier analysis of these same data (Varela, 1987). The features 
of the individual studies are adequately reviewed. 


The discussion of bias (Section 3.5) needs expansion and some 
consideration of types of bias other than misclassification. The 
types of bias potentially affecting any epidemiological study 
include selection bias, information bias (which includes both 
differential and non-differential misclassificatfon), and con
founding bias. Selection bias, particularly likely to affect case
control studies based on cases and controls derived from specific 
institutions, should be addressed. The possibility of confounding 
bias merits review because of evidence that smokers are increas
ingly distinct from nonsmokers in socioeconomic characteristics 
that may have implications for health. Thus, those more highly 
exposed to ETS may differ from those less exposed in other 
relevant characteristics. Confounding, however, is an unsatis
factory explanation for the general pattern of the reported stud
ies, with the majority showing increased risk. These studies have 
been conducted in a wide variety of locales with consistent find
ings of positive association; this consistency weighs against con
founding as an explanation for the increased risk associated with 
marriage to a smoker. The discussion of misclassification should 
be expanded to include studies that have addressed the quality of 
information on passive smoking derived from questionnaires as well 
as the relation between questionnaire-based measures of exposure 
and biological markers of exposure. The 1990 Report of the Surgeon 
General includes reviews of the quality of information on smoking 
from surrogate respondents as well as of the validity of self
report of smoking history; this recent report should be considered 
and cited in the discussion of misclassification. 


Two major cohort studies providing evidence on passive smoking 
and lung cancer have been published; a lengthy discussion is 
provided concerning the comparative findings of the two studies. 
Unfortunately, we lack information on the comparative exposures to 
ETS of subjects in the two populations. For both studies, follow-
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up periods began well before present methods for atmospheric moni
toring or for assessing biological markers were available. Thus, 
arguments concerning the possibility that passive smoking is more 
"direct" in Japan are speculative and the lack of data should be 
cited and uncertainty added in drawing any conclusion concerning 
the comparative levels of exposure in the U.S. and Japan. The 
discussion of the two studies should be markedly shortened. 


In summary, Chapter 3 of the May 1990 External Review Draft 
provides a generally adequate review and assessment of the epi
demiologic evidence on ETS and lung cancer in never smokers. A 


complete hazard identification is not conducted, however. The 
chapter needs to be expanded to address more fully the toxicology 
of ETS and the evidence on active smoking and lung cancer. This 
expanded review, coupling more closely the evidence on biological 
plausibility that ETS is a carcinogen with the supporting epidemi
ological evidence would adequately support the conclusion that ETS 
is a Group A carcinogen, a determination that should be moved from 
the quantitative risk assessment (current Chapter 4) to Chapter 3. 
The Committee accepts this overall conclusion, in. spite of the 
limitations of the current chapter; a more comprehensive review as 
suggested by the Committee should strengthen the determination that 
ETS is a Group A carcinogen. 


3. 2 Chapter 4--Assessment of Lung Cancer Risk from ETS In 
reviewing published quantitative risk assessments, Chapter 4 of the 
review draft properly dichotomizes the approaches that have been 
taken -- the cigarette-equivalent approach, and analyses of epi
demiologic studies in which the excess lung cancer risk in non
smokers is observed as a function of exposure to ETS. As indicated 
in Chapter 4, there are serious difficulties in both of these ap
proaches. The cigarette-equivalent approach has the great ad
vantage that it is based on relatively abundant and consistent 
relative risk (RR) determinations in active smokers, which can be 
used to project the risk in non-smokers exposed ·to ETS in the form 
of a percentage of the risk in active smokers. 


The assessment of the cigarette-equivalent in non-smokers due 
to exposure to ETS has a considerable level of uncertainty embedded 
in it. The ratio of sidestream (SS) to mainstream (MS) emissions 
is highly variable among the components of cigarette smoke, so that 
the number of cigarette-equivalents to which a passive smoker is 
exposed varies greatly with the compound used as a marker or expo-
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sure _surrogate. Neither cotinine concentration in body fluids nor 
the measurement of tobacco smoke particulate matter can be used 
with great confidence for quantitative assessment of the carcino
genic potential of ETS. There is a suggestion that the uncertainty 
in exposure assessment for either approach is about an order of 
magnitude (It should be noted here that the Guideline for Carcino
genic Risk Assessment anticipates that numerical risk estimates 
will have no more than one significant digit) . Neither cotinine 
nor smoke particulate matter levels are direct indicators of car
cinogenic components. 


The other type of assessment is based on inferences from the 
epidemiologic studies of the association of exposure to ETS and 
carcinogenic risk in non-smokers. Since spousal smoking is a very 
important exposure proxy used in many studies, the utility of a 
categorical classification (married to a smokerjnot married to a 
smoker) for quantitative exposure assessments needs to considered. 
Physical proximity of smokers to non-smokers), daily length of 
exposure, and exposure outside the home to ETS may be quite dif
ferent in different cultures and over decades of time. Misre
porting of smoking status for cases and controls in these studies 
may also introduce a bias. Various attempts have been made to 
apply corrections for these sources of bias. These attempts re
quire further assumptions and are based on limited data available 
on misreporting rates and cotinine concentrations in various 
groups. 


The assessment presented in the last section in Chapter 4 of 
the Review Draft does not appear to be in conflict with procedures 
established in other reviews, and states all assumptions made in 
the quantitative assessment with considerable care. The results 
are given in too many significant figures however. 


3.3 Chapter s--Environmental Tobacco Smoke and Respiratory 
Disorders in Children The Committee recommends that this chapter 
be re-organized to reflect directly the biological effects of 
Passive/Involuntary smoking (This terminology reverts to the orig
inal discussion of exposure-resp~nse and its impact, as per the 
Surgeon General reports of 1982-1986). The chapter should treat .in 
utero exposure as a precursor to extra uterine/post birth/childhood 
effects, and not as a confounder. It should also be extended to 
address effects in adults, since the sequelae of . effects in chil-
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dren, as well as direct effects in adults, naturally proceed from 
the discussion of effects in children. 


The Committee's recommendations as to the structure for a 
revised chapter follow. In outline, the proposed sections would 
be: an Introduction; 1) Biological Mechanisms; 2) Exposure and its 
Assessment; 3) Annoyance and Irritation; 4) Acute Illnesses (middle 
ear, upper respiratory, lower respiratory): 5) Chronic Respiratory 
Systems and exacerbations of chronic obstructive pulmonary disease 
(COPD); 6) Asthma; 7) Pulmonary Function; and 8) Health Hazard 
Assessment. 


The Introduction of the Chapter should include some reference 
to the overall problem of acute and chronic respiratory diseases, 
and the potential attributable risk of ETS/passive smoking 
(Chronic respiratory disease is the fifth leading cause of death, 
with an age-adjusted death rate of 15.7/105 in 1985; it is 
increasing still. Acute lower respiratory disease is the sixth 
leading cause of death, with an age-adjusted death rate of 13.4/105 


in 1985. The prevalence rates of related conditions are signifi
cant--the rate for asthma, for example, is 4.1/102 (NCHS, 1986). 
Acute respiratory disease is the leading cause of morbidity and 
disability in the U. s. (as per NCHS)). 


The first section of the Chapter could be called Biological 
Mechanisms (5.1). It should discuss the biological plausibility of 
the respiratory responses (akin to the discussion of carcinogen
icity), and a brief discussion of the comparable response to active 
smoking. Such topics as irritant responses to pollutants (as are 
found in ETS) have been discussed at .length in EPA Off ice of 
Research and Development and Office of Air Quality Planning and 
Standards (OAQPS) documents (e.g., National Ambient Air Quality 
Standards (NAAQS) Criteria Documents and Staff. Papers, and National 
Emissions Standards for Hazardous Air Pollutants (NESHAP) Criteria 
Documents. 


It should start with the effects of in utero exposure effects 
as precursors to childhood effects (5.1.2.): reduced fetal oxy
genation, poorer lung (and brain) development, low birth weight, 
immunological and biochemical effects (e.g., changes in T cells and 
immunoglobulin levels, changes in prostaglandin regulation, pro-
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tease inhibitors) (Amer. Acad. Peds. J. Peds., 1976; ALK report, 
1983; Wallet al., 1985; Rantakallio, 1978; Mcintosh, 198~; Tager, 
1988) . 


The next d~scussion (5.1.3) could be of the effects of low 
lung function at birth (due to genetics and in utero exposure) as 
a precursor of lower respiratory infections; poorer lung develop
ment (disposing to greater effects of ETS on lung growths) (Mar
tinez et al., 1989; Sherrill et al., 1990; Lebowitz, 1991), as 
discussed at the Committee's meeting). 


There should be a discussion ( 5 .1. 4) of the potential re-
duction in host defense mechanisms due to ETS (going further than 
that induced by in utero passive smoking) , which is of a similar 
nature (though a different dose) to that induced by active smoking. 
This topic relates to the increased predisposition to and prev
alence rates of acute illnesses (middle ear, upper respiratory, 
lower respiratory, other exacerbations of chronic respiratory 
disease/chronic obstructive pulmonary disorder/airway obstructive 
disease (COPD/AOO)). 


The next logical discussion (Section 5.1.5) could concern how 
these experiences could lead to chronic respiratory disease (e.g., 
chronic cough, persistent wheeze) in childhood, and how the se
quelae of such would be chronic respiratory disease in adult life. 
The pathophysiological and anatomical mechanisms would be featured, 
and some discussion of biochemical mediators would occur. 


There should be a discussion (5.1.6) of the biological reasons 
why ETS would produce or exacerbate bronchial lability and respon
siveness (BR) (coupled to the lower airWay caliber, and possibly 
genetics, discussed above), and how this BR, especially in 
conjunction with increased Immunoglobulin E and lower respiratory 
infections (both discussed above) could lead to childhood wheezy 
bronchitis and asthma (Tager, ARRD, '88; 138:507; Burrows and 
Martinez, ARRD, '89 140:1515). The role of atopy (also genetically 
regulated) in this process should be discussed (ibid.). 


The role of these above-mentioned conditions (BR, bronchitis, 
asthma/persistent wheeze) on decreased lung growth (Sherrill, op 
cit.) should be discussed. This could lead into a general 
discussion (5.1.7.) of why lower lung function is related 
pathophysiologically to ETS, starting with deceased lung growth in 
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utero (see above), and how this would lead to low lung 
function/COPD in adults (Tager et al., 1987; Lebowitz et al., 
1987). Appropriate biochemical and anatomic mechanisms would be 
discussed. 


Unless the relevant material is covered generically in an 
earlier chapter, Exposure and its Assessment could be covered in a 
seperate second section (5.2). Such a section would cover reported 
exposures, measurements of indoor nicotine, other related pollu
tants (PM, CO, etc.), and biological markers such as cotinine 
(Jarvis et al., 1987). Factors associated with ETS (cf., Sandler 
et al., 1989) should be presented as relevant. Other methods of 
exposure estimation and assessment should also be discussed, 
including utilization of models based on source characterization 
from chamber studies. The relationships between reported exposures 
and monitoring results, and biases in reporting (cf., Friedman et 
al., 1983) could be discussed also. Confounding needs to be 
discussed (Quackenboss et al., 1989; Lebowit~, 1990) as well (other 
key references include National Research Council (NRC) 1981; World 
Health Organization (WHO) 1982; NRC 1986, and WHO/EURO Proceedings 
on Indoor Air 1984, 1987, and 1990.) Further, exposure-dose 
estimation would be presented (Hiller et al., 1982). 


The third section (5.3) should address Annoyance and Irri
tation. Annoyance is important per se, and annoyance also affects 
subjective reports (Lebowitz, 1989; Department of Health, Educa
tion, and Welfare 1971; National Institute of Occupational Safety 
and Health 1971; National Clearinghouse on Smoking and Health 1976; 
NRC 1981, Surgeon General's Report 1986) (Odor topics _should be 
included in this section, introducing the concept of sensitive 
individuals). Irritation effects are well-documented (Weber, and 
Hugod, 1984), and occur more quickly at lower doses in those more 
"sensitive" (ibid., op cit). Acute irritant symptoms should be a 
major topic. This section should document such effects in children 
and adults, and differentiate irritant from infectious and 
allergenic effects. 


The fourth section (5.4) should cover Acute Illnesses. This 
includes middle ear effusions (5.4.1), upper and lower respiratory 
illnesses (including such exacerbations of COPD) (5.4.2-.4), and 
sequelae of lower respiratory illnesses. The effects of LRI's on 
lung function (e.g., Yarnell and St. Leger 1979), and the possi
bility of LRI's leading to asthma in children (Gregg, 1973) war-
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rants discussion. The effects of LRis leading to asthma in 
children (Gregg, 1973) should also be discussed. The effects of 
LRis also includes AOD in adults (the overall effects of childhood 
respiratory troubles (CRT)), especially as documented in longi
tudinal studies (Lebowitz et al. 1987, 1988; and Sherrill et al. 
1990); this could be a separate section (5.4.6). 


Airway obstructive disease should be addressed in a major 
section because of the well-documented effects of ETS on lower 
respiratory tract illnesses, and the above-mentioned sequelae. The 
EPA report did a reasonable job in this area, and can be expanded 
(by incorporating some of the comments included in the reviews by 
Samet and Lebowitz) . Further discussion of biases in reporting are 
available (Colley 1974; Cederlof and Colley 1974), as well as for 
confounding by other exposures (Hammer et al. 1976; Anderson, 1979; 
Speizer et al. 1980; Comstock et al., 1981; Melia et al. 1982; Koo 
et al. 1988), and interactions with other exposures (Lebowitz et 
al. 1989 and 1990) . There should also be discussion of the 
concurrent effects of breast feeding and socio-economic status 
(Martinez et al. , 1 89, 1 90) . 


The fifth section should cover Chronic Respiratory Symptoms 
(and increases of symptomatology in COPD as exacerbations). Some 
of this topic was covered in the EPA report, but it could be 
improved by clarification and expansion (see reviews provided). 
Again, biases in reporting, confounding by other exposures, and 
interactions of exposures producing responses (ibid., op cit.) 
warrant discussion. Effects of active;self-smoking interacting 
with passive smoking should be discussed (Bland et al., 1978; 
Lebowitz et al. 1987 and 1988). Effects of family history (ibid., 
Schilling et al. 1977; Weiss et al. 1980) should also be covered. 
Sequelae (op cit.) could be discussed as well, and direct effects 
in adults also (Comstock et al. and Schilling et al., ibid.; 
Lebowitz and Burrows, 1976; Schwartz and Zeger, 1990). 


The sixth section ( 5. 6) should cover all the aspects of 
Asthma. This section is one of the most important, and was one 
that was insufficiently discussed (in all aspects) in the EPA 
report. It needs to discuss genetic and in utero aspects, the 
evidence for bronchial responsiveness, high IgE and atopy related 
to ETS (Weiss et al. 1983 and 1988; Tage·r 1988; Burrows & Martinez 
1989; and Lebowitz et al. 1989 and 1990, op cit.). The effects of 
social status, breast feeding, other exposures, and sequelae should 
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be discussed as well (op cit.; Rantakallio 1979; Sherman et al., 
1990). Other studies, in press, could also be used (e.g., Martinez 
et al., Peds.). Exacerbations can be studied as well, including 
those seen in field studies (Quackenboss et al. and Lebowitz et al. 
1989-1991, op cit.) and chamber studies (Shephard et al. 1979; 
Dahms et al. 1981; Stankus et al. 1988; Danuzer et al. 1991). 


The seventh section (5.7) should cover effects on Pulmonary 
Function alluded to above, in the EPA report, including all the 
previous effects (and confounders, etc.) discussed above. It 
should be more precise, and include amount of change found. 


There could be a section at this point 
miscellaneous topics, as in the previous report. 
these topics could be put into other sections. 


covering other, 
Alternatively, 


The eighth section (5.8) would be a Health Hazard Assessment, 
which would include attributable risk and population impact. 
Further discussion is needed concerning the initial aspects of the 
section. 


3. 4 ADoendix A--summarv Descriptions of Eleven Case-control 
Studies The Committee agreed · that Appendix A made a valuable 
contribution to the document, and that it should be included in the 
final draft. Much of the information contained in the appendix 
might be more useful however, if it was organized as .a series of 
tables rather than a running text description. For example, a 
table that described the important characteristics of the study, 
e.g. , population size, number of lung cancers, measure of ETS 
exposure used, characteristics of the control population and 
criteria for selecting the cases. Other tables might include 
potential biases addressed or not addressed in each of the studies 
and smoking characteristics in the background and control 
populations. 


3. 5 Appendix a--Mathematical Formulas and Relationships The 
Committee agreed that Appendix B is important to the overall 
report. However, in its present form, it contains several errors, 
both typographical and substantive, which should be corrected. 
Moreover, its format is difficult to read, and it is incomplete. 
The Committee recommends that Appendix B be restructured and 
rewritten in a more "reader friendly" style to include, as a 
minimum, the following three sections: 
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1. An Introduction to describe the purpose of the Appendix 
and its objectives. 


2. An overview of the Mantel-Haenszel procedure that was used 
in this report for the meta-analysis. This section should 
also include a rationale for the selection of this pro
ceedure, rather than the method used in the previous NRC 
report. Appendix B in the NRC report is suggested as a 
guide for the presentation of this material. 


3. Description and derivations of the risk assessment eaua
tions used. A rationale for the specific equations, a 
discussion of the validity of these equations for case
control as well as cohort studies, and explicit assump
tions pertaining to the equations should be included in 
this section. The Committee also suggests that the deri 
vations be presented in a systematic format for ease of 
reader understanding: 


a. A new section on the derivation of the unadjusted 
relative risk equation. (This could be incorporated 
with item 2, above). 


b. A revised section on the derivation of the relative 
risk equation adjusted for misclassification (Bl) . 


c. A revised section on the derivation of the relative 
risk equation adjusted for background exposure (B2) . 


d. A revised section on the derivation of the equation 
to estimate the population-attributable risk (B3). 


Specific written comments pertaining to Appendix B were 
submitted by several Committee members. Th.ese comments identified 
several errors, typographical and substantial, in the equations. 
The Committee therefore recommends that these errors be corrected 
and that the results based on these equations be carefully reviewed 
before final publication. For example, it was acknowledged at the 
Committee meeting in December that the correction of one such error 
resulted in a slight downward shift of the predicted annual lung 
cancer deaths due to passive smoking. 
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3.6 Appendix c--oosimetry of ETS The Committee agreed with EPA 
staff that Appendix c should be deleted in its present form. Some 
of the issues that are addressed in Appendix C should be addressed 
in at least one or more of the new chapters, but in a format appro
priate to a chapter, rather than a format considered appropriate to 
an appendix. 


When incorporating the discussion now located in Appendix c 
into appropriate text chapters, it should be noted that the Ap
pendix, as written, has serious technical errors and limitations. 
It is seriously deficient in that it focusses entirely on carcino
gens and their dosimetry in healthy adults. This is inadequate 
even when the endpoint of concern is lung cancer., as evidenced in 
the recent report of Janerich et al. (op. cit . ) on the association 
between lung cancer in adults and their childhood exposure to ETS. 
It is even more inadequate in that it ignores the respiratory 
disorders in children that are reviewed in great detail in Chapter 
Five. 


The whole section C-5, "INTERNAL ORGAN BURDENS FOR THE LUNG," 
is based upon a simplistic set of models and assumptions that 
produce regional lung retention times and dose estimates that are 
truly fanciful. It correctly states "that removal from the 
tracheo-bronchial region generally may · be characterized by two 
phases. The first is a rapidly cleared phase, dominated by par
ticles deposited on the mucus of the upper passageways. The second 


· is dominated by particles deposited on the slowly moving mucus of 
distal passageways." However, the calculated half-times (C1 and C2) 


of 450 and 710 minutes, respectively, for the fast and slow phases 
of ETS particle clearance, · differ considerably from the actual 
radio-aerosol' study data on which the model is supposedly based, 
and which show much faster rates. 


The literature on the effect of active smoking on particle 
deposition and clearance rates is misinterpreted. One study of 
Albert et al. (1975) concerning the short-term effects of smoking 
on overall tracheobronchial clearance in humans, and one study by 
Wanner et al. (1973) on the effects of chronic smoke exposure on 
mucociliary transport velocity in the trachea of the dog are cited 
as a basis for doubling the retention times of particles on the 
tracheobronchial tree as a whole. The conclusion was drawn that 
smoking has no effect on the regional deposition of particles. The 
reality is quite different. Smokers have much greater tracheo-
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bronchial deposi tio·n than _nonsmokers, and the short-term effect of 
smoking is to greatly accelerate the clearance of p~rticles 


deposited on the tracheobronchial tree. It is curious to note that 
the c2 value calculated for the second "fast-phase" component in 
smokers is 1400 min (23.3 hours), while a 17 hour half-time was 
used for the "slower" alveolar region half-time in the dose 
calculations. 


3.7 Appendix 0--Alternative Approaches tor Estimating the Yearly 
Number of Lung Cancer Deaths in Non-smokers Due to ETS Based on 
Dose-Response Modeling The major purpose of Appendix D is to 
bolster the risk assessment document. Much of the data referenced 
in this appendix provide further evidence of the carcinogenicity of 
environmental tobacco smoke, and should be clearly presented in 
this light. For instance, the Grimmer study clearly demonstrates 
the lung carcinogenicity of ETS in animals. Other sections are 
currently incomplete and point to future directions for research. 
While interesting, these sections are not as supportive of the main 
document and may be distracting. 


The first two approaches for deriving ETS dose-response 
models, the relative potency approach and the cigarette equivalent 
approach, share an implicit assumption that particle phase com
pounds, and polynuclear aromatic hydrocarbons in particular, are 
the carcinogens of interest. Other carcinogens have been identi
fied in ETS, and many of these are in the vapor phase, e.g., ben
zene, vinyl chloride, formaldehyde, and several N-nitrosamines. To 
the degree that vapor phase carcinogens have been ignored, or 
incompletely collected or extracted for administration in animal 
experiments, the potency of ETS has been underestimated. Further
more, the use of benzo-(a]-pyrene as a reference standard of human 
lung cancer is highly problematic and should be reconsidered. 


The uncertainties in the relative potency approach are too 
great to support the derivation of an ETS dose-response model that 
would be an improvement over any that can be calculated from epi
demiologic data. The relative potency in animals is not neces
sarily the same as the relative potency in humans, especially to 
the degree that metabolism may be involved. Furthermore, the data 
do not exist to support calculating the relative potency by a 
straightforward comparison, e.g., ETS and compound X in animal 
system A, compared with a known dose-response relationship for 
compound X in humans, so other intermediate comparisons are re-
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quired, such as compound X and mixture Y with different routes o f 
exposure, on different animals -, and with different tumors. The 
uncertainties of each step quickly overwhelm the uncertainties in 
the epidemiologic studies. 


The complexities of tobacco emiss i ons complicate the cigarette 
equivalent approach. The referent mainstream emissions should be 
those of unfiltered cigarettes, upon which most of the active smo
king epidemiologic data is based.. The variable ratios in side
stream to mainstream emissions of toxins lead to differences in the 
calculated cigarette equivalents to which a passive smoker is 
exposed, and these may range over two orders of magnitude (see 
Hammond, 1990) . These different emission ratios are a source of 
variability in the ratio of biomarkers in smokers and nonsmokers. 
(Metabolism rates are another potential difference . ) Thus, co
tinine in nonsmokers is typically less than 1% the level found in 
smokers, while the median level of 4-aminobiphenyl hemoglobin ad
ducts in nonsmokers was 14% the median in smokers (Hammond et al, 
1990). This corresponds to the emission ratios of these compounds, 
which differ by a factor of 15. Russell and coworkers (1986) (page 
4-19) based their estimates of the risk of premature death from 
passive smoking on the ratio of cotinine in passive smokers to that 
in active smokers, 0.007, and assumed the same ratio held between 
premature deaths in passive and active smokers. The use of 4-
aminobiphenyl hemoglobin adducts instead of cotinine to estimate 
relative exposures would have led to a higher predicted premature 
death rate due to passive smoking. 


Several studies have been conducted on the deposition of MS 
and SS particles in the human lung. These should be discussed 
rather than relying solely on biomarkers, where the exposures are 
not known. A few caveats are required regarding the use of DNA 
adducts to estimate dose. DNA adducts are subject to repair 
mechanisms, and the rate of repair may differ in smokers and 
nonsmokers. Since nonsmokers have very different exposures to ETS, 
one expects a wide range in the ratio of adducts in smokers and 
nonsmokers. A disadvantage in the exclusive use of DNA and protein 
adducts as biomarkers of dose is that such markers are available 
for only a few suspected agents. The use of benzo(a]pyrene (BaP) 
DNA adducts is further complicated by the many other sources of 
BaP, including diet and various combustion products. 
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Determination of the dose-response effect of ETS based on the 
epidemiologic studies of Hirayama would be most valuable. The data 
gathered by Hirayama and colleagues could have been greatly enhan
ced and more generali~able if measurements of ETS levels (especial
ly respirable particle and nicotine concentrations) had been taken 
in Japanese homes with varying amounts of smoking. 


Some of the methods used in Appendix D might be useful in 
estimating the importance of ETS in respiratory diseases in 
children. Appendix 0 has information which is supportive of the 
main document. Some of this information can be improved; some is 
suggestive of future research directions. The release of the final 
document should not be delayed for these data. Finally, the data 
may be best incorporated into the relevant sections of the main 
document, rather than exist as an independent appendix. 


3. a Appen4ix E--summary Descriptions of Twenty-six Studies on 
Environmental Tobacco Smoke an4 Respiratory Disorders in Children 
The Committee concluded that an Appendix E, similar to the Appendix 
A, should be included in the revised document. As before, the 
Committee recommends that the information by organized as a series 
of tables rather than as a running text description with a similar 
format. 
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4.0 REVIEW OF THE POLICY GUIDE 


The Policy Guide was not prepared as a scientific document, 
but its recommendations are based upon summary statements of 
scientific knowledge. On this basis the Committee was asked to 
examine whether the Guide's statements on health contained within 
the first 20 pages were scientifically defensible. The Committee 
did note that there is much technical content in other sections of 
the Policy Guide, including technical statements on ventilation, 
room and building ventilation. 


For the most part, the scientific data and interpretations 
contained in the draft Policy Guide were appropriate, but there 
were some notable exceptions -- an incorrect definition as to what 
constitutes a small particle, an erroneous statement as to the 
depth of penetration of mainstream smoke vs. sidestream smoke, and 
a misstatement of the current particulate matter NAAQS, to cite a 
few. Furthermore, there were statements about cardiovascular 
mortality, cancers at other sites, and aggravation of cardiovas
cular and respiratory disease that were not addressed in the ETS 
Ris·k Assessment. Thus, without having any supporting documenta
tion, the Committee could not endorse these statements. 


The Policy Guide draft will need to be revised to reflect the 
changes being made in the Risk Assessment. If the Committee is to 
review the Policy Guide again, it should be sent to the Committee 
with a supporting document that explicitly states the technical 
basis for each of its summary statements on the state of scientific 
knowledge. 
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5.0 SPECIFIC REVIEW ISSUES 


5.1 Lung Cancer in Adults The Committee noted that Chapters 3 and 
4 addressed the issue of lung cancer risk due to spousal smoking 
only for non-smoking women. It is suggested that the revised doc
ument be expanded to include the full range of cancer impacts of. 
ETS. The Committee also noted a number of areas where substantial 
improvements could be made in the organization of the document, as 
well as in its content -- some material was not adequately covered 
or not addressed at all. The Committee urges the EPA to redraft 
those chapters as well. Some specific suggestions follow. 


5.1.1 carcino~enicitv of ETS The Indoor Air Quality and Total 
Human Exposure Committee concurs with the finding of the draft 
report that Environmental Tobacco Smoke (ETS) should be classified 
as a Class A Carcinogen. The Committee believes, however, that the 
case could be made more persuasively than does the current draft 
document. Part of the difficulty may be found in the language and 
the rationale of the Guidelines for Carcinogen Risk Assessment as 
they are currently formulated (51 FR 33992, August 22, 1986). The 
Guidelines address the case of a single chemical compound which may 
contain contaminants or impurities. The process envisioned in the 
Guidelines consists of Hazard Identification and " .. should include 
a review .••. to the extent that it is available" of: 


1. Physical-Chemical Properties and Routes and Patterns of 
Exposure 


2. Structure-Activity Relationships 
3. Metabolic and Pharmacokinetic Properties 
4. Toxicologic Effects 
5. Short-Term Tests 
6. Long-Term Animal Studies 
7. Human Studies 


In the Guidelines, the Long-Term Animal Studies section is 
covered in 25 column-inches, and the Human Studies section takes up 
about seven column-inches, an indication of the emphasis on long
term animal toxicology studies. 


The evidence for the carcinogenicity of tobacco smoke is not 
based on long-term animal studies, which are negative. In this 
case, the strongest evidence is that obtained in a large number of 
epidemiologic studies of active smoking and lung cancer. The 
causality of the connection between inhalation of tobacco smoke and 
excess risk of lung cancer cannot be in doubt. It has been 
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demonstrated that cessation of inhalation of tobacco smoke leads to 
a reduction of the excess lung cancer risk. The risk has been 
shown to be proportional to the amount of smoke inhaled. In terms 
of overall impact it has been shown that a very high proportion of 
the observed lung cancer incidence is due to inhalation of tobacco 
smoke. If the Guidelines for Carcinogeni c Risk Assessment can be 
used to cast doubt on a finding that inhal ation of tobacco smoke by 
humans causes an increased risk of lung cancer, the situation 
suggests a need to revise the Guidelines. 


The inhalation of ETS by children, by non-smokers or former 
smokers represents a risk that is much smaller than that experi
enced by active smokers, but it is an involuntary exposure. It is 
not uncommon to derive quantitative risk assessments of exposures 
to carcinogens from data obtained in more heavily exposed occupa
tional populations, and in that sense smokers represent a more 
heavily exposed population, providing data for extrapolation to the 
lower exposures imposed on children and adult non-smokers. 


There are both differences and similarities in the charac
teristics and the composition of mainstream smoke, sidestream 
smoke, exhaled tobacco smoke and environmental tobacco smoke. It 
is important to deal both with the differences and similarities as 
they might affect the quantitative risk which is most accurately 
known for mainstream smoke. The difference in carcinogenic po
tential is not such that any one of these other categories could be 
considered as non-carcinogenic in humans. The very clear carcino
genicity of mainstream tobacco smoke directly implies carcinogen
icity of ETS, particularly in view of the similarities in chemical 
composition and sizes of particulates between mainstream and 
sidestream smoke. 


Meta-analyses of epidemiologic studies in non-smokers and for
mer smokers are sensitive to decisions about exclusions and inclu
sions, and are primarily oriented towards increasing the overall 
statistical power and more precisely describing risk. such analy
ses cannot effectively take into account any differences in quality 
of the study, differences in the way exposures were determined or 
classified, etc. Biases will be reduced only in that they will be 
averaged. 


5.1.2 Spousal Smoking All of the studies cited in the report on 
ETS and risk of lung cancer have made observations on married women 
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who have been classified as "never-smoking". Those married -to a 
smoker are assumed to be exposed to greater levels of ETS than 
those married to a nonsmoker {p.J-12). As noted in the report, 
this relative risk comparison implicitly compares women exposed to 
both spousal and other ETS to those exposed to other ETS only. 


The ideal measure of ETS exposure for lung cancer studies 
would include all sources of ETS with data on both dose of ETS and 
exposure over time for a lifetime, or at a minimum over the past 20 
to 30 years. Spousal smoking is believed to be a useful and valid 
marker for ETS exposure because (1) it often indicates many years 
of exposure (this contrasts with biological markers such as urinary 
cotinine, which indicate exposure at only one point in time): (2) 
the level of ETS exposure in the home when the spouse smokes ap
pears to be greater in magnitude than the exposure from other, non
domestic, sources. Several studies exploring urinary cotinine as 
a measure of ETS exposure have found higher levels in non-smokers 
married to smoking spouses than to those married to nonsmoker 
spouses. The statement that ETS in the home is greater than that 
of other ETS exposures may be more or less true according to a 
variety of factors as noted below. The use of spousal smoking data 
is highly attractive because such data are easy and inexpensive to _ 
collect. For most studies spousal smoking is the only available 
measure of ETS exposure. 


There are potential limitations in the use of spousal smoking 
as an indicator of ETS exposure that need to be considered: 


1. Spousal smoking may account for a relatively small propor
tion of lifetime ETS exposure. Janerich· et al. ( 1990) est
imated that spousal exposure accounted for only 30% of 
lifetime exposure. These authors computed correlation co
efficients of 0.37 and 0.51 between spousal smoking and 
lifetime ETS exposure for men and women, respectively. In 
this study childhood exposure was a major source of life
time ETS exposure and correlated more highly with lifetime 
exposure. Likewise, Cummings et al. (1989) found little 
relationship between childhood, adult home and work place 
ETS exposure. On the other hand, Thompson and co-workers 
(1990) found that non-smokers who lived with a smoker re
ported more ETS exposure outside of the home than those who 
did not live with a smoker. In this way spousal smoking 
could be a more general indication of ETS exposure than 
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expected on the basis of exposure in the home per se, but 
sensitivity for total ETS exposure may vary among different 
study populations. 


2. The results of comparing ETS household exposure to ETS 
household plus other exposures may vary in different coun
tries and different regions within the u.s. Exposure 
within the residence depends on size and the type of con
struction of the dwelling, the amount of ventilation, and 
the proximity of smokers and nonsmokers within the home. 
Non-domestic background exposure varies with the nature of 
their workplace exposures, the extent of smoking restric
tions in the work place and public places, the climate 
and the time of the year. With respect to the latter, 
exposures as assessed by urinary cotinine concentrations 
in Buffalo, New York were greater in the winter compared 
to the summer, presumably due to more time spent indoors 
with less ventilation in cold weather (Cummings et al., 
1989). Such differences would be expected to be less mar
ked in warmer regions of the country. For non-smoking peo
ple in particular, the exten~ of exposure outside of the 
home may depend on whether the woman works and pow many 
other people in the population, who may be friends of 
non-smoking women, smoke. Thus, in countries such as 
Japan where fewer women work outside of the home, and 
fewer women in general smoke, spousal smoking may indicate 
differential exposure for women who are, and who are not 
exposed to ETS, than in the U.S. In any case, bias due 
to concerns (l) and (2) would decrease the difference in 
true exposure between the "exposed" and "non-exposed" non
smoking spouses, and would favor finding no difference in 
relative risk. Th~se issues may explain some of the vari
ability found in relative risk for lung cancer with ETS 
exposure in different countries around the world. 


3. As noted previously, a major source of ETS exposure is that 
incurred in childhood, which could contribute to increased 
lung cancer risk in an adult. Although not generally spe
cified in quantitating the risk of having a smoking spouse, 
it is possible that a person whose parent(s) smoked (and 
therefore who was exposed to ETS as a child) is more li
kely to marry a smoker. In this case the risk of ETS might 
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reflect the risk of comn1ned childhood and spousal expo
sure rather than just exposure to the spouse. 


4. The use of spousal smoking as an indicator of exposure 
may amplify the risk of misclassification of smokers as 
non-smokers. There appears to be a concordance between 
spousal smoking and false reporting of current or former 
smoking status. The misclassification of smoking status 
would falsely increase the relative risk of lung cancer in 
non-smokers related to ETS exposure. The misclassifica
tion issue is considered in detail in the report and appro
priate corrections have been made for misclassification. 


5. Spousal smoking status could be associated with several 
sources of potential confounding. For example~ it is pos
sible (although not documented by specific studies) that 
the presence of a smoking spouse is associated with an in
creased likelihood of lower socio-economic class, dietary 
differences, more alcohol or other drug exposure, more 
exposure to air pollution, etc. Such factors could possi
bly increase the risk of lung cancer, and published epi
demiologic studies have addres~ed these factors to varying 
degrees. The potential sources of confounding based on 
spousal smoking status should be discussed in the report, 
with a recommendation that future studies explicitly ad
dress these issues. 


In summary, considering its various limitations as an indi
cator of ETS exposure, spousal smoking status seems to be a reason
able method of identifying people with greater, versus lesser, ETS 
exposure. The problems in not accounting for background exposure 
would, if anything, bias against finding increased risk of lung 
cancer. Bias related to misclassification associated with smoking 
status has been addressed and corrected for in the draft report. 
There are possible confounders related to spousal smoking status, 
but such confounding concerns are present in other surrogates of 
exposure as well study. The importance of these confounders has 
not been determined to be sufficient to alter the conclusion that 
ETS increases the risk of lung cancer. 


5.1.3 United States and Foreign Studies The Committee felt that 
data from studies conduct~d overseas as well as in the United 
States should be utilized in evaluating whether exposure to ETS 
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increases risk -of lung- cancer. It is appropriate to examine the 
totality of evidence from all the case-control and cohort s~udies, 
regardless of where they were conducted . The Committee commented 
that the text of Chapter 3 of the report seemed to overemphasize 
the Japanese cohort study, but felt that this and other non-u.s. 
investigations were directly relevant to establishing that ETS is 
a carcinogen for lung tissue. 


Given the variety of study settings and the potential for 
differences in exposure to ETS between (and even within) countries, 
it is not surprising that relative risks vary from study to study. 
The higher relative risks found in some studies outside the United 
States may in part be related to differing characteristics of 
exposure to spousal smoking, differences in background ETS levels, 
or still other variables. The Committee believes that the report 
should recognize such potential differences, although adjustment 
for them may be precluded by lack of detailed ETS exposure data in 
the various studies. We do not disagree with the draft report's 
approach of incorporating data from around the world in estimating 
the numbers of lung cancer deaths in this country due to ETS, but 
believe that the estimates should be interpreted cautiously. In 
this regard, we recommend that the assumptions used, and their 
accompanying uncertainties in estimating numbers of lung cancer 
deaths attributable to ETS, be underscored. 


5.1.4 Ose ot Meta-Analysis Meta-analysis is an appropriate tool 
to summarize the epidemiological studies investigating the risk of 
ETS. However, the priority given the meta-analysis in this report 
in attempting to demonstrate that ETS is causally associated with 
lung cancer is not justified. Evidence on the carcinogenic effect. 
of active smoking, the presence of carcinogens in ETS, and pre
dicted lung cancer risk of low dose exposure to tobacco smoke from 
appropriate models, are an important part of establishing a causal 
relationship. The meta-analysis could then be interpreted as 
showing the available epidemiologic evidence is consistent with a 
small elevated risk. 


Meta-analysis is a general term applied to a wide range of 
techniques whose objective is to synthesize findings across related 
studies. Although, there is still considerable debate over many 
aspects of conducting a meta-analysis, several criteria are usually 
considered essential. These include: 1) clear statement of the 
objective of the meta-analysis; 2) precise definition of criteria 
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used to include (or exclude) studies; 3) critical review of studies 
included in the analysis; and 4) assessment of the effect of in-


dividual studies on the analysis. Many of these points were not 
adequately addressed in the meta-analysis provided in the EPA 
document. 


The authors of the draft report did not provide a precise 
statement of the role of the meta-analysis. In regard to general 
methodology, there are several roles a meta-analysis might play. 
Bangert-Orowns (1986) distinguishes five different types of meta
analyses depending on the question to be addressed. In the EPA 
draft report, the consistency of the various studies is addressed, 
an attempt is made to estimate overall risk, the possibility of 
heterogeneity of study results is considered, and geographic 
variation is discussed as a possible source of heterogeneity. 
Unfortunately, it is not clear which of these issues is the primary 
target of the analysis. If it was intended to address all four 
issues, they were inadequately covered. In regard to consistency 
of findings (which is probably the most important issue) , the 
findings were not presented in the most appropriate way. Estimates 
with corresponding confidence intervals are the most generally 
acceptable method of presentation. If the intention was to 
investigate heterogeneity, then formal tests of heterogeneity 
should have been provided. If it was intended to address the 
hypothesized U.S.jforeign difference, it would have been useful to 
test the difference in risk between the two sub-groups of studies. 


Specific criteria for including studies was not provided. The 
importance of this was reinforced at the Committee meeting when a 
reanalysis was presented on a different set of studies than those 
in the report. This resulted in a change in the overall risk est
imate. Decisions as to study inclusion should be made prior to 
analysis, based on clearly stated criteria. It is also desirable 
to evaluate the impact on conclusions of closely related, but ex
cluded, studies. 


Finally, in testing the hypothesis of an elevated relative 
risk across studies, the reliance on the measure of "x-number of 
studies rejecting out of n" as the basis for the p-values seems 
somewhat arbitrary and inefficient. It would be preferable to use 
the sum of the s-statistics given in the report as a test 
statistic. 
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5 .1. 5 Confounders/Misclassification Important potential con
founders of the ETS-lung cancer relationship were addressed in the 
report mainly by carrying out a separate meta-analysis of those 
studies which included adjusted analyses. The variables included 
in these adjusted analyses were age, education, and social class. 
Comparison of unadjusted and adjusted Rrs in those studies which 
present both, suggests that these variables are relatively un
important. 


There is no way to evaluate the importance of occupation, 
radon exposure, and diet as confounders of the ETS-lung cancer 
relationship, or to adjust for them, since virtually none of the 
studies contain information on them. However, they could be 
mentioned in the text as potential confounders. 


The issue of misclassification should not be restricted to 
misclassification of current and ex-smokers as "never smokers." 
It should also be mentioned that non-differential misclassification 
of diagnosis (diagnoses ~th~r than lung cancer being incorrectly 
classified as lung cance ~ ; or vice versa) will cause a biasing of 
the RR toward the null. 


The misclassification of smoking status is differential in 
that current smokers and (particularly) ex-smokers are apt to be 
reported as "never smokers," whereas the reverse is unlikely. 


The adjustment for misclassification of smokers as nonsmokers 
in the Report makes use of the formula used by the National Re
search Council for prospective studies, but no rationale or explan
ation for the formula is given in either Chapter 4 or Appendix B 
(Note also that several errors have been pointed out in the form
ulae given in Appendix B). Also, no distinction is made between 
prospective and case-control studies. In the latter, in order for 
bias due to misclassification of active smoking status to occur, 
there has to be differential misclassification between cases and 
controls. 


Finally, not enough attention is given in the draft report to 
possible non-differential misclassification of ETS exposure. This 
is an important issue, since marriage to a smoking spouse is an 
imperfect proxy for total ETS exposure. In the case of dichotomous 
exposure, such misclassification would have the effect of biasing 
the RR estimate toward the null. 
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Other poten.tial biases which deserve mention include recall 
bias (differential reporting of exposure status by cases 9ompared 
to controls) and bias due to the use of proxy respondents. 


5 .1. 6 Characterization ot Uncertainties Vis-a-vis weight of 
evidence, the draft document's conclusion that exposure to ETS 
sometimes leads to the development of lung cancer in humans rests 
upon two main arguments: (1) the biological plausibility of such 
a causal association is high, given the known effects of active 
smoking and the known composition of ETS; and (2) the accumulating 
epidemiologic evidence on the relationship between exposure to ETS 
and lung cancer appears to argue for a positive effect. With 
exposure levels that are usually quite low, it is not surprising 
that the association is weak in many studies and in the aggregate, 
although, given the size of the exposed population, societally 
important. Because the epidemiologic evidentiary base for drawing 
conclusions regarding ETS 's carcinogenicity consists mainly of 
studies of exposure levels produced by spousal smoking, the 
biological plausibility argument assumes great importance. Each 
step in that argument should therefore be carefully addressed, with 
the uncertainties encountered being spelled out explicitly. 


The biological plausibility argument depends upon establish
ing: (a) cigarette smoking's known carcinogenic effects; and (b) 
ETS's resemblance to mainstream tobacco smoke in terms of particle 
size distribution and composition of carcinogens, co-carcinogens 
and tumor promoters. 


(a) Cigarette smoking's known effects. The document would 
benefit from a more complete presentation of the evi
dence concerning mainstream tobacco smoke's role in 
causing lung cancer. More detailed consideration of the 
dose-effect relationship for inhaled tobacco smoke would 
better set the stage for presenting evidence . concerning 
the biological plausibility that exposure to ETS has 
similar, albeit lesser1 health effects. 


(b) ETS's resemblance to mainstream tobacco smoke. The age
ing of tobacco. smoke influences its uptake and deposition 
in the lung and its potential carcinogenicity. Nonethe
less, there are strong similarities in the chemical and 
in vitro biological activity of ETS and mainstream to
bacco smoke. These similarities should be discussed in 
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the context of other complex mixtures, e.g., coke oven 
emissions, and diesel exhaust (The work of Lewtas at EPA 
should be revisited for this purpose). The uncertain
ties surrounding the evidence regarding changes in side
stream smoke composition should be assessed and the im
plications of such findings for the biological plausibil
ity argument should be spelled out more thoroughly. 


Epidemiologic evidence on the relationship between exposure to 
ETS and lung cancer should be described more completely, with the 
deficiencies of individual studies used to weight their contribu
tions to any conclusions that are drawn. The assumptions and un
certainties associated with each step of the risk assessment pro
cess ought to be explicitly stated. 


Not all the factors that probably contri~ute to the uncer
tainties surrounding the estimates of deaths attributable to ETS 
exposure are now considered. For example, it is important to 
justify the use of the particular biolog-ical marker chosen to 
estimate relative exposures (and, therefore, premature deaths) in 
passive versus active smokers, since that choice can cause the 
attributable deaths figure to vary over a twenty-fold range. 
Consequently, any estimate of the number of deaths to be expected 
each year from exposure to ETS should be justified more adequately 
than is now the case. A graphical presentation would clarify the 
uncertainties associated with each step as well as those inherent 
in the final estimate of attributable deaths. 


As noted in Section 3. 2, the cigarette-equivalent approach has 
a great advantage in that it is based on relatively sturdy RR de
terminations in active smokers, which can be used to project the 
risk (in the form of a percentage of the risk in active smokers) to 
nonsmokers exposed to ETS. However, the assessment of the ciga
rette-equivalent in non-smokers due to exposure to ETS has a con
siderable level of uncertainty embedded in it, i.e., about an order 
of magnitude. Neither cotinine nor smoke particulate levels are 
adequate direct indicators of carcinogenic components. 


The other type of exposure assess.ment is based on inferences 
from the epidemiologic studies. Since spousal smoking is a very 
important exposure proxy used in many studies, there is concern 
about how usable this categorical classification is for quanti
tative exposure assessments. Physical proximity, daily length of 
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exposure, and exposure outside the home to ETS may be quite dif
ferent in different cultures and over decades of time. Misre
porting of smoking status in the cases in some studies also 
introduces a bias. Various attempts have been made to apply 
corrections for these biases. 


Both the relative potency approach and the cigarette 
equivalent approach share an implicit assumption that particle 
phase compounds, and polynuclear aromatic hydrocarbons in par
ticular, are the carcinogens of interest. However, other carcin
ogens have been identified in ETS, and many of these are in the 
vapor phase (refer back to Section 3.7 for a full description). To 
the degree that vapor phase carcinogens have been ignored, or in
completely collected or extracted for experiments, the potency of 
ETS has been underestimated. 


Another consideration is that the relative potency in animals 
is not necessarily the same as the relative potency in humans. The 
complexities of tobacco emissions complicate the cigarette equiv
alent approach. The referent mainstream emissions should be those 
of unfiltered cigarettes, upon which most of the active smoking 
epidemio·logic data is based. The variable ratios in sidestream to 
mainstream emissions of toxins lead to differenc•s in the calcu
lated cigarette equivalents to which a passive smoker is exposed. 
These different emission ratios are one source of variability in 
the ratio of biomarkers in smokers and nonsmokers. For example, 
cotinine in nonsmokers is typically less than 1% of the level found 
in smokers, while the median level of 4=aminobiphenyl hemoglobin 
adducts in nonsmokers was 14% of the median in smokers. Further
more, DNA adducts are subject to repair mechanisms, and the rate of 
repair may differ in smokers and nonsmokers. 


5.1.7 Quantitative Risk Assessment The Committee generally agreed 
that the quantitative assessment of the risk of lung cancer due to 
exposures to ETS should be based on the human epidemiology studies 
and that meta-analysis was a suitable approach to combining the 
data. This approach is the most direct and makes the fewest 
assumptions. It should be noted that this approach is fully con
sistent with the risk assessments that have been 'done for many 
other carcinogens and that those assessments are generally based on 
fewer studies. 
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Given that the epidemiology studies should be the basis of 
the risk assessment, ·some refinements of the risk assessment are 
recommended: 


1. Criteria for Including Individual Studies in the Meta-analysis 


Criteria to include or exclude individual studies from the 
meta-analysis should be determined and explicitly stated (See 
section 5.1.4, preceding). The effects of individual exclu
ded studies on the quantitative risk assessment should be 
evaluated and discussed. The power of the individual studies 
should also be considered and discussed. 


2. Adjustment for Smoker Misclassification 


The rationale for the formula used to adjust for smoker mis
classification should be given. Appropriate distinctions 
should be made in applying the misclassification formula to 
the case-control and the cohort studies. Because of the mar
riage aggregation factor -- the greater tendency for smokers 
to marry smokers -- the misclassification of some smokers as 
nonsmokers can artificially inflate the relative risk of lung 
cancer associated with passive smoking in cohort studies. In 
case control studies, misclassification by itself is not 
enough to inflate the relative risk. Differential misclassi
fication, with cases mis-reporting more frequently than con
trols, is needed. The assumptions used in adjusting for smo
ker misclassification and their effect on the adjustment 
should be more fully discussed. If the approach taken is con
servative, then it is noteworthy that the misclassification 
adjustment only lowers the relative risk estimate from a lit
tle over 1.4 to 1.3. 


3. Misclassification of Exposure 


Some unexposed women, classified as un-exposed (non-smokers 
married to non-smokers) may in fact be exposed to relatively 
high levels of ETS in the workplace or in other settings 
outside of the home. Some recent of non-smokers' exposure to 
nicotine indicate variations in exposures ranging over two 
orders of magnitude. Correction for "background" exposure 
does not adequately correct for this misclassification. Fur
thermore, the use of spousal smoking habits to classify ETS 
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exposure status - is-- more- l-ikely to misclassify American wo
men's exposure than Japanese women's exposure because of dif
ferences in American and Japanese lifestyles. Non-smoking 
American women married to non-smokers are more likely to be 
exposed to ETS outside of the home than are Japanese women be
cause more American women work outside the horne and have 
friends who smoke. Some evaluation of the effects of these 
biases would be appropriate in the risk estimations. 


4. Uncertainties in the Estimate of Annual Lung Cancer Deaths Due 
to Passive Smoking 


The uncertainty in the relative risk estimate of lung cancer 
due to passive smoking is based only on statistical consider~ 
ations. There are other uncertainties that influence this 
estimate. A more critical analysis of the potential for 
systematic bias should be done. Acknowledging such uncertain
ties would provide greater balance to the rep_ort, while not 
substantially altering its overall message. 


5. Dose-Response Estimation of Risk 


There are many more assumptions and uncertainties in any risk 
estimation made- on the basis of dose-response or dosimetry 
than for epidemiologic data. Nonetheless, such an estimate 
may be of value if the assumptions are fully stated and the 
uncertainties in the estimate are quantitatively estimated. 
With uncertainty estimates explicitly included, 'this approach 
may well be consistent with that based on epidemiology. Ex
posure estimates for ETS should include the exposures from 
birth to age 15, not only from age 15 on up as is done for 
mainstream smoking. This can have a substantial impact on 
the estimated risk. Complex dosimetry models should be con
sidered the subject of research at this point in time, since 
they re~ire many more assumptions. 


6. Dose-Response Model for ETS-Radon Interaction Effects 


Development of a specific dose-response model for ETS-radon 
interactions is not recommended. The interactions of ETS with 
radon are numerous and involve both physical and biological 
interactions which are not fully understood at present. Fur-
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thermore, there are no relevant epidemiological data concern
ing such interactions. 


5.1.7 Home ·vs. Workplace Exposure The Committee recognizes that 
there is little epidemiologic l i terature on the health effects o f 
ETS in the workplace, and its importance in relat i on to total ETS 
exposure. However, the report should review and comment on the 
data that do exist, if only to bring out the need for future re 
search in this area. The report should also review and comment on 
the data that exists on exposure to ETS in public places. 


The Committee also recommends that EPA staff discuss poss i ble 
approaches for estimating the exposure of children to ETS in homes 
with one or more smoking parents. This is recommended because of 
the potentially large public health impact of respiratory disorders 
in children that may be caused by exposure to ETS. Careful 
consideration should be given to the differences in the exposure 
parameters required for lung cancer as opposed to respiratory 
disorder assessments. For example, cancer assessment may require 
integrating exposures over longer time intervals than does the 
assessment of respiratory disorders. Besides developing approaches 
for estimating average child population exposures, it is also 
important to establish the shape of the exposure distribution, 
particularly the tail of the distribution, in order to determine 
whether a numerically significant subset of children is at high 
risk. 


5.2 Respiratory Disorders in Children 


Chapter 5 on respiratory disorders in children was a com
mendable first effort for a very difficult task. Nevertheless, we 
found that it could be substantively improved and that the conclu
sions drawn could be made much stronger if the chapter is revised 
in the manner suggested in Section 3.3. 


The Committee found the evidence for respiratory health 
effects in children to be stronger and more persuasive than stated 
in Chapter 5 of the draft ETS Risk Assessment document, and rec
ommends that the new draft contain a chapter devoted to quanti
tative risk assessment, in terms of the number of children at risk 
for various outcomes. It would be analogous to Chapter 4, which 
deals only with the evidence for lung cancer risk discussed in 
Chapter 3. The risks are different, but it is possible that the 
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impact of ETS on respiratory health in children may have much 
greater public health significance than the impacts of ETS on lung 
cancer in nonsmokers. 


There will need to be new material in the earlier chapters on 
lung dosimetry and the physical and chemical factors affecting it. 
The difference in deposition and retention of ETS components be
tween children and adults need to be recognized and considered in 
a risk assessment. 


5.2.1 Weight of Evidence The scope of Chapter 5 is limited to 
selected studies published subsequent to the 1986 Surgeon General's 
Report and the National Research Council Report. Neither of these 
reports judged the associations of ETS exposure and children with 
adverse respiratory effects to be causal; alternative explanations 
for the associations including confounding and information bias 
could not be excluded. The additional literature available since 
1986 provides a basis for increased concern. Thus, the Committee 
urges a thorough review of the entire body of evidence. A consid
ered judgment cannot be made concerning causality without assessing 
the totality of the evidence including studies reviewed in the two 
1986 reports and those published subsequently. 


In reviewing the weight of the evidence, the present Chapter 
5 does not establish an appropriate framework for considering the 
data. The alternative explanations for association of ETS exposure 
with adverse respiratory effects need to be clearly listed 
(causality, confounding, information bias) and the individual 
studies reviewed for the approaches used to address confounding and 
information bias. The weight of the evidence could then be judged 
to determine the causality of associations. 


With regard to including the reviews of the 26 new reports as 
Appendix E, the scope of the review should be expanded to include 
all studies not in the 1986 Surgeon General's Report. A more com
prehensive search is needed since the 26 publications identified by 
the chapter's authors do not represent all significant publications 
on the effects of ETS on children published since 1986. 


5.2.2 Confounders A number of confounders were mentioned by the 
report, but addressed improperly. These include in utero exposure, 
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parental reporting bias, and active smoking. 
siders the following factors to be critical: 


The Committee con-


Unreported Smoking 
Other Indoor Pollutants 
Biological Precursors 


& Medical Characteristics 
Exposure to Biological 
Agents 


Other Exposures (outdoor) 
Parental Symptoms 
Socio-Economic Factors 
Other Sources of Reporting Bias 
(includes Annoyance Responses) 


One must stress the biological precursors important to the 
effects of ETS in childhood. These include genetic predisposition 
(physiological, immunological and biochemical), in utero exposure, 
and breast feeding. These also include environmentally-induced 
atopy and residua of infections. Pre-existing medical conditions, 
such as cystic fibrosis, congenital defects will also affect 
responses to ETS. 


The socio-economic and behavioral factors are important as 
they relate to nutrition (re: resistance), familial crowding, and 
other contacts (especially day care) , medical attitudes and medical 
care, etc. Socio-economic status (SES) and day care have been 
shown to modify the effects of ETS. 


Reporting bias is a critical issue for ascertaining exposure, 
as has been documented by many previously. There are two major 
components to this, the positive bias and the negative bias. The 
first is thought to occur associated with parental conditions 
(e.g., Colley, 1974; Cederlof and Colley, 1974). The second is 
thought to occur because the respondent becomes annoyed by ETS 
(e.g., Weber 1984; Hugod 19 84; NCHS 1976; NIOSH 1971), and/or have 
anger/aggression reactions (e.g., Jones and Bogat 1978). 


Effects of active;self-smoking interacting with passive 
smoking should be discussed (Bland et al. ·19 78; Lebowitz et al. 
1987 and 1988) 


Other exposures which have similar effects (e.g., wood smoke, 
other particulate matter, N02, formaldehyde) may be confounding the 
effects of ETS (Hammer et al. 1976; Anderson 1979; Speizer et al. 
1980 (with update); Comstock et al. 1981; Melia et al. 1982; and 
Koo et al. 1988), or may interact with ETS in producing effects 
(Lebowitz et al. 1990, and in press). Of course, individuals 
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including children may have multiple micro-environments in which 
they are exposed, so insufficient information would tend to yield 
incorrect exposure-response curves. 


Thus, there are many possible co-variates and confounders 
which should still be considered (Lebowitz 1990) . 


5.2.3 Ose o! Meta-Analysis The staff should give serious con
sideration to meta-analysis of those studies of sufficiently sim
ilar design to warrant it. However, it was not clear that there is 
a body of suitable studies for such an analysis. If one is war
ranted, it should be guided, to the extent possible, by the same 
considerations outlined in Section 5.1.4. 
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6.0 SUMMARY AND CONCLUSIONS 


In conducting its review of the ETS Risk Assessment document 
and Policy Guide, the Committee found them to be good faith efforts 
to address complex and difficult issues affecting public health. 
The authors attempted to select and interpret the most relevant 
information from an enormous and diverse scientific data base, most 
of which was not designed or intended to yield the information 
needed for this task. Since the task is extremely difficult, it 
should come as no surprise that the Committee . also found the 
documents to be incomplete in many respects. The situation is 
analogous to that for the Criteria Air Pollutants, where it has 
been necessary to prepare and review two or more draft documents 
prior to their endorsement by the Clean Air Scientific Advisory 
Committee (CASAC). This Committee has suggested both organiza
tional and specific technical changes and additional analyses that, 
if followed, can result in improved ETS Risk Assessment and Policy 
Guide documents, and stands ready to provide further review 
comments on the revised drafts. 


The SAB was asked to address the following issues in reviewing 
the documents: 


A. Lung canc:er in Adults The Committee noted that Chapters 3 and 
4 addressed only the issue of lung cancer risk for non-smoking 
women due to spousal smoking. The revised document should be 
expanded to include the full range of cancer impacts of ETS. The 
Committee also noted a number of areas where substantial improve
ments could be made organizationally, and in terms of content of 
material that was not adequately covered or not covered at all, and 
urge the EPA staff to redraft those chapters as well. Comments on 
specific issues within the broader context of lung cancer follow 
below. 


1. Carc:inoqenic:ity of ETS The Committee concurs with the 
judgement of EPA that Environmental Tobacco Smoke should be 
classified as a Class A carcinogen. The Committee had some 
difficulty with the use of the Guidelines for Carcinogen Risk 
Assessment as they are currently formulated (51 FR 33992 August 22, 
1986) • 


The strongest evidence for the carcinogenicity of tobacco 
smoke is that obtained in a large number of epidemiologic studies 







of smoking and lung cancer. The causality of the connection 
between direct inhalation of tobacco smoke and excess risk of lung 
cancer cannot be in doubt. It has been demonstrated that cessation 
of inhalation of tobacco smoke leads to a reduction of the excess 
lung cancer risk. The risk has been shown to be proportional to 
the amount of smoke inhaled. In terms of overall impact it has 
been shown that a very high proportion of the current lung cancer 
incidence is due to inhalation of tobacco smoke. The ageing of 
sidestream tobacco smoke influences its uptake and deposition in 
the lung and its potential carcinogenicity, but there are strong 
similarities in the chemical and in vitro biological activity of 
ETS and mainstream tobacco smoke, and ETS resembles mainstream 
tobacco smoke in terms of particle size distribution and compo
sition of carcinogens, co-carcinogens and tumor promoters. 


The inhalation of ETS by children, by non-smokers or 
former smokers represents a risk that is much smaller than that 
experienced by smokers, but it is an involuntary exposure. It is 
not uncommon to derive quantitative risk assessments of exposures 
to carcinogens from data obtained in more heavily exposed occu
pational populations, and in that sense smokers represent a more 
heavily exposed population which can be used for extrapolation to 
the lower exposures imposed on children and non-smokers. 


2. Spousal Smoking All of the studies cited i~ the report on 
ETS and risk of lung cancer have made observations on married women 
who have been classified as "never-smoking." Those married to a 
smoker are assumed to be exposed to greater levels of ETS than 
those married to a nonsmoker. As noted in the report, this rel
ative risk comparison is implicitly a comparison of women exposed 
to both spousal and other ETS to those exposed to other ETS only. 


Spousal smoking is believed to be a useful maker for total ETS 
exposure because (l) it often indicates many years of exposure: 
this contrasts with biological markers such as urinary cotinine, 
which indicate exposure at only one point in time; (2) the level of 
ETS exposure in the home when the spouse smokes appears to be of 
substantially greater magnitude than the background exposure. 


There are potential limitations in the use of spousal smoking 
as an indicator of ETS exposure that need to be considered: 
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1. Spousal smoking may account for a relatively small pro
portion of lifetime ETS exposure. 


2. The difference in ETS exposure comparing household exposure 
versus househo ld plus background exposure may differ in 
different countries and different regions within the u.s. 


3. A major source of ETS exposure is that incurred in child
hood, which could contribute to increased lung cancer 
risk in an adult. 


4. The use of spousal smoking as an indicator of exposure may 
amplify the risk of misclassification of smokers as non
smokers. 


5. Spousal smoking status could be associated with several 
sources of confounding, e.g., lower socio-economic class, 
diet, alcohol, drugs, more exposure to air pollution, etc., 
factors that could possibly increase lung cancer risk. 


Despite various limitations as an indicator of ETS exposure, 
spousal smoking status is a reasonable method of identifying people 
with greater, versus lesser, ETS exposure. 


3. Onite4 States an4 Poreiqn Stu4ies The Committee felt that 
data from studies conducted overseas as well as in the United 
States should be utilized in evaluating whether exposure to ETS 
increases risk of lung cancer. It is appropriate to examine the 
totality of evidence from all the case-control and cohort studies, 
regardless of where they were conducted. 


4. Ose of Meta-Analysis Meta-analysis is an appropriate 
tool to summarize the epidemiological studies investigating the 
risk of ETS. However, the priority given the meta-analysis in this 
report in attempting to demonstrate that ETS is causally associated 
with lung cancer is not justified. Evidence on the carcinogenic 
effect of active smoking, the presence of carcinogens in ETS, and 
predicted lung cancer risk of low dose exposure to tobacco smoke 
from appropriate models are an impo~ant part of establishing a 
causal relationship. The meta-analysis could then be interpreted 
as showing the available epidemiologic evidence is consistent with 
a small elevated risk. 


46 







• 


s. contounders/Misclassitication Important potential con
founders of the ETS-lung cancer relationship were addressed in the 
Report mainly by carrying out a separate meta-analysis of those 
studies which included adjusted analyses. The main confounders 
included in these adjusted analyses were: age, education, and 
social class. Comparison of unadjusted and adjusted RRs in those 
studies which present both, suggests that these variables are not 
important confounders. 


As for other potential confounders of the ETS-lung cancer 
relationship, including occupation, radon exposure, and diet, there 
is no way to evaluate their importance as confounders or to adjust 
for them, since virtually none of the studies contains information 
on them. However, they could be mentioned in the text as potential 
confounders. 


The issue of misclassification should not be restricted to 
misclassification of current and ex-smokers as "never smokers." 
It should also be mentioned that misclassification of diagnosis 
(diagnoses other than lung cancer being incorrectly classified as 
lung cancer; or vice versa) will cause a biasing of the RR toward 
the null. 


Not enough attention was given to possible non-differential 
misclassification of ETS exposure. This is an important issue, 
since marriage to a smoking spouse is an imperfect proxy for total 
ETS exposure. In the _ case of dichotomous exposure, such misclas
sification would have the effect of biasing the RR estimate toward 
the null. Other potential biases which deserve mention include 
recall bias (differential reporting of exposure status by cases 
compared to controls) and bias due to ·the use of proxy respondents. 


'· Characterization of Uncertainties The draft risk as
sessment document's findings on the ETS/adult lung cancer relation
ship is based on two main arguments: (1) biological plausibility; 
and (2) epidemiologic evidence. With exposure levels that are 
usually quite low, it is not surprising that the association is 
likely to be weak although, given the size of the exposed pop
ulation, societally important. Because the epidemiologic eviden
tiary base for drawing conclusions regarding ETS's carcinogenicity 
consists mainly of studies of exposure levels produced by spousal 
smoking, the biological plausibility argument assumes great impor-
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tance. Each step in that argument should therefore be carefully 
addressed, with the uncertainties encountered being spelled out 
explicitly. 


7. Quanti ta.ti ve Risk Assessment The Committee generally 
agreed that the quantitative assessment of the risk of lung cancer 
due to exposures to ETS should be based on the human epidemio l ogy 
studies and that meta-analysis was a suitable approach to combining 
the data. It is direct and makes few assumptions. It should be 
noted that this approach is fully consistent with the risk assess
ments that have been done for many other carcinogens and that those 
assessments are generally based on fewer studies. 


Given that the epidemiology studies should be the basis o f 
the risk assessment, some refinements of the risk assessment are 
recommended with respect to: 


1. Criteria for Including Individual Studies in the Meta
analysis 


2. Adjustment for Smoker Misclassification 


3. Misclassification of Exposure 


4. Uncertainties in the Estimate of Annual Lung Cancer Deaths 
Due to Passive Smoking 


5. Dose-Response Estimation of Risk 


a. Home vs. lfork'Dla.c:e Eroosure The :ommi ttee recognizes that 
there is little epidemiologic literature on the health effects of 
ETS in the workplace. However, the report should review and 
comment on the data that do exist. 


B. Respiratory Disorders in Children Chapter 5 on respiratory 
disorders in children was a commendable first effort for a very 
difficult task. Nevertheless, we found that it could be substan
tially improved and that the conclusions drawn in it could be made 
much stronger if the chapter was. revised in the manner suggested in 
this report. 


The Committee found the evidence for respiratory health ef
fects in children to be stronger and more persuasive than that 
stated in Chapter 5 of the draft ETS Risk Assessment document, and 
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recommends that the new draft contain a chapter devoted to quanti -
- tative risk assessment. It would be analogous to Chapter 4, which 


deals only with the evidence for lung cancer risk discussed in 
Chapter 3. The risks are different, but it is possible that the 
impact of ETS on respiratory health in children may have much 
greater public health significance than the impact of ETS on lung 
cancer in nonsmokers. 


The earlier chapters on lung dosimetry and the physical and 
chemical factors affecting it should incorporate new material. The 
difference in deposition and retention of ETS components between 
children and adults need to be established and considered in a risk 
assessment. 


Comments om specific issues follow: 


1. Weight of Evidence The scope of Chapter 5 is limited to 
selected studies published subsequent to the 1986 Surgeon Gen
eral's Report and the National Research Council Report. The addi
tional literature available since 1986 provides a basis for in
creased concern. Thus, the Committee urges a thorough review of 
the entire body of evidence. Judgment cannot be made concerning 
causality without assessing the totality of the evidence including 
studies reviewed in the two 1986 reports and those published 
subsequently. 


In reviewing the weight of the evidence, the present Chapter 
5 does not establish an appropriate framework for considering the 
data. The alternative explanations for association of ETS exposure 
with adverse respiratory effects need to be clearly listed (cau~l
ity, confounding, information bias) and the . individual studies re
viewed for the approaches used to address confounding and informa
tion bias. The weight of the evidence could then be judged to de
termine the causality of associations. 


2. Confounders A number of confounders were mentioned by the 
report, but addressed improperly, such as in utero exposure, par
ental reporting bias, and active smoking. 


The biological precursors important to the effects of ETS in 
childhood include genetic predisposition (physiological, immuno
logical and biochemical), in utero exposure, and breast feeding. 
These also include environmentally-induced atopy and residua of 
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infections. Pre-existing medical conditions, such as cyst ic 
fibrosis, congenital defects will also affect responses to ETS . 


The socio-economic and behavioral factors are important as 
they relate to nutrition (re: res i stance), familial crowding and 
other contacts (especially day care), medical attitudes and medica l 
care, etc. SES and day care have been shown to modify effects of 
ETS. 


3. Use of Meta-Analysis The staff should give serious con
sideration to meta-analysis of those studies of sufficiently sim
ilar design to warrant it. However, it was not clear that there 
was a body of suitable studies for such an analysis. If one is 
warranted, it should be guided, to the extent possible, by the same 
considerations outlined for meta-analysis for lung cancer. 
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DATE: December 10, 1991 


TO: Board of Supervisors 


SUBJECT: Blue Ribbon Health committee (Requested by Supervisor 
Leon L. Williams and Supervisor susan Golding) 


SUMMARY: 


Issue 


Should the Board of Supervisors establish a Blue Ribbon 
Health Committee which will examine and make recommendations 
which address issues contributing to the Health Care Crisis 
of this County? 


Reference by supervisor Leon L. Williams and supervisor 
susan Golding 


On November 26th, the Chief Administrative Officer presented 
to the Board of Supervisors recommendations for addressing 
the County's 1991-92 budget deficit, which is projected to 
exceed $20 million. Throughout our 1991-92 budget process, 
law enforcement, children services, prevention, health and 
infrastructure have been identified as service priorities of 
this Board. Our attempts to eliminate or decrease this 
budget deficit will most certainly result in a decrease in 
service delivery capability in each priority area. 


RECOMMENDATION 


Direct the CAO to: 


• Return to the Board on January 7, 1992 with recommendations 
for the immediate establishment and composition of an Ad
Hoc Blue Ribbon Health Committee which will address those 
areas listed below and other areas which are important for 
this Board to consider. 


Examine in conjunction with the Committee, the County's 
responsibility (and provide recommendation for modification, 
if any) in the County's provision of health care for 
residents under Section 17000 of the Welfare & Institutions 
Code. 


Examine in conjunction with the Committee, models available 
for publicly financed health care systems. 
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SUBJECT: Blue Ribbon Health Committee 


RECOMMENDATION, Continued: 


• Examine in conjunction with the Committee, the impact of 
current federal initiatives and discussions on health care 
systems and identify how and when these intiatives will 
impact the County's Health Care Crisis. 


• Identify in conjunction with the Committe, incentives which 
would encourage small businesses to provide health insurance 
andjor participate in universal health insurance. 


Identify in conjunction with the Committe, opportunities for 
the County's participation in legislative changes addressing 
health care delivery liability and tort reform which improve 
the efficiency of health care systems. 


Appoint Supervisor Leon L. Williams and Supervisor Susan 
Golding as Co-Chairs to this committee. 


FISCAL IMPACT 


None. 


BACKGROUND 


As you are aware the Board recently approved the transfer of 
responsibility for delivery of medical services back to the 
state. As a result of this action and the County budget 
deficit identified at that time, many individuals, groups 
and organizations provided testimony to the board which 
described the impact that elimination or reduction of 
medical services would have on the lives of county 
residents. 


On June 25, 1991 the courts ordered the State to continue 
its 1989-90 fiscal responsibility for delivery of medical 
services to the 25,000 medically indigent county residents 
utilizing the County's Medical Service System. 


On July 23, 1991 the Board approved the development of a 
task force to address the delivery of County Medical 
Services. 


During January of 1992, the County Board of Supervisors will 
begin to review the delivery of health services to the 
indigent population under the new concept of "Realignment". 
Many uncertainties still remain such as the fiscal impact on 
this County since the legislature's adoption of 
"Realignment" measures. These uncertainties will increase 
when impacted by the addition of a projected $4 billion 
State budget deficit . 







SUBJECT: Blue Ribbon Health Committee 


BACKGROUND, Continued: 


The status of our County Medical Service System is such that 
we can no longer sustain additional fiscal resources 
decreases without jeopardizing the very provision of health 
services. The incidence of chronic disease is at an 
increase across the country. 


Children, who are our greatest assets, are subject to 
numerous illnesses resulting from the lack of routine 
medical check-ups, early medical intervention at the onset 
of illnesses, and lack of vaccinations. There were over 900 
reported cases of children with measles in 1990. Three of 
them died. Appropriate medical care and measles vaccination 
may have prevented many of our children from contracting 
this potentially deadly disease. Senior citizens who have 
made invaluable contributions to this county and nation are 
drastically impacted by the lack of affordable health care. 
During the period from September 1990 through October 1991, 
over 4,000 women delivered children with no prenatal care. 


The lack of health care has reached a state of crisis for 
many residents of this County. Wefind it extremely 
important to commit ourselves to coordinating resources 
which prevent the dysfunction of families as a result of 
poor health conditions. The unknown factors still 
associated with the implementation of "realignment" combined 
with a number of economic variables will continue to reduce 
the resources available for this County to fulfill its 
responsibility in providing health care services to our 2.5 
million residents. 


There is no question that the lack of health services will 
have a long range impact on the quality of life for 
individuals, families, neighborhoods and cities in this 
County. However, the County of San Diego is recognized as a 
leader throughout the state in developing innovative and 
successful approaches towards resolving major issues 
impacting the residents of California. 


Therefore, if we are to respond appropriately to the health 
needs of our 2.5 million residents, we must face the 
challenge of redesigning our delivery of health care. 
All forms of redesign activities will require legislative 
action along with simultaneous coordination among public and 
private resources. 


Our per capita rate of state general funds received in San 
Diego has yet to be resolved. If San Diego were to receive 
the statewide average, which we believe is justly due us, we 
would have an additional $100 million per fiscal year for 
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SUBJECT: Blue Ribbon Health committee 


BACKGROUND, Continued: 


provision of servi ces. Pri ority must be given to continue 
working with our l egi slative representatives to diligently 
pursued the rectification of this injustice. 


The increasing number of residents who have no health 
insurance has reached drastic proportions. Currently, there 
are approximately 575,000 residents who are ineligible for 
County medical services and have no medical insurance. This 
figure is comprised mostly of children and individuals 
employed , yet offered no health insurance by their 
employers. 


We must take immediate action to redesign our drastically 
under-funded health care system. The solution lies in 
collaboration of business, government, the communities at 
risk and providers; working together to utilize existing 
resources more efficiently. Education of the public to 
adjust their expectations and to play a role in our own 
wellness must also be addressed. 


The Boards' action of July 23, 1991 should be acted upon 
immediately in order to address the above concerns and other 
areas necessary for the resolution to this County's Health 
Care Crisis. 


Respectfully Submitted, 


LEON L. WILLIAMS 
Board of Supervisors 
Fourth District 


SUSAN GOLDING 
Board of Supervisors 
Third District 
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BOARD OF SUPERVISORS 


SUBJECT: Blue Ribbon Health Committee 


SUPV. DISTRICT: ALL 


COUNTY COUNSEL APPROVAL: Form and Legality ( )Yes ( )N/A 
( )Standard Form ( )Ordinance ( )Resolution 


AUDITOR APPROVAL: (X )N/A ( )Yes 4 VOTES: ( )Yes ( )No 


FINANCIAL MANAGEMENT REVIEW: ( ) Yes ( ) No N/A 


CONTRACT REVIEW PANEL: 
(X )N/A 


( )Approved _______ __ 


CONTRACT NUMBER(S): N/A 


PREVIOUS RELEVANT BOARD ACTION: July 23, 1991 


BOARD POLICIES APPLICABLE: N/A 


CITIZEN COMMITTEE STATEMENT: N/A 


POLICY B-51 STATEMENT OF SUPPORT: 


CONCURRENCES: 
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ONE 
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.. : -A- Head Start Dlr9ctor 


.- Barbara Y Fielding 


NEIGHBORHOOD HOUSE A&."iiCIATION 
HEAD START - CHilD DEVELOP~ENT PROGRAM 


OF SAN DIEGO COlJN1Y 


650 Fifth A ;,.·aliue. Sui:e '8 ' 
San D1ego . CA 92i0Hl19€ 


(519i 239-9281 


------


-~-


T H E M A G I C 0 F H £ A D S T A R T 


T H E N,A T I 0 N' S P R I D E 


SAN DIEGO COUNTY IS PROUD TO HOST THE 19TH ANN~~ NATI ONAL HEAD 


START TRAINING CONFERENCE. THIS CONFERENCE WILL BE HELD IN 


BEAUTIFUL SAN DIEGO, CALIFORNIA, APRIL 29-MAY 2, 1992 . BAS ED ON 


THE CURRENT RATE OF PRE-REGISTRATION WE EXPECT OVER 6, 000 PARENTS 


AND STAFF TO ATTEND THIS EXCITING EVENT. 


WE WOULD LIKE TO ASK YOUR OFFICE TO SEND A PROC~~~ION TO 


WELCOME T~E NATIONAL HEAD START CONFERENCE TO SAN DIEGO FOR THE 


FIRST TIME. THE PROCLAMATIONS WILL BE ON DISPLAY IN THE ~OBDY OF 


THE TOI'iN AND COUNTRY CO,NVENT!ON CENTER WHERE ALL REGIONAL 


MEETINGS AND GENERAL SESSIONS WILL BE HELD . 


IF YOUR OFFICE CAN ACCOMMODATE THIS REQ~EST, PLEASE SEND THE 


PROCIJL~TION TOI 


NEIGHBORHOOD HOUSE ASSOCIATION 


3043 4TH AVENUE 


,il'l'-11 I 


SAiCOIEGO, CA 92103 :;;~, 


ATTENTION! EARL DAVI~, CHAIRMAN 


PUBLIC RELATIONS COMMITTEE 


"Head Start • Touching Children ... Reaching Families" 


"' ' d 
3SH GOOI-I~f!H:)I:3fl Cl':80 26 . 32 1ftM 
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SAN DIEGO COUNTY SMOKING ORDINANCE REVISION 6/91 


Sec. 32.804. DESIGNATION OF SMOKING AREAS. 


(a) Smoking areas may be designated in public places and 


places of employment by proprietors or other persons in 


charge except in retail stores, retail service establishments, 


food markets, food service lines, restaurant~wai~iR~-areas, 


bars, hospitals and health care facilities, public conveyances, 


theaters, auditoriums, public assembly rooms, meeting rooms, 


rest rooms, elevators, pharmacies, libraries, museums or 


galleriesr-iRe~HaiR~-res~a~raR~s-wi~fiiR-~fie-aaeve-s~eeifiea 


es~aa~isfimeR~s-wfiiefi-are-eeRs~rHe~ea-se-~fia~-sme~e-eaR-arif~ 


iR~e-~fie-ReR-res~a~raR~-~ar~-ef-~fie-es~aa~isfimeR~r which are 


open to the public or any other place where smoking is 


prohibited by law, ordinance or regulation. Smoking areas 


may not be designated in areas where the public must walk 


through to get to no smoking areas. Where smoking areas are 


designated, existing physical barriers and ventilation 


systems shall be used to minimize the toxic effect of 


smoking in adjacent non-smoking areas. It shall be the 


responsibility of employers to provide smoke-free areas for 


nonsmokers to the maximum extent possible within existing 


facilities. Res~aHraR~-eWRers-er-e~era~ers-eeverea-ay-~fie 


~revisieRs-ef-~fiis-ar~ie~e-sfia~~-aesi~Ra~e-a~-~eas~-fif~y 


~er-eeR~-~§G%*-ef-iRaeer-sea~iR~-ea~aei~y-fer-Re-sme~iR~ 


aRa-sfia~~-iRferm-a~~-~a~reRs-~fia~-a-Re-sme~iR~-see~ieR-is 


~reviaeaT Hotel and Motel owners and operators shall 


designate an adequate number of guest rooms for no smoking 


to sufficiently meet demands and shall inform all patrons 


that no smoking rooms are provided. 


(b) No change. 


(c) No change. 







Sec. 32.806. POSTING OF SIGNS. No-smoking signs shall be 


specifically placed in retail food production and marketing 


establishments, including grocery stores and supermarkets 


open to the public, so they are clearly visible to persons 


upon entering the store, clearly visible to persons in 


checkout lines, and clearly visible to persons at meat and 


produce counters. In addition, signs shall be placed at all 


entrances to public places and places of employmentT-e*ee~~ 


~es~a~~aR~s, that read substantially as follows: NO SMOKING 


EXCEPT IN DESIGNATED AREAS. Smoking shall only be permitted 


in public places and places of employmentT-e*ee~~-~es~a~~aR~s 


in areas containing a sign that reads substantially as 


follows: DESIGNATED SMOKING AREA. Res~aHraR~s-saa±±-e~~Rer 


~±aee-a-si§R-a~-~ae-Fes~a~raR~-eR~~aRee-as-~rev~aea-aeeve 


e~-saa±±-~±aee-s~§Rs-iR-~ae-Fes~aHraR~-~R~er~eF-wa~ea 


aesi§Ra~e-sffie~~R§-6~-Re-Sffie~~R§-a~easT Signs which designate 


smoking or no-smoking areas established by this chapter 


shall be clearly, sufficiently, and conspicuously posted. 


The manner of such posting including the working, size, 


color design, and place of posting whether on the walls, doors, 


tables, counters, stands or elsewhere shall be at the 


discretion of the owner, operator, manager, or other person 


having control of such room, building, or other place so 


long as the clarity, sufficiency, and conspicuousness are 


apparent in communicating the intent of this chapter. 







Sec. 32.808. EXCEPTIONS. 


(a) Private offices in places of employment assigned to 


only one person, provided that such offices have floor


to-ceiling walls and doors that shut. Smoking shall be 


permitted in such private offices only when the doors are 


closed, no smoke drifts into shared work areas, and when 


no non-smoking person is present. 


(b) Hotel and motel banquet, meeting, and assembly rooms, 


and areas and rooms while in use for private social functions. 


(c) Psychiatric facilities, including psychiatric units 


of hospitals, chemical dependancy and substance abuse 


facilities, including dependancy and substance abuse 


units within hospitals, and long-term skilled nursing facilities. 


(d) Jails. 


(e) Stores that deal exclusively in tobacco products and 


accessories. 


ff+-Ba~sr-~e~R~es-aRe-s~ffi~~a~-es~ae~~sftffieR~s-wfie~e-~fie 


~~~ffia~y-e~s~Ress-~s-sa~e-ef-a~eefie~~e-eeve~a~es-fe~ 


eeasHffi~~~ea-ea-~fie-~~effi~ses-aae-wfi~efi-~e~~~~e-a±±-eee~~aa~s 


~e-ae-~±-yea~s-ef-a~e-e~-e±ee~T 


(~f) Bowling centers. 


(fig) Pool halls. 


(~h) Card rooms. 


(ji) Any owner or manager of a business or other establishment 


subject to this ordinance may apply to the Chief Administrative 


Officer for an exempting or modification of the provisions 


of this chapter due to unique or unusual circumstances 


or conditions. 







Sec. 32.810. VIOLATIONS AND PENALTIES. Any person who 


violates any provision of this chapter by smoking in a 


posted "No smoking" area, or by failing to post or cause to 


be posted a "No smoking" sign required by this chapter, or 


by serving any person who violates this chapter by smoking 


in a posted "No smoking" area is guilty of aR misdemeanor. 


~R~Fae~~eRr-aRe-H~eR-eeRv~e~~eR-~fieFee~r-sfia~~-ae-~HR~sfiee 


ay-f±+-a-~~Re-Re~-e*eeee~R~-F~~~y-ee~~a~s-f$99+-~eF-a 


~~Fs~-v~e~a~~eR~-f~+-a-~~Re-Re~-e*eeee~R~-8Re-HHReFee 


Be~~a~s-f$±99+-~eF-seeeRe-v~e~a~~eR-e¥-~fie-saffie-eFe~RaRee 


w~~R~R-eRe-yeaF~-a-~~Re-Re~-e*eeee~R~-~we-HHReFee-F~¥~y 


Be~~aFs-f$~99+-~eF-eaefi-aee~~~eRa~-v~e±a~~eR-e~-~fie-saffie 


eFe~RaRee-w~~R~R-eRe-yeaFT 
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Sec. 32 . 804 . DESIGi~ATIOt 1 OF SHOKI1 'G AREAS . 


(a) Smoking areas may be designated ln public places and 


places of employment by proprietors or other persons in 
r 


charge except in retail stores, retail~rvice establishments, -
food markets, food service lines, restaurant~wa ~~~B§-areas, 


bars, hospitals and health care facilities, public conveyances, --
theaters, auditoriums, public assembly rooms, meeting rooms, 


rest rooms, elevators, pharmacies , libraries, museums or 


galleriesT-~Be~Ha~B§-res~aHraB~s-w~~R~B-~Re-aeeve-s~ee~¥~ea 


es~ae~~sflffieB~S -WR~eR-are-eeBs~rHe~ea-se-~Ra~-sme*e-eaB-ari¥~ 


iB~e-~Re-BeB-res~aHraB~-~ar~-e¥-~Re-es~ae~isflffieB~7 which are -open to the public or any other place where smoking is 
,_.-..--- - - -
prohibited by law, ordinance or regulation. Smoking areas 


may not be designated in areas where the public must walk 


through to get to no smoking areas. (Ebere s moking areas are 


designated, existing physical barriers and ventilation 


systems shall be used to minimize the toxic effect of 


smoking in adjacent non- smoking areas.~ shall be the 


responsibility of employers to provide smoke-free areas for 


nonsmokers to the max imum extent possible within existing 


facilities . Res~aHraB~-eWRers-er-e~era~ers-eeverea-ey-~Re 


~revisieBs-ef -~Ris-ar~ie~e-sRa~~ -aes~§Ba~e -a~-~eas~-fif~y 


~er-eeB~-f§Q%} -ef-iBaeer-sea~iB§-ea~aei~y-fer-Re-sme*iR§ 


aRS-sRa~~ -iB¥erm-a~~-~a~reBs-~Ra~ - a-Re-sme*iB§-see~ieB- is 


~reviaea.~tel and Motel owners and operators shall 


designate an adequate number of guest rooms for no smoking --- .,...--- ___. - ----
to sufficiently meet demands and shall inform all patrons 


that no smoking rooms are provided. 


(b) No change. 


(c) No change . 







Sec. 32 . 806 . POSTING OF SIG;,s. l o - srnoklng signs sha ~l be 


specifically placed in retail food production and marketing 


establ ishments , including grocery stores and superma rkets - --
open to the public, so they are clearly v isible to persons -upon entering the store , clearly visible ~o pe~sons i n 


checkout lines, and clearly visible to persons at meat and 


produce counters. In addition, ~gns shall b e p laced at ~ 
entrances to public places and places of employmentT-~*ee~~ 


.._.. --- ~ ,..--- - - - -
~es~aH~aR~s, that read substantially as follows: NO SMOKING 


EXCEPT I N DESIGNATED AREAS. Smoking shall only be permitted 


in public places and places of employmentT-e*ee~~-~es~aH~aR~s 


in areas containing a sign that reads substantially as 


follows: DESIGNATED SMOKING AREA . Resta8FaRtS-SRa~~-e~~Rer 


~~aee-a-si§R-a~-tRe-Fes~aHFaRt-eR~FaRee-as-~~ev~aee-aseve 


e~-SRa~~-~~aee-si§RS-iR-~Re-Fes~aH~aR~-iRteF~6F -WR~eR 


aesi§Rate-Sffi6~~R§ -6F-R6- Sffi6~~R§-aFeas. Signs ~hich designate 


smoking or no-smoking areas established by this chapter 


shall be clearly, sufficiently , and conspicuously posted. 


The manner of such posting including the working, size, 


color design, and p lace of posting whether on the walls, doors, 


tables, counters, stands or elsewhere shall be at the 


)discretion of the owner, operator, manager, or other person 
/ - - -having control of such room, building, or other place so 


long as the cl a rity , sufficiency, and conspicuousness are 


apparent in communicating the intent of this chapter. 







Sec . \~ 
(a) Private places of employment assigned to 


only one person, provided that such offices have floor


to-ceiling walls and doors that shut. Sm( <ing shall be 


permit::ed in such private offices on_ly \..rhen the doors are 


closed, no smoke drifts into shared work areas, and when -no non-smoking person is present. 


~otel and motel banquet, meeting, and assembly r~oms, 
and areas and rooms while in use for private social functions. 


~Psychiatric facilities, including psychiatric units 


of hospitals, chemical dependancy and substance abuse 


facilities, including dependancy and substance abuse 


units within hospitals, and long-term skilled nursing facilities. 


/(_9,VJails. 


~Stores that deal exclusively in tobacco products and 


accessories. 


f~t-Ba~s; -~e~R~es-aRa-s~re~~a~-es~ae±~sfiffieR~s-wfie~e - ~fie 


~~~rea~y-e~s~Ress- ~s - sa~e-e~-a±eefie~~e -eeve~a§eS-~9~ 


e9RSHffi~~i9R-9R- ~fie -~~ereises-aRa-wfiiefi-re~~ire -a~±-9ee~~aR~s 


-~±-years-9~ -a§e-9~-9~eerT 


0\..rling centers. 


ool halls. 


rooms. 


Any owner or manager of a business or other establishment 


ject to this ordinance may apply to the Chief Administrative 


Officer for an exempting or modification of the provisions 


of this chapter due to u~ique or unusual circumst2nces 


or conditions. 


' 







Sec. 32.810. \ OLATIONS AND PENALTIES . Any person who 


violates any provision of this chapter by smoking in a 


posted "No smoking" area, or by failing to post or cause to 


be posted a "No smoking" sign required by this chapter, or 


by serving any person who violates this chapter by poltifi§ ~ 


in a posted "No smoking" area is guilty of~ misdemeanor. _..,J 


-iRfrae~ieRr-aRa-H~OR-eeBvie~ieB-~Rereefr-sRa±±-ae-~HBisRee 


ay-f±t-a-fiRe-Re~-e*eeeeiR§-Fif~y-ee±±ars-f$§9t-fer-a 


?irs~-vie±a~ieR~-f~t-a-fiBe-Re~-e*eeeeiR§-8Be-HHBeree 


Be±±ars-f$±9Gt-fer-seeeBe-vie±a~ieR-ef-~fie -saffie-ereiRaBee 


wi~RiB-eRe -year~-a-fiRe -Be~-e*eeeeiB§-~we-HHReree-Fif~y 


Be±±ars-f$~§Gt-fer-eaefi-aeei~ieRa±-vie±a~ieR-ef-~Re-saffie 


Or6iRaRee-wi~RiB -OBe -year7 













DATE ROUTED 


11/8/91 
DATE DUE 


11/22/91 
TO 


KATHY WARBURTON 
SUBJECT 


ATTACHED LETTER 
ACTION 


c::J FOR YOUR INFORMATION 


ROUTE SLIP 
OFFICE OF THE BOARD OF SUPERVISORS 


COUNTY OF SAN DIEGO, CALIFORNIA 


c::J INVESTIGATE AND TAKE APPROPRIATE ACTION 


~ INVESTIGATE AND TAKE APPROPRIATE ACTION WITH REPORT TO SUPERVISOR 


c::J YOUR COMMENTS 


c::J OTHER 


COMMENTS: 


KATHY PLEASE CHECK INTO THIS I SPOKE BRIEFLY WITH ROLAN RAY AND HE STATE HARBO
VIEW WAS LAT. THE CONCERNS EXPRESSED IN THIS LETTER RAISE MORE THAN THE FACT THAT 
THAT THEY WERE LATE . WAS THERE INDEED A 2 WEEK TURN AROUND, IF SO WHY ? WAS 
THERE SOMEONE AVAILABLE TO ANSWERE BIDDERS QUESTIONS AFTER THE CONFERENC ? WHO 
WAS IT AND WERE THEY QUALIFIED TO DO SO ? HOW IS IT THAT NO INFORMATION WAS 
AVAILABLE ON THE RFP TILL SEPTEMBER ? ETC, ETC, ETC, 


IF I AM NOT MISTAKEN, WE DISCUSSED THIS NEED FOR A NEW CONTRACT IN THE SUMMER. 
WHO IF ANYONE, GOT THE BID, & WHEN IF AT ALL WILL IT COME BEFORE THE BOARD? 


ANY QUESTION PLEASE PASS ON TO DON IN MY ABSCENSE 


Thank You, 


Leon L. Wi 11 i ams 
Supervisor, Fourth District 


LLW: ITP 


jRETURN THIS ROUTE SLIP WITH YOUR REPLYI 







Har~Center 


November 5, 1991 


Mr. James G. Tapp, Director 
Department of Purchasing 
COUNTY OF SAN DIEGO 
555 Overland Avenue, Bldg. 11 
San Diego, CA 92123 


RE: Request for Proposal No. 20059 


Dear Mr. Tapp: 


Please accept this as a letter of protest due to County 
misconduct in handling the Request for Proposal #20059. 


As the most qualified and experienced respondent to this RFP, we 
would like to register a strong protest based on the County 
providing inadequate time, information and support in its request 
for a complex proposal for medical specialty care for County 
inmates. 


Harbor View Medical Center first contacted the County in June 
regarding the contract for inmate specialty care due to be 
renegotiated the end of June. We discovered the existing 
contract would be extended for three months while the County 
redefined the services require.d. 


On July 18th we met with Roland Ray, Medical Administrator for 
the Sheriff's Medical/Surgical Division, for a walk-through of 
the downtown jail facility. At that time Mr. Ray was unable to 
give much insight into the specifics of the RFP, but he referred 
us to Harry Shirk, Procurement Contracting Officer, for further 
information. On July 22nd, we met with Harry Shirk, and found 
out that he would be out of the office on medical leave and would 
not begin drafting the RFP until his return. In mid-August a 
representative from our office went to Mr. Shirk's office to 
review the existing contract specifications but was told the new 
RFP services would be different from those currently provided. 


On September 24, 1991, the County RFP was received via mail with 
the new specifications and requirements. Less than two weeks 
before the Proposal was due (on October 3, 1991), a Pre-proposal 
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Mr. James G. Tapp 
November 5, 1991 
Page 2 


conference was held for the purpose of guiding potential 
respondees through the new specifications. Although both the RFP 
and the conference was vague as to the specific needs in this 
redefined situation, those in attendance were promised by Harry 
Shirk that Pete Tancredi, Assistant to Roland Ray, and other 
County Officials, including himself, would be available during 
the drafting period to answer questions as they arose. 


Unfortunately, this was not the case. The entire week before the 
due date none of the officials identified as contact people were 
available to answer questions. The one person we were able to 
find gave conflicting information to that outlined in the RFP. 


A good bid comes from a respondent who is qualified, experienced, 
knowledgeable of the complete situation, and given adequate time 
to respond. A two week time frame and no answers to questions 
posed does not provide this atmosphere. The County should take a 
very careful look at the integrity of this particular RFP process 
and the quality of bids received on #20059 as a result. Keep in 
mind the County is committing to a five-year contract. 


Despite our best efforts to anticipate and respond to the RFP, 
despite having the most extensive experience and qualifications, 
we were unable to respond in an appropriate manner due to the 
overwhelming limitations of inadequate time and support. This is 
no way to obtain accurate proposals or adequate service. 


If the County truly wishes to . seek the most qualified and cost 
effective bidder, it will ackn6wledge and provide detailed 
information on the complexities of the situation, providing the 
time and support necessary to encourage their responses . 


It is our position that the County is guilty of misconduct in the 
failure to provide adequate response time and informational 
support to potential respondents on RFP #20059. Furthermore, it 
is our position that the only app~~emedy is the re-
opening of the bidding on ~ . · P. 


Sincerely, 


Ed~i ez 
Adrninistra 


~~k°County Supervisors 








HOW SAN DIEGO COUNTY CAN CONTINUE TO PROVIDE 
62 ACUTE CARE BEDS 


This budget configuration provides, for $10,271,654, 62 Acute Care 
Beds, 13 geriatric skilled nursing facility (SNF, Gero) beds, the 
Emergency Psychiatric Unit, the Crisis Team, and a Discharge Team. 
All figures are from County reports. Additional revenue can be 
generated or saved by utilizing Unit D of the Psychiatric Hospital, 
reducing net costs even more. 


UNITS GROSS COST REVENUE NET COST 
EPU $4,053,872 $1,000,000 $3,053,872 
62 ACUTE 7,134,035 400,000 6,734,035 
CRISIS TEAM 531,531 0 531,531 
13 SNF (GERO) 1,370,485 800,000 570,485 
DISCHARGE TEAM 324,891 0 324,891 
STATE IMD FUNDS 0 943,160 -943,160 
TOTAL 13,414,814 3,143,160 10,271,654 


This compares to the Mental health Service "Proposal IV" to the 
Board of Supervisors. 


EPU/34 ACUTE/13 SNF (GERO)/DISCHARGE TEAM/CRISIS TEAM/AUGMENTED 62 
IMD BEDS 


UNITS GROSS COST 
EPU $3,958,171 
34 ACUTE 4,600,447 
13 SNF (GERO) 1,370,485 
DISCHARGE TEAM 324,891 
CRISIS TEAM 531,531 
62 IMD BEDS 1,720,160 
IMD AUGMENTATION 630,000 
TOTAL $13,135,685 


REVENUE 
$1,000,000 


200,000 
800,000 


0 
0 


943,160 
0 


$2,943,160 


NET COST 
$2,958,171 


4,400,447 
570,485 
324,891 
531,531 
777,000 
630,000 


$10,192,525 


Below for reference is Mental health Service "Proposal III". 
Our alte~native is a modification of this: 


EPU/62 ACUTE BEDS/34 IMD BEDS/CRISIS TEAM 


UNITS 
EPU 
62 ACUTE 
34 IMD BEDS 
CRISIS TEAM 
TOTAL 


GROSS COST 
$4,053,872 
7,134,035 


943,160 
531,531 


$12,662,598 


REVENUE 
$1,000,000 


400,000 
943,160 


0 
$2,343,160 


SAN DIEGO COUNTY 
SERVICE COUNCIL, SEIU 


NET COST 
$3,053,872 


6,734,035 
0 


531,531 
$10,319,438 
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FACT SHEET 


THERE IS NO FINANCIAL REASON TO CUT THE 62 ACUTE CARE BEDS NOW 
OPERATING AT THE SAN DIEGO COUNTY PSYCHIATRIC HOSPITAL (SDCPH) . 


If cuts in ~he County Mental Health budget are necessary, 
the remaining funds budgeted for the SDCPH, $10.2 million, are 
sufficient to maintain the most crucial SDCPH service--ACUTE 
CARE. All 62 acute care beds now operating could continue, and 
other services as well: the Emergency Psychiatric Unit, Crisis 
Team, 13 skilled geriatric nursing beds (which had been acute 
care beds until the County closed them in September 1991), and a 
Discharge Team. The remaining space, about 1/4 if the Hospital, 
could be utilized to provide other mental health services (ie 
outpatient, day treatment, residential, subacute) that are 
already funded by the County. 


WHAT IS THE COUNTY ADMINISTRATION PROPOSING TO DO? 


With the remaining $10.2 million, the administration 
proposes to cut the number of acute care beds almost in half, to 
34 beds. Almost $2.4 million dollars would be used to contract 
with a private company to provide IMD--Institute for Mental 
Disease--beds which provide a lower level of care. The private 
contractor would lease the majority of the Hospital, 62 beds, in 
effect turning the Hospital into a real estate asset, instead of 
the ACUTE CARE facility for which it was built. The 
administration also proposes to provide the Emergency Psychiatric 
Unit, the 13 geriatric beds, and the Discharge and Crisis Teams. 


THE NEED FOR ACUTE CARE SERVICE IS INCREASING, NOT DECREASING. 
According to Judge Laura Hammes, who presides over Superior 


Court's Mental Health Department, about 1/3 of the homeless are 
mentally ill, many gravely so, and their numbers are growing. 


Prostitutes and drug abusers with AIDS and organic mental 
disorders are an increasing danger not only to themselves, but to 
the public. And population growth in the County is increasing the 
need for acute care services. 


SDCPH IS ALREADY TURNING AWAY DANGEROUSLY ILL PERSONS. 


According to Dr. David Schein, the former Supervising 
Psychiatrist of the Emergency Psychiatric Unit of SDCPH, only 10% 
of the patients evaluated by the EPU are admitted to the 
hospital, compared to 30% to 40% nationally. The 62 acute care 
beds are already at an irreducible minimum. The patients now 
being released from the EPU are frequently more ill than many of 
the SDCPH inpatients that are considered too ill to be released 
to a lower level of care. 







ELIMINATING ACUTE CARE BEDS IS LIKELY TO RESULT IN INCREASED 
CRIME AND LIABILITY TO THE COUNTY. 


According to Judge Hammes, the shortage of acute care beds 
has resulted in the police simply not bringing gravely mentally 
ill homeless persons to the hospital, despite the legal 
requirement that they do so, because they are immediately 
released anyway. They cannot enforce the law, due to the 
shortage of ·acute care beds. If one dangerous mentally ill 
person is not treated because of the lack of acute care beds, and 
they commit a crime, the County could held liable. 


Eliminating acute care beds will result in high social and 
financial costs to the community and the County. 


THE COUNTY ADMINISTRATION'S CLAIMS THAT ACUTE CARE SERVICES WILL 
NOT BE IMPACTED ARE IMPOSSIBLE. 


The administration claims that because many of the acute 
care beds have been (and are) occupied by less than acute 
patients, there have actually been only about 34 acute care beds 
operating 
anyway, so services will not be reduced. 


Yet acute care services WILL be reduced because less than 
acute patients will continue to occupy many of the reduced number 
of beds. These are patients whose SEVERITY of illness is too 
great to be released to a lower level of care. For example, a 
patient with a severe head injury, with multiple linked 
medical/psychological problems may not be an acute patient, but 
there is no alternative care for them. That is why they were 
admitted to SDCPH. 


The administration's solution--TO TURN THEM AWAY-- is likely 
to result in liability to the County. If alternative care were 
available, the County administration would have found it long 
ago. Severely ill patients cannot be placed in IMD beds. If 
only 34 acute care beds exist, then even fewer will be available 
to those ~in need . 


San Diego County Service Council, SEIU 
4004 Kearny Mesa Road 
San Diego, CA. 92111 


619/560-0151 







January 8, 1992 


K.raig Peck 
San Diego County Service Council 
4004 Kearny Mesa Road 
San Diego, CA 92111 


Dear Mr. Peck: 


David A Schein, MD PLD 
Supervising Psychiatrist 


Emergency Psychiatric Unit 
San Diego County Psychiatric Hospital 


Thank you for asking my opinion on the issue of "downsizing" the San Diego County Psychiatric Hospital (SDCPH). 
Various versions of reducing the hospital budget have been brought forth. I understand that you are in favor of 
preserving acute care beds, while the SDCPH administration would like to move towards shifting acute care beds into 
beds designated for a lower level of care for less seriously ill patients, as for instance so called IMD beds (Institute 
of Mental Disease). My opinion on the matter is as follows: · 


1) STANDARDS OF MENTAL HEALTH CARE ARE ALREADY BELOW THE LEVELS OF NEED; THE 
PUBLIC IS BECOMING CONCERNED. 


While we acknowledge the presence of budgetary concerns, we also understand that there is such a thing as au 
irreducible minimum in terms of public mental health care. Where that minimum lies, is in part determined by the 
conscience of those physicians and other health care providers in the field. But it is also influenced by the public, 
which has been increasingly witnessing, mental illness on the streets. In addition, the public, sometimes represented 
by lawyers, is holding public health care providers responsible to maintain a standard of h~alth care delivery acceptable 
to the community. The American public is becoming concerned about homelessness. Unfortunately, San Diego 
County is on the cutting edge of dwindling public mental health. 


However, money alone is not the only issue. Design of care delivery systems does play a significant role in what 
standards of care might be achieved. While I agree, that there is potential in making design changes, I also feel that 
any reductions of San Diego County Mental Health funding means taking a risk on behalf of the indigent mentally 
ill and those persons in contact with them. 


2) THE MENTALLY ILL ARE CURRENTLY NOT ADEQUATELY SERVED. THEIR (SO FAR) SILENT 
PRESENCE IS BEGINNING TO EXPLODE INTO GROWING PROBLEMS FOR THE COMMUNITY. ACUTE 
CARE ADMISSION RATES IN SAN DIEGO COUNTY ARE BELOW THE NATIONAL AVERAGE. 


If we are to listen to the members of the SDCPH medical staff and other health cure providers, current and former 
psychiatric patients, their family members, law enforcement officers, visitors to downtown San Diego, and the owners 
of businesses mainly in central San Diego, we have to accept us a fact, thut indigent psychiatric patients are currently 
not receiving adequate services. While seeing over 700 patients monthly, the Emergency Psychiatric Unit (EPU) at 
SDCPH is turning down over 100 requests for services from various sources, including other hospitals. Many requests 
are not made becuuse past refusals have discouraged those who might wish to seek help from the system. 


Varying numbers are presented. SDCPH administration contends that almost 30% of all patients seen are admitted, 
as compared to a national average of 30 to 40%. Their numbers, however, include referrals to other 24 hours facilities, 
including residential crisis houses. The admission rate to SDCPH has been only about 10%. It is my opinion that this 
is the figure which needs to be used in comparisons with other facilities in the County. Therefore the current amount 
of acute beds is not adequute, and San Diegans are already accepting a far below average standard of access to acute 
public psychiatric care. Indeed, staff working in the EPU are daily faced with having to release patients they would 
be admitting if this were a facility with adequate funding. The patients now being released from the EPU arc 
frcgucntly more ill than many of the SDCPH inpatients that are considered too ill for release to a lower level of care. 


In short, to be admitted a patient now needs to be much more acutely and/or severely ill than some of the SDCPH 
inpatients that are not considered ready for discharge; there are not enough acute care beds available as it stands now . 


.. -·-· ... -~ .. 
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3) EXTRA IMD BEDS IN THE COMMUNITY WILL NOT FREE UP THE HOSPITAL TO ADEQUATELY 
SERVE THE ACUTE PSYCH !A TRIC CARE NEEDS OF THE COMMUNITY. THERE WILL ALWAYS BE A 
PORTION OF ACUTE BEDS USED FOR HARD-TO-PLACE PATIENTS. 


SDCPH administration seems to be favoring plans which would reduce the amount of acute c:ue psychiatric beds, in 
favor of financing IMD beds. Their rationale is twofold: 


a) Since IMD beds require less staffing, they cost less per patient per day. Therefore, the same money will buy more 
IMD than acute care beds, and thus more patients can be served with the same amount of funding. 


b) Over the past years SDCPH has been keeping patients in acute care beds which the administration feels may not 
require acute care, but could not be placed in facilities that provide a lower, and thus cheaper level of care. The 
percentage of these patients has been quoted as high as 40%, which leads to the conclusion that if these patients could 
be treated somewhere else, the hospital would only need about half its current acute beds to provide its service to the 
public. 


While this thinking is undeniably logical, it contains some subtle problems. One is the assumption that current 
admission rates are adequate to meet the community needs for public safety and psychiatric care, not just now, but 
also in the future. It does not take into account national standards or population growth, or the increasing problem 
of AIDS, which often presents with psychiatric symptoms. Furthermore, the assumption is made, that those patients 
which occupy an acute care bed only because they cannot be placed in a different facility will be sufficiently and 
properly served by purchasing IMD beds. This raises some delicate questions. 


Lower level of care beds are perhaps not available in adequate amounts. However SDCPH patients are often too 
seriously ill, ever after resolution of an acute phase, to qualify for placement. IMD beds are less costly because they 
provide less care and safety to patients and staff. They are not meant to replace acute care beds. If the hospital has 
in all these recent years been unable to place their less severe and no longer acute cases in the available resources 
(Alpine, Cresta Lorna, Unit D, State Hospital etc.) will adding IMD beds resolve this problem? Either the patients 
do not qualify to be released, or the facility has failed in its mission by allowing the average length of stay to reach 
as much as one month. Perhaps the strategies of providing "state of the art" inpatient programming have been 
incompatible with acute care services. The argument that the hospital will require less acute care beds once the "non
acute" patients are served by IMD beds is not convincing. It is likely that the reduced number of acute care beds will 
again be partially used for "hard to place" patients, further reducing the badly needed acute beds. 


4) DENYING SERVICES TO SELECfTYPES OF PATIENTS, LIKE THE HEAD INJURED, WILL FUR1HER 
OPEN THE COUNTY'S WINDOW OF LIABILITY. 


Experience has shown, that every time a resource becomes available, the need is so great, it does not take very long 
for the resource to become exhausted. Examples for this have been the availability of State Hospital beds, or contract 
beds in the past. This suggests that current patient flow numbers are not stable, and should not be used for future 
planning witho.ut extreme caution and proper adjustments. In particular it appears dangerous to reduce the most 
important resource based on faulty assumptions. 


It has been suggested that SDCPH further limit access, by excluding patients with certain kinds of problems, as for 
instance persons with head injuries, since they are difficult to find placement for. But can this be done without having 
an alternative resource? Can the clinical staff be expected to turn away a person that is confused from a head trauma, 
even wheelchair bound , just because the problem is not acute? At night? Yes, these are difficult medico-legal 
questions not to mention our ethical responsibilities as human beings. Or should we follow the example of other 
species that allow their ill and disabled a quick escape into death. 


Again, thank you for asking my input on these matters. 


Sincerely, 


David A Schein, MD PLD 
Supervising Psychiatric 
Emergency Psychiatric Unit 







PUBLIC PSYCHIATRY - DOES IT EXIST IN LOS ANGELES COUNTY? 


R.W. Burgoyne, M.D., Ph.D. 
Medical Director 
Los Angeles county 
Department of Mental Health 


Professor of Clinical Psychiatry 
University of Southern California 
School of Medicine 


Maurice Weise, x.o. 
Medical Director 
Adult Services 
Los Angeles County 
Department of Mental Health 


Other than residents of Los Angeles County, why should anyone care 
about the answer to this question? Unfortunately, Southern 
california is once again a national leader, this time leading in 
the erosion and degradation of our public mental health system. 
Everyone should know our mistakes. No one can afford to ignore 
them. 


Many factors helped to set the stage for massive changes 
culminating in the process which defacto became known as de
institutionalization. Included among these factors are the 
development of psychotropic drugs, the community mental health 
movement coupled with the civil rights movement, and academic 
theories which united the various factors. 


Frequently overlooked but primary among the factors is the Social 
Security Act of 1965, which for the first time, allowed the payment 
of federal funds directly to disabled individuals. This law was so 
influential because it allowed federal money rather than state and 
local money to be spent to care for the mentally ill, provided the 
patients were not already receiving care funded by tax money. In 
ratrosP.ect, there is no way any system could have resisted this 
ability to switch the burden of care to federal dollars. 


PLANS AND 'l'liEORIES 


The late '60s and early '70s were considered times of golden 
opportunity for the improvement of mental health in this country. 
Funding was increasing and plans abounded, based upon what appeared 
to be reasonable theories and practical academic approaches. An 
example of this excellent planning was the development of the 
California model which outlined the types of psychiatric services 
that should be available for the population in California. A well
thought-out and reasonable document, its successful implementation 
was nonetheless predicated upon all of its parts being present. In 
the absence of adequate residential facilities, for example, a 
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concomitant increase in hospital beds was required. Since none of 
the california counties ever had a full array of services, the 
model was never really tried the way it was designed. It did 
provide, however, a rationale for reducing existing services that 
were in excess of the number deemed necessary by the model and thus 
became a tool to dismantle an already ailing system without 
anything to take its place. 


Medical leadership treatment of the seriously ill decreased in 
order to spend a larger percentage of the money on prevention and 
on treating the moderately and minimally ill. These and other 
destructive actions occurred for apparently good reasons based on 
prevailing theory. 


Most attempts at reorganizing and revitalizing our system have and 
had at their base an increase in coordination and integration of 
existing services; however, at least minimal services must be 


. present in order for them to be coordinated and integrated. The 
language and phrases used in attempts to reorganize and improve 
services often became the battle pennants under which existing 
services were further dismembered. In essence, providers soon 
learned that the manner in which they "packaged" their proposals 
was paramount to obtaining funding. The use of catch phrases such 
as "innovative," "community-based," "least restrictive setting," 
"alternative to hospitalization," etc., became important parts of 
the packaging of programs in order to obtain or retain funding. 


Even good programs and concepts, without integration into a system 
as a whole, can become liabilities. An example of this in Los 
Angeles County is the Psychiatric Emergency Teams. In the absence 
of adequate facilities to care for new patients contacted by 
emergency teams, these programs, good in concept and intent, become 
liabilities to good care and a source of frustration to all 
involved. 


Eventually, a pernicious cycle developed. The lack of resources 
allowed existing programs to pick, choose and skim off the easier
to-treat patients. This, coupled with an incessant round of budget 
cuts wherein the more expensive services were cut, produced a 
further loss of treatment for the severely ill. This sequence 
resulted in the near demise of the public mental health system in 
Los Angeles. 


PATIENT CARE PRINCIPLES POR PUTURB PLAHRING 


A great many principles for the provision of proper and humane 
treatment for the mentally ill could be outlined. Among them are 
several which are absolutely essential but are frequently not 
included or are given a less important role. These are: 
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o The leadership of a public mental health system must be 
clinical leadership, not purely administrative. 


o The most severely ill outpatients must have a single clinician 
who is their pri mary contact for all care. This means that 
staff who undertake that role must be able to stay committed 
to their caseload of patients. 


o There must be an adequate under-structure which allows 
clinicians to do their work. For example, an adequate data 
system must be available to follow the patients anywhere they 
go. 


o Appropriate medication must be available at all times and not 
just through special appointments with a stranger. 


o All staff must understand that in treating the severely 
mentally ill, the requirements of this population continue 
throughout their lifetime. 


o Outcome measures (which are becoming more popular as a 
monitoring tool for funding efficiency) must not take into 
account an "objective measure" which promotes skimming the 
easier patients away from the more severely ill ones. 


o Severely ill patients require a detailed approach to managing 
of all aspects of their care. 


o Nonprofessionals must be used in an appropriate manner~ and 
professionals who need it must receive training in order to 
adequately and properly treat the severely ill population. 


o Quick fixes for political expediency must be avoided as much 
as. possible. For example, increasing the number of emergency 
teams looks good politically, but they are a liability to the 
system as a whole when there are inadequate resources to treat 
patients who are contacted by the emergency team. 


ADVICB 


Advocate that funding must · be targeted to ·treat mental illness 
rather than general psychological discomfort. Insist on the tools 
to treat mental illness even if worthwhile programs for a less ill 
population must be sacrificed. 


Be firm and articulate in a credible proclamation of the facts. 
"Packaging" and skewing details in order to sell a particular 
program to a political body gradually erodes the entire system. 


-· · 
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Be thorough and describe the facts sufficiently until there is a 
complete understanding of the consequences of a specific thrust. 
Failure to appreciate long-term consequences can produce a very 
serious problem in a few short years. 


Cooperate with other agencies, but remember that pooled multi
agency funding still requires the same amount of total funding for 
whatever services are provided. Over the long run, using another 
agency's money only delays confrontation. 


Watch emerging legislation carefully. Surprises can arise quickly 
in response to quiet but effective lobbying, some of which will 
erode and undermine the basic system. 


Accept and live with politics and politicians. Doing so is an art 
as well as a skill. Successful management of any program requires 
the successful management of the politics involved. 


*** 


10/91 







. . ·'· 


STATF.M~~JT OF .JUDGE LAURA HAMMES, WHO PRESIDES OVER THE 
MEt·lTAL HEALTH DEP /\RTMENT OF SUPERIOR COURT 


From my perspective as the judge presiding over the Mental 
Health Department of the Superior Court, a diminution in the 
number of ACUTE CARE BEDS will simply mean that we will bring in 
fewer people from the street who are acutely mentally ill and 
dangerous to themselves or others. 


These people will end up in the criminal justice system or 
end up in private Emergency Rooms. 


One-third of the homeless are mentally ill. The police no 
longer pick them up, even when they are gravely disabled, though 
the law requires that they be taken to the hospital for acute 
treatment. IT IS TO THE LIFE-THREATENING DETRIMENT OF BOTH THE 
MENTALLY ILL AND THE PUBLIC. 


If the police were enforcing the law, you would have a line 
of acute mentally ill patients waiting for treatment at the 
County Psychjatric Hospital. The sheer numbers and the speed 
with which they would be turned away would be such a shocking 
sight, it might prompt action. 


Because the County bas not been providing the acute care 
beds, the problem does not appear in its actual magnitude. THE 
POTENTIAL IS THERE FOR CIVIL LIABILITY. IF ONE MENTALLY ILL 
DANGEROUS PERSON IS NOT TREATED BECAUSE OF THE LACK- OF ACUTE CARE 
BEDS, THE COUNTY LIABILITY COULD BE SIGNIFICANT. 


If the choice is between saving acute care beds and IMD 
beds, the acute care beds must be saved . 
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Community Forum 
Wednesday, December 18, 1991 


CHECK LIST 


Reserve room 302 
.room confirmed 11/18 per Edith, COB 


Room set-up --....__ 
.call maintenance for set-up 
• horse shoe/round table 


Letters out 
•letters out 12/5 


Phone calls to invitees 
•called 12/12 


Agenda draft - due 12/13 
·Intra, County overview, Budget, Community issues, Q&A 


Confirm Manny Lopez 
.confirmed per Irene, 12/6 


BUY 
1. Table skirts 
2. Film 


MAKE 
1. Name Tags 
2. Sign-in Sheet 
3. Information Folders 


• District Maps 
• county pamphlets 
eLLW bio 
·LLW Staff sheet 


4. Name Plates 


MISCELLANEOUS 
1. County Video 
2. Camera 


REFRESHMENTS 
1. Catering? 


. , .. 
. } 
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Uptown Planning Committee 
Michael LaBarre 
234-0759 


Hillcrest Association 
David Cohn 


Normal Heights Planning Group 
Tim Busse 
284-4866 


Normal Hts Community Dev Corp 
James Guthrie 
235-6472 


Normal Heights Community Assoc 
Kevin McDermitt 
294-5454 


North Park Community Assoc 
Lynn Whitehouse 
552-1656 


North Park Business Assoc 
Mark Hanan 
692-9012 


Greater North Park Planning Group 
Carol Landsman 
234-7859? 


Yes No 


-r-\ 


Comments 
--------------


tJIA P-/12. 







University Hts Community Dev Corp 
Ron Oliver 


University Hts Community Assoc 
Peter Rose 
299-5583 


Yes No Comments 
--------------








From: Isabelle Perez (IPEREZ) 
To: DABELX 
Date: Thursday, July 16, 1992 12:15 pro 
Subject: TODAY'S STAFF MEETING -Reply 


V 1. free children's physcials cf;0s---


7. 


hillcrest city fest 0s
north park toyland parade ~ 


sandagg growth mgmt cmte 


south east child abuse prevention planning 17_) 
s.d. county latino employees hispanic heritage celebration {;~ 
needel exchange for bd agenda on 7/28 
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., CD.U.N .TY . OF SAN DIEGO 
CHIEF ADMINISTRATIVE OFFICE 


AGENDA ITEM 


DATE: January 21, 1992 


TO: Board of Supervisors 


SUBJECT: Commission on Health Care Reform 
(Requested by: Supervisor Williams) 


SUMMARY: 


Reference 


BOARD OF SUPERVISORS 


BRIAN P. BILBRAY 
~lAST DISTRICT 


GEORGE F . BAILEY 
SECOND DISTRICT 


SUSAN GOLDING 
THIRD DISTRICT 


LEON L. WILLIAMS 
FOURTH DISTR I CT 


JOHN MACDONALD 


on December 10, 1992, (33) the Board of Supervisors directed 
the Chief Administrative Officer to return in January, 1992, 
with recommendations for the establishment and composition of 
a Committee on Health Care Reform, which would address a number 
of issues related to the financial and structural problems 
facing providers and consumers of health care. 


RECOMMENDATION 


1. Adopt the Resolution to Establish the San Diego County 
Commission on Health Care Reform. 


FISCAL IMPACT 


Revenue to support staff expenses related to the support of the 
Commission and the required policy and data investigations are 
available within the Department of Health Services budget. 
Support for certain technical expenses has been sought from the 
Alliance Healthcare Foundation. Final decision awaits the 
meeting of the AHF Board of Director's meeting in February 
1992. 
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BACKGROUND 


on December 10, 1991, at the recommendation of Supervisor Leon 
Williams, the Board of Supervisors adopted a recommendation which 
directed to CAO to return to the Board of Supervisors with 
recommendations for the immediate establishment and composition of 
an Ad Hoc Blue Ribbon Health Committee, which would address certain 
areas regarding health care access, including: 


a. explore the County's responsibility for the provision 
of indigent health care under Section 17000 of the 
Welfare & Institutions Code, and provide recommendations 
for modification, if appropriate 


b. examine the various models which might be appropriate 
for publicly financed health care systems 


c. examine the current federal initiatives and discuss 
how these initiatives might impact the County's health 
care crisis 


d. identify incentives which would encourage small businesses 
to provide health insurance and/or participate in 
universal health insurance 


e. identify opportunities or the County's participation in 
legislative changes addressing health care delivery, 
liability and tort reform 


At this time, Supervisor Leon Williams was appointed to Chair this 
deliberative body. Staff of the Department of Health (Physical 
Health Service) has been examining options for the implementation 
of such a Commission for the past several weeks. Numerous 
questions which are relevant to this topic have been identified and 
circulated for preliminary review. 


The mission, recommended composition and relevant issues which are 
suggested for the focus of these deliberations are described in the 
attached document: San Diego County Commission for Health Care 
Reform - A Call for Action. 


A Commission of no more than twenty-five persons is recommended to 
grapple with these issues. It is hoped that from these efforts, a 
cogent set of recommendations will emerge which reflect the best 
interests of government, business and consumers. The Commission is 
charged to meet for the next year, in exploring this issue with an 
option for extension if required . 
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It is clear that the myriad of issues affecting access t~ health 
care require strong leadership. San Diego County residents are 
going to have to be better informed regarding the constraints and 
the opportunities available, and to be more actively involved in 
solutions. Far too often., these problems have been left solely in 
the hands of government - with dwindling resources and increasing 
mandates. 


Existing (appropriated) staff resources from the Department of 
Health Services will be detailed to support this effort. The Chief 
Administrative Officer will review existing vacant positions in 
Physical Health Services requested to support this effort. A grant 
application has been submitted to Alliance Healthcare Foundation to 
defray external costs related to technical support for this effort. 


Board Policies A-74 (A-E), with specific focus on A-b (Formation of 
a New citizens Committee) have been consulted for direction in the 
formation of this Commission. It has been determined that no 
existing committee is acceptable to cover the multi-faceted set of 
issues engulfed in the area of health care reform. 


The Chief Administrative Officer proposes this Commission as the 
framework through which difficult questions can be asked and 
answered regarding needed health care policies and services. 


Respectfully submitted, 


NORMAN HICKEY 
Chief Administrative Officer 







BOARD OF SUPERVISORS 


SUBJECT: Commission on Health Care Reform 


SUPV. DISTRICT: All 


COUNTY COUNSEL APPROVAL: Form & legality ( ) N/A ( ) Yes ( ) No 
( ) Standard Form ( ) Ordinance (X) Resolution 


AUDITOR APPROVAL: (X) N/A ( ) Yes ( No 


FINANCIAL MANAGEMENT REVIEW: (X) N/A Yes ( ) No 


CONTRACT REVIEW PANEL: (X) N/A ( ) Approved ______ __ 


CONTRACT NUMBER(S): N/A 


PREVIOUS RELEVANT BOARD ACTION: December 10, 1991 (33) 
July 25, 1991 


CITIZEN COMMITTEE STATEMENT: N/A 


POLICY B-51 STATEMENT OF SUPPORT: N/A 


CONCURRENCES: None 


ORIGINATING DEPARTMENT: Department of Health Services 


CONTACT PERSON: Paul B. Simms (754) 285-6522 S551 


Meeting date January 21, 1992 
J. 







RESOLUTION TO ESTABLISH THE 
COMMISSION ON HEALTH CARE REFORM 


WHEREAS, there is a continuing need for the County of San Diego to provide for various 
statutory and administrative mandates for health care, and for long-range health interests 
in a diminishing fiscal climate; and 


WHEREAS, the Board of Supervisors has directed the Chief Administrative Officer to 
develop an advisory group from persons familiar with various aspects of the health care 
crisis to address these issues; and 


. 
·wHEREAS, on December 10, 1991, Board Order #33,the Board of Supervisors directed the 
formation of COMMISSION ON HEALTII CARE REFORM to provide technical and 
public input into the issue of the County of San Diego's Health Care system. 


NO\Y THEREFORE BE IT RESOLVED that the Board of Supervisors declares as follows: 


I. A COMMISSION ON HEALTII CARE REFORM shall be established. 


II. Members of the Commission on Health Care Reform shall be appointed by the Chief 
Administrative Officer, on recommendation from the Director, Health Services. 


III. The Commission on Health Care Reform shall have 25 members comprised of 
consumers, government and providers with care to assure that the deliberations not 
become provider dominated, and from persons familiar with various aspects of the 
health care crisis. Members shall represent the following organizations or areas of 
expertise: 


(1) Board of Supervisors 
(1) Chief Administrative Officer or designee 
(2) San Diego/Imperial County Hospitals 
(2) Private Practice Physicians 
(1) Neighborhood-based Community Clinics 
(1) Access to Care Commission of San Diego County 
(1) Familiar with emergency medical services transport 
(1) National Medical Association 
(2) College/University with emphasis on health and human services 
(2) Consumer Health Interests 
(1) Private Insurance 
(1) Large County employer 
(1) Organized Labor 
(1) Retired County of San Diego executive 
(1) Retired Federal or Superior Court Judge 
(1) Immigration Attorney 
(1) Media 
(1) Public Relations 
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(1) Accounting firm 
(1) Private philanthropy 
(1) Religious Community 


IV. Commission on Health Care Reform members shall serve without compensation. 


V. The Commission on Health Care Reform shall function according to the following 
guidelines: 


A) The Commission on Health Care Reform shall select appropriate officers for 
the conduct of its affairs; 


B) A majority of the members shall constitute a quorum; 


C) Recommendations of the Commission on Health Care Reform shall be 
approved by a majority of the quorum; however, the Commission on Health 
Care Reform may also reflect any appropriate minority positions; 


D) The Commission on Health Care Reform shall provide technical and 
community input to assist the Chief Administrative Officer: 


1) To examine the variables which impact the health crisis in San Diego 
and to develop an integrated set of recommendations aimed at an 
improved health care delivery system by accepting and soliciting 
testimony from informed consumers, providers, insurance 
representatives, employers and health consultants, and exploring a plan 
which will bring discipline and coordination to a fragmented health 
care system. 


2) To evaluate the current status of the County's indigent health care 
system and make recommendations for redesign, if appropriate. 


3) To accept testimony from providers and consumers regarding current 
challenges in the health care system. 


4) To design a prototype health care system for San Diego County, both 
public and private, which considers a number of competing 
perspectives. 


5) To respond to the following concerns/issues in developing 
recommendations which will result in new policy initiatives for the 
County, as well as recommended legislation for consideration by State 
and/or Federal levels: 


a) Does Universal Health Insurance constitute a benefit or a 
detriment to health care access for Americans? 







b) If Universal Insurance is recommended, how should it be 
financed and what incentives should be provided for the 
numerous small businesses in San Diego, many of which could 
not afford such a mandate? 


c) The moratorium on Tort Reform in California expires in 
December, 1992. What revisions to current Tort Reform 
legislation should be proposed, that balance the needs of 
patients and providers, while diminishing the incentives for 
frivolous legal actions or those which permit an untoward event 
or outcome to be synonymous with medical professional 
liability? 


d) How can we stimulate greater awareness and responsibility on 
the part of the consuming public to: 
• Assume a more active involvement in chronic disease 
prevention and management; 
• Utilize health care resources more effectively; and 
• Become more health conscious, so as to reduce the 
unnecessary visits to clinics and emergency rooms? 


e) Within the context of a laissez faire economy, how can 
reasonable cost containment strategies be implemented which 
balance the need for incentives for new development, with the 
negative impact of recessive revenues? 


f) What should be the role and responsibility of the State of 
California in financing indigent health care, specifically care to 
Medically Indigent Adults, in light of the California State 
constitution, Article XIII, Section 6B? 


g) What should be the role and responsibility of the County of San 
Diego in arranging and financing health care under Section 
17000 of the Welfare and Institutions Code? 


h) Should the County of San Diego own and operate a county 
hospital? Can the Commission document the benefits and 
detriments of municipal hospital ownership and operation from 
fiscal, operational, and quality assurance perspectives? 


i) Insurance companies report that between 25-31% of health care 
premiums are allocated to administrative costs and profit. Are 
there less expensive vehicles to distribute health care providers 
within a given region? 







j) Health care providers are finding it increasingly difficult to 
provide services for Medi-Cal patients, given an adversarial 
payment system and mercurial eligibility procedures. Further, 
reimbursement for services sometimes does not cover the 
marginal costs of treatment. How can the Medi-Cal system be 
restructured to improve provider and patient satisfaction? Does 
the State's proposal for Managed Medi-Cal (AB336) constitute 
a reasonable approach to heretofore underfinanced, fee-for 
service access? 


k) Are there more effective mechanisms or modifications to 
publicly financed health care eligibility systems than the current 
Medi-Cal eligibility process? In a universal health insurance 
system, would Medi-Cal revenue be channeled into the 
universal coverage program? 


1) How can certain hospital admission be avoided by expanding 
access to primary care services? Does the data exist which will 
support a disciplined inquiry into this issue? 


m) The Canadian Health Care System is often cited as a model for 
this nation. Those who do so, typically fail to note unique and 
fundamental differences in the underlying economies and 
legislative processes of these two nations. What are the positive 
and negative features of the Canadian Health Plan? which of 
those are transportable into a US economic and political 
environment? 


n) Fragmentation has fueled unneces~ary health care costs in the 
United States. Can the Commission identify the major variables 
which contribute to a fragmented system and recommend 
alternate strategies? Specifically, can the Commission identify 
Federal and State waivers needed, as well as structural changes 
required in the County to accomplish improved coordination, as 
well? 


o) Can policies be recommended for the San Diego County 
Medical Society or legislative proposals for the Business and 
Professions Code governing physician activities which would 
encourage or require all physicians within a given geographic 
area (such as a county) to volunteer a certain number of hours 
(perhaps 4) each week to non-profit, primary care or specialty 
referral clinics, where the uninsured can be served without red 
tape or disruptions to existing patient populations and care 
systems? , 







p) Can San Diego County grant immunity from medical liability, 
except in conditions of gross negligence, for physicians under 
County contract, treating indigent patients in County facilities? 


q) What specific steps can be recommended to the Federal or 
State governments to improve the health status of children in 
San Diego County? 


r) Can the Commission identify recommended legislative strategies 
to establish uniform policies regarding community rating for all 
insurance programs in California (or San Diego County) and 
eliminate experience rating as an acceptable practice? 


s) Can Direct associations be made between health and social life 
styles and behaviors which contribute to excessive health care 
costs? Can a strategy be recommended which would propel 
State and local governments to become more aggressive 
regarding prevention and community education? 


t) What is the fiscal impact of health care provided to 
undocumented persons and who should assume the cost for care 
to persons not lawfully resident within the County? 


E) The Commission on Health Care Reform shall provide the Board of 
Supervisors with a final report of their review and recommendations, which 
shall include a recommendation for dissolution of the Commission on Health 
Care Reform. 


F) The Commission on Health Care Reform shall exist until January 31, 1993, 
or until the final report is accepted by the Board of Supervisors, whichever 
comes first. 


PASSED AND ADOPTED by the San Diego County Board of Supervisors, the ----
day of ,1992 by the following votes: 







THE SAN DIEGO COUNTY COMMISSION ON HEALTH CARE REFORM 


A CALL FOR ACTION 


January 21, 1992 Norman Hickey 
Chief Administrative 


Officer 







INTRODUCTION 


This paper outlines the formation of The San Diego County 


commission on Health care Reform, authorized by the Board of 


Supervisors of the County of San Diego (December 10, 1991- 33). 


MISSION 


The primary mission of this Commission is to examine the variables 


which impact the health care crisis in America (San Diego) and to 


develop an integrated set of recommendations aimed at an improved 


health care delivery system. Meeting together in deliberative 


sessions, the commission will be charged with accepting and 


soliciting testimony from informed consumers, providers, insurance 


representatives, employers and health consultants, and exploring a 


plan which will bring discipline and coordination to a fragmented 


health care system. 


PURPOSE 


The purview of this commission reflects the needs of County 


government, in fulfil}ing its duties and responsibilities under 


various statutory and administrative mandates of the State of 


California, as well as the long-range health interests of the 


people of San Diego County. The specific purposes of the 


Commission are: 
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1. To evaluate the current status of the County's 


indigent health care system and make recommen


dations for redesign, if appropriate 


2. To accept testimony from providers and consumers 


regarding current challenges in the health care 


system 


3. To design a prototype health care system for 


San Diego County, both public and private, which 


considers a number of competing perspectives 


The recommendations which emerge from this effort will result in 


new policy initiatives for the County Board of Supervisors, as well 


as recommended legislation for State andjor Federal consideration. 


Issues which will dominate the considerations of this Commission 


include: 


1. Does Universal Health Insurance constitute a 


benefit or a detriment to health care access for 


Americans? 


2. If Universal Insurance is recommended, hm-1 should 


it be financed and what incentives should be provided for 


the numerous small businesses in San Diego, many of 


which could not afford such a mandate? 
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3. The moratorium on Tort Reform in California expires in 


December, 1992. What revisions to current Tort Reform 


legislation should be proposed, that balance the needs of 


patients and providers, while diminishing the incentives 


for' frivolous legal actions or those which permit an 


untoward event or outcome to be synonymous with medical 


professional liability? 


4. How can we stimulate greater awareness and responsibility 


on the part of the consuming public to: 


a. assume a more active involvement in chronic disease 


prevention and management 


b. utilize health care resources more effectively 


c. become more health conscious, so as to reduce the 


unnecessary visits to clinics and emergency rooms? 


-
5. Within the context of a laissez faire economy, how can 


reasonable cos!=- containment strategies be implemented which 


balance the need for incentives for new development, with 


the negative impact of excessive revenue? 


6. What should be the role and responsibility of the State 


of California in financing indigent health care, speci-


fically care to Medically Indigent Adults, in light of 


the California State Constitution, Article XIII, Sect 6B? 
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7. What should be the role and responsibility of t~e County 


of San Diego in arranging and financing health care under 


Section 17000 of the Welfare and Institutions Code? 


8. In light of Number 7 above, should the County of San 


Diego own and operate a county hospital? Can the 


Commission document the benefits and detriments of 


municipal hospital ownership and operation from fiscal, 


operational, and quality assurance perspectives? 


9. Insurance companies report that between 25 - 31% of 


health care premiums are allocated to administrative 


costs and profit. Are there less expensive vehicles 


to distribute health care "premiums" from employers to 


health care providers within a given region? 


10. Health care providers are finding it increasingly 


difficult to provide services for Medi-Cal patients, 


given reimbursement and eligibility procedures which are 


perceived as adversarial. Further, reimbursement for 


services sometimes does not cover the marginal costs 


of treatment. How can the Medi-Cal system be 


restructured to improve provider and patient 


satisfaction? Does the State's proposal for Managed 


Medi-Cal (AB336) constitute a reasonable approach to 


heretofore underfinanced, fee-for service access? 
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11. Are there more effective mechanisms or modifications 


to publicly financed health care eligibility systems 


than the current Medi-Cal eligibility process? In a 


universal health insurance system, would Medi-Cal revenue 


be channeled into the universal coverage program? 


12. How can certain hospital admissions be avoided by 


expanding access to primary care services? Do the 


data exist which will support a disciplined inquiry 


into this issue? 


13. The Canadian Health Care System is often cited as 


a model for this nation. Those who do so, typically 


fail to note unique and fundamental differences in 


the underlying economies and legislative processes of 


these two nations. What are the positive and negative 


features of the Canadian Health Plan? Which of those 


are transportable into a U.S. economic and political 


environment? 


14. Fragmentation has fueled unnecessary health care costs 


in the United States. Can the commission identify the 


major variables which contribute to a fragmented system 


and recommend alternate strategies? Specifically, can 
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the commission identify Federal and State waivers 


needed, as well as structural changes required in the 


county, to accomplish improved coordination? 


15. Can policies be recommended for the San Diego County 


Medical Society or legislative proposals for the 


Business and Professions Code governing physician 


activities which would encourage physicians within 


a given geographic area (such as a county) to 


volunteer a certain number of hours (perhaps 4) each week 


to non-profit, primary care or specialty referral 


clinics, where the uninsured can be served without red 


tape or disruptions to existing patient populations and 


care systems? 


16. Can San Diego County grant immunity from medical 


liability, except in conditions of gross negligence, 


for physicia~s under County contract, treating indigent 


patients in County facilities? in non-county facilities? 


17. What specific steps can be recommended to the Federal 


or State governments to improve the health status of 


children in San Diego County? 
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18. can the commission identify recommended legislative 


strategies to establish uniform policies regarding 


community rating for all insurance programs in California 


(or San Diego county) and eliminate experience rating 


as an acceptable practice? 


19. Can direct associations be made between health and social 


life styles and behaviors which contribute to excessive 


health care costs? Can a strategy be recommended which 


would propel State and local governments to become more 


aggressive regarding prevention and community education? 


20. What is the fiscal impact of health care provided to 


undocumented persons and who should assume the cost for 


care to persons not lawfully resident within the County? 


MEMBERSHIP TO THE COMMISSION 


Membership to the commission is accomplished at the recommendation 


of the Director, Department of Health Services, with the 


concurrence of the Chief Administrative Officer and acknowledgement 


by the Board of Supervisors. It has been determined that such a 


Commission should be comprised of both consumers, government and 


providers, with care to assure that the deliberations not become 


provider dominated. 
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Membership has been solicited from persons familiar with various 


aspects of the health care crisis, representing consumers and 


employers. At this time, those recommended to serve include: 


1. Member, Board of Supervisors 


2. Chief Administrative Officer, or designee 


3. Representative, large private employer 


4. Representative, private philanthropy 


5. Representatives (2), college or university with emphasis on 
health and human services 


6. Representative, private insurance broker 


7. Representative, familiar with emergency medical service 
transport policies and systems 


8. Representative, major accounting firm 


9. Representative, retired County of San Diego executive 


10. Representative, religious community 


11. Representatives, hospital community 


12. Representative, local media -print or electronic 


13. Representative, public relations firm 


14. Representative, retired federal or superior court judge 


15. Representative, immigration lawyer 


16. Representatives (2), consumer health interests 


17. Representative (2), private practice physicians, one of whom 
to be President of the San Diego County Medical Society 


18. Representative, organized labor 


19. Representative, minority health professionals 


20. Representative, Acces~ to Care Commission of San Diego County 


· 21. Representative, neighborhood-based community clinics 
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STAFF SUPPORT & TECHNICAL ASSISTANCE 


The Commission on Health Care Reform will be supported by staff 


assigned from Physical Health Services, some of which will be 


specifically detailed to this project, as well as additional staff 


support from the Office of Planning, Policy and Development, as the 


need and resources arise. The Deputy Director, Physical Health 


Services, shall be responsible for administrative coordination 


within the Department of Health Services. Outside technical 


assistance shall also be retained from a consulting firm 


knowledgeable in health care, with foundation support anticipated 


from Alliance Healthcare Foundation or Kaiser Family Foundation. 


January 21, 1992 end 
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National Head Start Association 
201 North Union Street, Suite 320 
Alexandria, Virginia 22314 
703-739-0875 Fax 703-739-0878 


Dear Colleague: 


National Head Start Association is in the final stages 
of planning its 19th Annual Training Conference. This 
conference will be held in beautiful San Diego, 
California, April 29-May 2, 1992. The theme is "The 
Magic In Head Start •.•. The Nation's Pride." This theme 
is indicative of the kind of excitement we have planned 
and anticipate at the conference. 


Based on the current rate of pre-registration and level 
of planning, this conference promises to be the biggest 
and best ever hosted by NHSA. For our general sessions 
we have extended invitations to dignitaries such as 
President Bush, Magic Johnson, and Representative, 
Patricia Shroeder. We have planned a variety of 
workshops to meet the needs of all attendees with an 
interest in pre-school programs. 


NHSA is growing at an unprecedented rate. We have 
merged into one unified association and this will be the 
first conference hosted by the new association. We 
certainly don't want you to miss this excellent training 
opportunity. 


In addition to training, the Region IX Head Start 
Association has planned several exciting tours of the 
city, Mexico, and other surrounding areas that should be 
of interest to all attendees. 


We look forward to seeing and greeting you at our 19th 
Annual Training Conference in San Diego. 


Sincerely, 


a~~ 
Arvern Moore 
President, NHSA 







Conference Overview National Head Start Association 19th Annual Conference 
Saturday 
April 25 


NHSA Board 
Registration and 
Advanced On-Site 
1:00-7:00 pm 


NHSA Executive 
Committe Meeting 
2:004:00 pm 


Magic Hour 
4:30-5:30 pm 


Abracadabra 
B.Y. Fielding's 
Residence 
7:00-11:00 pm 


Sunday 
April 26 


NHSA T&TA 
Committee Meeting 
8:30-9:30 am 


NHSAConf. 
Committee Briefing 
10:00am & 6:00pm 


NHSA Board 
Regist ration and 
Advance On-Site 
1:00-5:00 pm 


Magic Hour 
4:30-5:30 pm 


Monday 
April27 


Conference 
Registration 
Advance 
8:00 am-8:00 pm 


On-Site & Problem 
Registration 
8:00 am-8:00 pm 


NHSA Committee 
Meetings 
9:00 am-12:00 n 


Exhibitors Setup 
9:00 am-5:00 pm 


CDA Accreditations 
9:00am-5:00pm 


American Indians 
Meeting 
9:00 am-5:00 pm 


Local Tours 
(See Tour 
Information) 


NHSA Board of 
Directors Meeting 
1:304:30 pm 


Magic Hour 
4:30-5:30 pm 


Tuesday 
April 28 


Conference Registration 
Advance 
8:00am-8:00pm 


On-Site & 
Problem Registration 
8:00 am-5:00 pm 


Exhibitors Set-Up 
9:00 am-5:00 pm 


Presenters 
Continental Breakfast 
9:00-10:30 am 


CDA Accreditations 
9:00am-5:00pm 


American Indians Meeting 
9:00 am-5:00 pm 


Magic Hour 
4:30-5:30 pm 


Wednesday 
April 29 


Conference 
Registration 
Advance 
8:00 am-8:00 pm 


On-Site & Problem 
Registration 
8:00 am-5:00 pm 


NHSA Opening 
General Session 
8:30-10:00 am 


Exhibits Open 
9:00-5:00 pm 


NHSA General 
Business Meeting 
11:00 am-1:00 pm 


Tours 
11:00 am-6:30pm 


NHSA Workshops 
2:004:00 pm 


Directors Opening 
General Session 
2:004:00 pm 


Magic Hour 
4:30-5:30 pm 


Region IX 
Magic Carpet Ride 
Reception 
7:00-11:00 pm 


Thursday 
April30 


Conference 
Registration 
Advance 
8:00 am-12:00 n 


On-Site & Problem 
Registration 
8:00 am-12:30 pm 


NHSA General 
Session /Awards 
8 :30-10:00 am 


Directors 
Workshops 
8 :30 am-12:30 n 


Exhibits Open 
9:00-5:00 pm 


Special Tours: 
Lakeshore 
11:00 am-6 :00 pm 
Disneyland 


NHSA Workshops 
11:00am-1:00 pm 


Directors Luncheon 
12:30-2:30 pm 


NHSA Workshops 
2:004:00 pm 


Directors 
Workshops 
2:004:30 pm 


Magic Hour 
4:30-5:30 pm 


San Diego 
'Night With the 
Stars· $10 
7:00-11:00 pm 


Friday 
May1 


Directors Workshops 
8:30 am-12:30 pm 


NHSA 
General Session 
8:30-10:00 am 


Exhibits 
9 :00 am-5:00 pm 


NHSA Workshops 
11:00 am-1:00 pm 


Lunch with 
Pat Schroeder 
12:30.2:30 pm 


Special Tours 
Fresh Prince from Bel Air 
Arsenio Hall Show 
Lakeshore Tour 
11:00am-6:00pm 


Directors Workshops 
2:004:00 pm 


NHSA Workshops 
2:004:00 pm 


Directors 
Closing Session 
4:30-5:30 pm 


Volunteer Reception 
8:00-10:00 pm 


NHSA Dance 
10:00 pm-2:00 am 
$5.00 


Saturday 
May2 


NHSA Closing 
General Session 
10:00 -11:30 am 


Special Tours: 
Cultural Exchange I 
Las Vegas 1 Hollywood 







Details of the 19th Annual NHSA Training Conference 


The 19th Annual NHSA Training Conference 
will be held in San Diego, California, Wednes
day, April 29 through Saturday, May 2, 1992. 


NHSA Registration fees are as follows: 
Postmarked January 1-February 28, 1992 
Postmarked March 1-April 5, 1992 
On-Site after April 5, 1992 


STAR '92 Registration Fee: 
Postmarked January 1-February 28, 1992 
Postmarked March 1-April 5, 1992 


$120.00 
$135.00 
$145.00 


$340.00 
$355.00 


A $30.00 NHSA individual membership fee is in
cluded with all registration fees. NHSA membership 
includes a subscription to the NHSA Journal, confer
ence information, voting privileges and other advocacy 
information as it is developed by the National Office. 


STAR Registration fees include $30.00 NHSA indi
vidual membership, registration for the NHSA Annual 
Conference, and Thursday luncheon and speaker. 


Due to space limitations, only the first 300 regis
trants will be accepted for the STAR Institute. 


Individuals who pre-registered for the NHSA 19th 
Annual Training Conference and STAR '92 may pick up 
their packets at the NHSA Advanced registration booth; 
individuals registering On-Site should register at the 
On-Site registration booths. All NHSA registration 
booths will be located at the Town and Country Conven
tion Center. (Please refer to the NHSA 19th Annual 
Training Conference Schedule for registration hours.) 


The NHSA Opening General Session will be held 
Wednesday, April 29, 1992, 8:30-10:00 a.m. In 
addition, all general sessions will be held from 8:30-
10:00 a.m., Thursday through Saturday at the Town and 
Country Convention Center. The NHSA General Busi
ness meeting will be held Wednesday, 11:00 a.m.-1:00 
p.m. The first of our unified association- ALL mem
bers should attend. 


The NHSA Exhibits will be housed in the lower level of 
the Town and Country Convention Center, Wednesday, 
April 29 through Friday, May 1, 1992. Exhibit hours are 
9:00 a.m.-5:00 p.m. daily. 


The NHSA headquarters hotel for the 19th Annual 
Training Conference is the Town and Country Hotel. 


TRAVEL-{)N 
TRAVEL-ON is the official NHSA travel agency and will 


provide up to 45% discount on air fares to the 19th 
Annual Training Conference. If you plan to travel by air, 
call1-800-333-1225, please refer to File C-14. NHSA 
will utilize Delta and USAir airlines as the official carri
ers. Travel confirmed on either airline is best arranged 
through the NHSA travel agency. All travel arrange
ments completed for conference delegates through the 
NHSA travel agent will result in a commission to NHSA 
which is used to further the Association's goals and 
objectives. 


Roundtrip Airline Discounts are as follows: 
Delta 


• 5% discount off any published fare 
• 45% discount off the unrestricted Coach fare 


(7-day advance ticketing is required) 
• 40% discount off of unrestricted coach fare from 


Canadian Cities 
• 35% discount off of unrestricted coach fare for 


Delta connection carriers (7-day advance ticketing 
is required) 


US Air 
• 5% discount off lowest available coach fares 
• 45% discount off Y /Booked M Coach class fares 


Canadian Travel: 
• 35% discount off Y /Booked B ( 2 night minimum 


stay) or 
• 30% discount off Y /Booked B (no minimum stay.) 


As an added incentive to register early, Delta Airlines 
will give away two roundtrip coach tickets valid for travel 
solely on Delta's domestic system (excluding Hawaii) 
for a period of up to 12 months. 


Please insert the used portion of your Delta airline 
ticket in the raffle bin which will be located outside of 
the NHSA General Session on Saturday, May 2, 1992. 
The drawing will take place Saturday at the NHSA 
Closing General Session. 







AMTRAK Train 
Two (2) days from New Orleans, Louisiana to San 


Diego, California-if you are interested in traveling 
roundtrip to the NHSA 19th Annual Training Conference, 
travel arrangements can be booked through the NHSA 
Travel Agency TRAVEL-ON. To be eligible to obtain 
reduced rates there must be a group of fifteen (15) 
persons with the same travel itinerary; rates are 
$229.00 roundtrip for a reclining seat; $223.00 per 
person each way in an economy sleeper; $485.00 per 
person each way in first class sleeper (meals are 
included with the cost of sleepers). Travel arrangements 
should be confirmed 45-52 days prior to preferred travel 
date. Cancellations: if your travel has been confirmed 
there will be a penalty for cancelled reservations as 
follows: 44-15 days prior to travel 25%; 8-14 days prior 
to travel 50%; 3-7 days prior to travel 75%; less than 3 
days prior to travel there will be no refunds after space 
has been ticketed. Payment must be made by agency 
or personal check, money order or cash. 


The NHSA Official Car Rental Firm 
AVIS Rent a Car System, 3975 North Harbor Drive, 


San Diego, CA 92101, 1-800-331-1660. Please refer to 
file number AB7 45826, rate code CD, when placing an 
order for a rental car. 


Highlights of the Avis Convention Services Program are: 


• Special low discounted rates on all car classes 
with daily and weekly unlimited mileage. 


• 10 Convenient locations in San Diego. 


• Cars can be rented or dropped in Southern 
California and Las Vegas with no charge. 


• Mexico Visitors Insurance available for Avis cars. 


• Vehicles rented from the Ontario and Orange 
County 1 John Wayne Airports must be returned to 
the same renting location. 


Car Class 
Subcompact 
Compact 
Intermediate 
Fullsize 2-door 
Fullsize 4-cloor 
Luxury 
Mini-Vans* 
Convertibles 


Daily Rates Weekly Rates 
$28.00 $110.00 
$29.00 $120.00 
$31.00 $130.00 
$33.00 $150.00 
$35.00 $160.00 
$42.00 $230.00 
$42.00 $230.00 
$55.00 $270.00 


(Group rates will be extended one week prior to and one week after 
actual conference dates.} 


* Subject to availability- 3-week advance booking suggested. 


NHSA will provide roundtrip daily bus service from all 
convention hotels located on the Hotel Circle to the 
Town and Country Convention Center. 


NHSA Workshops will be held at the Town and 
Country Convention Center and the Hanalei Hotel; 
workshops will begin on Wednesday, April 29 at 2:00 
p.m. STAR '92 Workshops will begin Thursday, April 
30, at 8:30 a.m. 


If you plan to travel by air, please plan to arrive at the 
San Diego International Airport where you will be wel
comed by volunteers of the Region IX Local Conference 
Committee; shuttle bus service is available from the 
airport to Mission Valley Hotels located on the Hotel 
Circle, the cost of transportation from the airport to the 
hotel is $7.00 per person each way; Taxi cab fares are 
approximately $12.00-14.00 per person. 


We tried to include all of the pertinent details and 
answers to inquiries regarding the NHSA 19th 
Annual Training Conference. However, if you require 
additional information, please do not hesitate to 
call Marlene Watkins, NHSA Conference Coordin& 
tor, at (703) 739{)875. 
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Workshops • Expert Forums • Laboratories 


MAGIC of the Organization ... 
Administration 


Management/Organization/Expansion 
Seminar: 


Monitoring Expansion Excellence: Pain and Gain 
Mary Lou Hamaker, Los Angeles County Office of Educa
tion, Norwalk, CA 


In-Kind, Where to Find It, What To Do With It When 
You Find It 
Kathy Platz and Janice Tegler, Placer Community Action 
Council, Inc., Sacramento, CA 


Facilities 
Norma Johnson 


It Pays to Know Your Community: Preparation For 
Head Start Expansion 
Sue Eichenbaum and Gretchen Wehrle, Santa Clara 
County Office of Education, San Jose, CA 


CNA 
Yolanda Garcia, Santa Clara Office of Education, San 
Jose, CA 


Growth and Change In A Head Start Program: A 
Model For Survival 
Barbara Haxton, The Ohio Head Start Association, Dayton, 
OH 


Restructuring For Expansion: Urban/Rural- MEGA/ 
Small 
Hortense Hunn, Preschool Services Department, San 
Bernadino, CA and Mary Dana Bielous, Southwest Human 
Development, Inc., Phoenix, Al 


Fiscal: 


Schmoozing For Dollars: Successful Fundraising For 
Your Not-For-Profit Organization 
Andrienne D Brooks, Howard Area Community Center, 
Chicago, IL 


Who's In Charge Here? Techniques For Developing 
And Managing A Head Start Budget 
Dorothy S. Foster, and Peggy S. Johnson, Mississippi 
Action For Progress, Inc., Jackson, MS 


Avoidance of Adverse Audit and Programmatic Deter
minations By HHS 
Michael Brustein and Leigh Manasevit, Brustein & 
Manasevit, Washington, D.C. 


Getting Grants 
Mary D. Martin, Expectations Unlimited, Laguna Beach, CA 


Practical Solutions To Today's Group Health Insurance 
Nightmare 
Dennis P. Fuller, Brokerage Benefit Services & Chesa
peake Administrators, Lutherville, MD 


Allocating Costs In Multi-Funded Programs 
Colleeen B. Mendel, Region IV Resource Center, Bowling 
Green, KY 


Management Information: 


Automation-The Future of Head Start 
Alvino Lopez and Sheir Lokken, Region VI Resource 
Center, Texas Tech University, Lubbock, TX 


Electronic Communication Systems In Head Start 
Leo A Johnson, Jr., Region Ill Head Start Resource and 
Training Center, University of Maryland College Park, 
College Park, MD 


The "Dash Board" (Control Panel) Of The Program: 
Records and Computers 
Michael Carriero, Region X Head Start Resource Center, 
Seattle, WA 


Manag1ng Information To Head Start 
Shirley Price and Leo Johnson, Region Ill Head Start 
Resource and Training Center, University of Maryland 
College Park, College Park, MD 


An Overview of Sharing Information Across Computers 
Shirley Price, Region Ill Head Start Resource and Training 
Center, University of Maryland College Park, College Park, 
MD 


Creative Response To Conflict 
Marcia Abbo and JoAn Knight, Region Ill Head Start 
Resource and Training Center, University of Maryland 
College Park, College Park, MD 


Supervising For Success 
Carol Goss, Region X Head Start Resource Center, 
Seattle, WA 


Handling Difficult People 
Helen Vojna and Madhavi Parikh, Region Ill Head Start 
Resource and Training Center, University of Maryland 
College Park, College Park, MD 







Welcome To Head Start: An Orientation For Outside 
Consultants 
Kate Werling, East Coast Migrant Head Start Program, St. 
Petersburg, FL 


Win-Win Problem Solving In Head Start: Principles 
and Applications Of Interest Based Persuasion 
Alfonso W Rodriguez, San Diego County Mental Health 
SeNices, San Diego, CA 


How At Do You Have To Be To Be A Teacher? Aide? 
Or Cook? An Old Problem But New Risk 
Jim Strickland, and Stuart Reynolds, Human SeNices Risk 
Management, Austin, TX 


Management and Organization: 


The Implementation Of Federal Child Care Legislation -
An Implication For Head Start 
Helen Blank, Children's Defense Fund, Washington, D.C. 


Legislative Update 
Don Boice, National Head Start Association, Department 
of Government Affairs, Alexandria, VA 


Washington Update 
David Bradley, Consultant NHSA, Washington, D.C. 


Head Start Organizational Development And The Use 
Of Applied Strategic Planning 
Barbara Haxton, The Ohio Head Start Association, Dayton, 
OH 


Communicating Effectively 
Janice Gilbert and Gloria Thompson, Texas Southern 
University, Houston, TX 


Making A Difference 


Roy Pierson, CSR, Inc., Head Start Region v Resource 
Center, Chicago, IL 


In Search Of Commitment 


Linda Maslowski, Community Development Institute-Head 
Start Resource Center, Raytown, MD 


The Head Start Administrator: Why Is Everything 
Always My Fault? 


Raquel Galan, GaNey School District, Rosemead, CA 


Time Management: Where Does The Time Go? 
Alvino P. Lopez, Region VI Resource Center, Texas Tech 
University, Lubbock, TX) 


Meetings Management: A Wonderland of Ideas 
Raymond P. Workman and Bryan H Jacks, Raymond P. 
Workman and Associates, Washington, D.C. 


Team Work: The Key to Effective Management In the 
1990's 


Daneen M. Call, Region IX Head Start Resource Center 
Development Associates, Inc. , Wa lnut Creek, CA ' 


Leadership Head Start Style 
Culleen Durham, and Regina Hall, Action, Inc., Head Start, 
Stillwater, OK 


Los Angeles County Office of Education: Grantee 
2-Way Communication System 
Jim Greene, Los Angeles County Office of Education Head 
Start, Los Angeles, CA 


The MAGIC of M.A.G.J.C. 
Fonda Davidson, Pacific Early Childhood Institute, San 
Francisco, CA, Angie Rschetti and Jack Peters, N.H.A. 
Head Start, San Diego, CA 


It's All Connected 
Patricia J .. Horne-McGee, Out Wayne County Head Start, 
Wayne, Ml 


Public Relations/Community Collaboration: 


Breaking New Ground In Head Start Researcher 
Partnership 
Howard Stevenson, Saburah Abdui-Kebir, and John W. 
Fantuzzo, University of Pennsylvania, Philadelphia, PA, 
Donna Bryant, and Aloha Peyton, University of North 
Carolina, Chapel Hill, NC 


Maximizing Your Resources: Head Start Collaboration 
With Cities 
Yolanda Garcia, Santa Clara County Head Start and 
Deborah Simon, Office of Child Care, San Jose, CA 


How To Justify Getting Your Fair Share Of Funding 
Resources 
Sandra Stiner Lowe and Eunice Grier, Rarfax County 
Department of Community Action, Fairfax, VA 


Head Start and Family Day Care (Spanish/English 
Presentation) 
Rebecca Barrera, Texas Corporation Child Care Fund 


Head Start In The Market Place 
Terry Liddell, Development Associates, Inc., Region X 
Resource Center, Seattle WA 


Child Development Division 
Bob CeNantes 


Policy: 


Focus On The Head Start Director 
Leo C. Coleman, Coleman and Associates, I Nine, CA 


Employee Training Manuals: Creating A Family Of 
Resources 
Cynthia Bewick, Tri County Head Start, Paw Paw, Ml 







Development Of An Infectious Disease Polley 
Ronald V. McGuckin, and Patricia A. McClellan, Support 
Services for Child Care Professionals, Lumberville, PA 


Everything You Wanted To Know About Your Rights As 
A Head Start Grantee But Were Afraid To Ask 
Susan D. Lauscher, Feldsman, Tucker, Leifer, Rdell and 
Bank, Washington, D.C. 


Getting Computer "Eased" -Overcoming The Fear Of 
Computers 
Ann Wolfe and Lena Montgomery, Out Wayne County Head 
Start, Wayne, Ml 


Board Development For Non-Profits 
Terry Liddell, Development Associates, Inc., Region X 
Resource Center, Seattle WA 


Establishing Written Personnel Policies 
Ronald V. McGuckin, and Patricia A. McClellan, Support 
Services for Child Care Professionals, Lumberville, PA 


How To Be An Effective Board Member 
Louise Engle and Christine Thornton-Albert, Tri County 
Head Start, Paw Paw, Ml 


Preparing For A Review 
Gerry Gomez and Rita Swartz, 


Partnerships With Parents 
John Landrum, and Mary Martin, Expectations Unlimited, 
Laguna Beach, CA 


Role of the Board Of Directors 
Ronald V. McGuckin, and Patricia A. McClellan, Support 
Services for Child Care Professionals, Lumberville, PA 


Staff Development: 


Organizational Designs For The 21st Century: Grow
ing Without The Growing Pain 
Sherry Ulmer, Pinal-Gila Community Services, Inc., 
Coolidge, AZ., Kay Bennett, Casa Grande, AZ. and Ellen 
Orton Montanari, San Marcos, CA 


Mobilizing To Enhance Program Quality 
Joyce Williams, Pam May, and Adrienne Garcia, Pinellas 
County Head Start, Largo, FL 


Team Building In Head Start 
Nola Larson, Great Lakes Resource Access Project, 
Portage, WI 


Congratulations, You're A Manager: Management 
Functions For Component Coordinators 
Carol Goss, Region X Head Start Resource Center, 
Seattle, WA 


Working With Dysfunctional Families 
Barbara Haxton, The Ohio Head Start Association, Dayton, 
OH 


The Magic Touch: Effective Approaches To Motivat
Ing And Raising The SelfEsteem Among Staff, Parents 
and Children 
Sherry L. Garrard, and Rebecca Clapp, Paris I.S.D., Head 
Start, Paris, TX 


Special Needs: 


Techniques For Sharing Difficult Information 
Nita Norphlet-Thompson and Brenda Bowen, Region IV 
RAP, Jackson, MS 


Medicaid and Head Start: A New Marriage For The 
1990's 
Peggy Daly Pizzo, National Center For Clinical Infant 
Programs, Arlington, VA 


New Challenges for Head Start In Coordinating Ser
vices For Preschool Children With Disabilities With 
Their Local School Districts 
Valerie Campbell, Region IV Resource Access Project, 
Jackson, MS 


lntregrating Melissa: Do A Jig! Sing A Song! We Can 
All Play Along 
Jean Johnson, Eight CAP, Inc. Greenville, Ml 


Public Awareness and Recruiting Children With 
Disabilities 
Alfred M Mathers, Chapel Hill Training Outreach Project, 
Chapel Hill, NC 


Special Training For Special Needs 
Margaret Stine, CESA 5, Portage, WI 


The MAGIC of Community ... 
Social Services 


Understanding Families From Diverse Cultures 
Margaret Stine, CESA 5, Portage, WI 


Community Networks - Designs For Change 
Karen Okerstrom, Head Start Region V Resource Center, 
Chicago, IL 


Volunteers: They're Not Only Parents - Strategies For 
Involving Community Volunteers In Head Start Pro
grams 
Janet Buckley, Region IV Resource Center, Western 
Kentucky University, Bowling Green, KY 


Ba-Fa B~Fa: A Cross Culture Simulation 
Jackie W. Davis and Bernice K. Hughes, Hinds CountyV 
Project Head Start, Jackson, MS 







On The Move With Uteracy 
Deborah Booth and Althea Neilson, East Coast Migrant 
Head Start Project, Chapel Hill, NC 


Who Are The People In Your Neighborhood? Are They 
In Your Classroom? 
Jennifer Slack, Region X Resource Center, Development 
Associates, Seattle, WA 


The MAGIC of Childhood ... 
Education 


Kinderclse With The Klnderclse Man 
John Taylor, Columbia, MD 


Understanding Chlldren ... Observatlon Is the Key! 
Lora Fader and Tillie Bayless, Region Ill Head Start 
Resource and Training Center, Univeristy of Maryland 
College Park, College Park, MD 


Developing Uteracy In At-Risk Urban Multicultural 
Children 
Muriel Wong Lundgren and Luis A. Hernandez, 
Miami-Dade Community College, Miami, FL 


Preschool Explorations In Science And Math 
Kimi Hosoume and Jaine Kopp, University of California at 
Berkeley, Berkeley, C 


Home Based Supervision: What To Do And How To Do 
It! 


Karen Wollenburg, and Connie Brown, CESA 5, Portage, 
WI 


Anding A Way: Dealing With Difficult Topics 
Dinah Heller and Judith Rothschild-Stolberg Region 11 
Resource Access Project, New York University, New York, 
NY 


Developmentally Appropriate Playgrounds 
Vickie Stegall and Janet McCaskill, Quincy Educational 
Center, Quincy, FL 


Introduction to CDA Credential 
Carol B. Phillips, Council for Early Childhood Professional 
Recognition, Washington, D.C. 


NAEYC Accreditation Overview 
Melissa Werner and Connie Jo Smith, Western Kentucky 
University, Bowling Green KY 


Music Is A Gift Of Love - Building Self Esteem Through 
Music and The Arts 
Carol Ann Eberle, Santa Rosa, CA 


P.A.N.D.A.-
P~eschool Substance Abuse Prevention Program 
N1ta Norphlet-Thompson, Region IV RAP, Jackson, MS, 
and Eleanor L. McChriston, Memphis, TN 


Home Visits-Are Yours Parent Focused? 
Margaret Stine, CESA 5, Portage, WI 


Strateg1es for Teacher Empowennent In the Manage
ment of Classroom Behavior and the Importance of 
Creative Movement Experiences In Child Development 
Daniel Martinez, and Raul Calderon Perez, Gobierno 
Municipal (Proyecto Head Start), Barceloneta, PR, Maria 
lvette Gonzalez, NY Foundling Hospital Head Start, San 
Juan, PR, and Luis Burgos, Orocovis Head Start, Orocovis, 
PR 


Staff Training For Implementation of Multicultural 
Curriculum 
Cathy Gutierrez, Balch Springs, Tx and Phyllis Hammonds, 
West Helena, AR 


American Indian VS Euro-American Educational Phi
losophy 
Gregory G. Gomez, Texas Indian Social Workers Associa
tion, Dallas, TX 


Ready To Learn: Head Start's Opportunity & Respon
sibility 
Preschool Services Department, San Bernardino, CA 


Strateg1es For The Prevention Of Stuttering 
Dennis C. Tanner, Northern Arizona University, Flagstaff, 
AZ. 


Peer Tutors 
Ella J. Gilmore, Orange County Department of Community 
Affairs, Orlando, FL 


The MAGIC of Family ... 
Parent Involvement 


Language Acquisition Guidances 
Suzanne Jessamyn and Althea Neilson, East Coast 
Migrant Head Start Project, Arlington, VA 


Strengthening Families In A Chang1ng Society 
Karen M. Andre, Montclair State College, Upper Montclair, 
NJ 


The Importance of Playing With Your Child 
Francine Anderson and Cynthia McClendon, Management 
Planning Institute, Chicago, IL 


Tell The Head Start Story 
Betty Minor, Drake University, Des Moines, lA, Alyce 
Dillion, Parents In Community Action, Minneapolis, MN, 
and Ann O'Bar, University of Oklahoma 


Family Empowennent and Transitioning 
Gaye Demars and Nancy Van Hoeven, Hastings, NE 







How to Implement a Four Part Series Workshop 
Sue Turbow Oriard, Truckee Meadows Community College, 
Reno, NV 


Building lntergenerational Programs In Head Start 
Carolyn Garner, and Wilhelmina Massey, Stevens Adminis
tration Center, Philadelphia, PA 


Parent Involvement For Staff-
Implementing Polley 70.2 
Annette O'Neal, CSR, Incorporated, Region V Head Start 
Resource Center, Chicago, IL 


Leamlng From The Past-Planning For The Future: 
The National Follow Through Program's Approach To 
Early Childhood Transition 
Katherine H. Greenberg and Gene Ramp, The University of 
Tennessee, Knoxville, TN 


Mommy, Tell Me ... ls A Zebra Black With White 
Stripes Or White With Black Stripes: Working With 
Biracial Children 
Vanessa Rich, Wright Jr. College, Chicago, IL and Gina 
Ruther, D.C.F.S. Child Development, Springfield, IL 


Getting Involved In Parent lnvolvement .. lt's 
Everybody's Jobl 
Jennifer L. Pecot, Development Associates, Region X 
Resource Center, Seattle, WA 


Participant Or Spectator-Which Will Your Child Be In 
The 21st Century 
Susan Dunn and John Rader, MOBIUS Corporation, 
Alexandria, VA 


I Can Problem Solve (ICPS) 
Phyllis A Ditlow, Stevens Administrative Center, Philadel
phia, PA 


CDA Advisor/Representative Training 
Carol B. Phillips, Council For Early Childhood Professional 
Recognition, Washington, D.C. 


The Benefits Of Articulation: Head Start And Kinder
garten Teachers In Partnership 
Katherine Abu-Romia, Santa Clara County Office Of 
Education Head Start, San Jose, CA 


Promoting Play In Families 
Kirsten Hansen, Region Ill Resource Access Project, 
Washington, D.C. 


Confidentiality 
Ronald v. McGucklin and Patricia A McClellan, Support 
Services For Child Care Professionals, Lumberville, PA 


Cooperative Prekindergarten Registration 
Vickie Stegall and Janet McCaskill, Quincy Educational 
Center, Quincy, FL 


High/Scope-Getting Parents Into The Act 
Sharon Adams, Shirley Barham, and Carole Cook, SETA 
Head Start, Sacramento, CA 


Parents and Staff Teaming Together 
Larry Little and Martha Nash, Woodbury County Commu
nity Action, Sioux City, lA 


Building An Effective Polley Council 
Maria Menzi and Michael J. McDonough, Tri-CAP Head 
Start, Malden, MA 


Dictation As Poetry: An Anti-bias Approach To Creat
Ing Books With Children 
Sister Janet Shook, St. Brigit's Head Start, Syracuse, NY 
and Cheryl Greer, Pacific Oaks College, Pasadena, CA 


Play Is Important For Adults Too 
Mary Alice Wentling and Terri Lawrence, Tri-County Oppor
tunities Council Head Start, Rock Falls, IL 


Single Parenting: How To Effectively Prepare 
George E. Smith and Francine Anderson, Management 
Planning Institute, Chicago, IL 


Child Rearing Just Doesn't Happen, It Requires Tech
niques 
Genevia McCiary-Gano, Seminole County School Board, 
Sanford, FL 


The Head Start Research Group: A Working Example 
of Collaboration Between Head Start Staff and Re
searchers 
Faith Lamb Parker, Lenore Peay, and Susan Young, NCJW 
Center for the Child, New York, NY 


Completely Supporting Black Males 
Winnie Cooper, Family Resources Unlimited, Smyrna, DE 


The Ught At The End Of The Tunnel 
Patricia Vidoni and Rita Higby, Oneida County Head Start, 
Rome, NY 


The Home Connection - An Active Model For Parent 
Involvement 
Marilyn Bollinger, Little People's Workshop, Inc., Cincin
nati, OH 


The Penny and Polly Show 
Penny Jordan, Region V Ohio Head Start Association, 
Fremont, OH, and Polly Schultz, GMN Head Start Program, 
Caldwell, OH 


The MAGIC of Me ... 
Health 


A Short Course On Speech and Hearing Disorders 
Dennis C. Tanner, Northern Arizona University, Ragstaff, 
AZ. 


Minority Education on Substance Abuse 
Arturo Zuniga, Texas Migrant Council, Inc., Mercedes, TX 







Overview of Curriculum "Parents and Children Getting 
A Head Start Against Drugs" 
Ura Jean Oyemade, Howard University, Washington, D.C. 
and Sylvia Carter, Maryland University College Park, 
College Park, MD 


Utilization of Support Personnel In Speech and Hearing 
Disorders 
Dennis C. Tanner, Northern Arizona University, Ragstaff, 
AZ. 


Expert Forums 


Provides an opportunity for participants to have dialogue 
with an invited expert on a special topic of national 
interest on Head Start components: 


Education 


Heatth 


Parent Involvement 


Social Services 


Administration 


Laboratories 


Participants will be able to concentrate on one subject for 
either 1/2 day or full day in order to investigate new 
technology or practice new techniques. (Groups will be 
small, 1().30 persons.) 







Computerizing Head Start Management by Using ChildPius Ill 


Tuesday, April 28, 1992 
El Camino Room 


9:00a.m. - 5:00p.m. 


The National Users Group for the ChildPius Ill Head Start Management Software is pre
senting this workshop on the basics of using ChildPius for enrollment, health, child care food 
program, bus routes, disabilities and general administration. Participants will learn how to use 
the application form, enrollment procedures and health reports for effective management 
throughout the year. We will especially focus on reducing the "Start of School Crazies" and 
taking advantage of the Child Plus Electronic PIR. 


This session offers the basics of computer management and is especially appropriate for 
agencies who have not had prior training in ChildPius. Your agency does not have to be using 
ChildPius for you to benefit from this workshop. The tips and techniques are valuable regard
less of which management approach you currently use. 


Specifically, in the workshop you will learn how to use the Head Start Enrollment Applica
tion Form, the Supplementary Enrollment Form, the Family Member Form as revised by the 
Audubon Area Head Start in Owensboro, KY, as well as the Screening Committee Report of 
Children by Priority and the Application Status Report. Special forms for tracking family con
tacts and referrals developed by Clark County Head Start in Vancouver, WA will be presented. 


For the Health Component, you will see how to enter the child's screening and immuniza
tion information, growth assessments and treatment records. Reports for determining how 
many children have completed screening within ninety days will be reviewed. 


In addition to specific component management reports, Head Start directors will learn how 
to use the eight Executive Management Reports to monitor from a bird's-eye view the overall 
operation of the program. 


Beyond Head Start management, during this workshop we will discuss issues involved in 
choosing hardware and software. Implications of various operational models such as Single 
User, Multi-User or Data Consolidation from computers in individual centers will be explored. 
The Data Consolidation Model as implemented at Ninth District Opportunity, Gainesville, GA, 
ICS in Holly Springs, MS and Friends of Children in Jackson, MS will be featured. While we will 
not spend a lot of time on computer hardware per se, we will present our views of what are 
the best values for Head Start programs. 


As in all ChildPius User Group meetings, there will be ample time during the session for 
individual participants to share what each is doing. The ChildPius staff will present a look into 
the future of computer management in Head Start and will answer questions and receive 
suggestions about new features you would like to see in the software. 







Please cut page along dotted line or make a copy of the form, then fill out and return. 


San Diego, Calif • NHSA Conference REGISTRATION Form April 29-May 2, 1992 


• Individual NHSA Membership fee 
of $30.00 is included with the Con
ference Registration fee. 


• EARLY BffiD: The FIRST 500 
registrations received on or before 
October 31, 1991, will be eligible to 
receive the early bird registration 
fee. Early Bird registrations are 
NON-REFUNDABLE. 


Postmarked Jan. 1 to Feb. 28, 1992: 
$120.00 


Postmarked March 1 to April5, 1992: 
$135.00 


On-site (after April5, 1992): $145.00 


• Checks must accompany registra
tion forms. Purchase orders will not 
be accepted. 


• Make checks payable to: National 
Head Start Association. Mail this 
form and checks to: NHSA, 201 N. 
Union Street, Suite 320, 
Alexandria, VA 22314 


• Register ONE person per registra
tion form. Duplicate as many forms 
as needed. Send certified check, 
money order or agency check with 
registration forms. 


• Make a copy for your records. 
Bring a copy with you to San 
Diego. No mail confirmation of 
conference registration will be sent 
byNHSA. 


• You may pick up your registration 
packet at the Town and Country 
Convention Center. 


• All conference sessions require 
name badges for admission. 


• IMPORTANT: NO REFUNDS 
AFTER POSTMARK OF MARCH 
31, 1992. A $10 processing fee and 
membership dues will be deducted 
from all refunds. 


Hotel arrangements are made 
separately: See Housing Form for 
details. 


The Magic of Head Start .... The Nation's Pride 


NUMBER OF REGISTRATION FORMS SENT AT TillS TIME 


AMOUNT ENCLOSED $ PER REGISTRANT 


TOTAL AMOUNT ENCLOSED $ 


Print clearly or type. (Complete ONE form for each registrant) 


Last Name: 


I I I I I I I I I I I I I 
First and Middle N arne: 


I I I I I I I I I 
Agency name: 


I I I I I I I I I I I I 
I I I I I I I I I I I 
Agency address 1 


I I I I I I I I I I I I 
Agency address 2 


I I I I I I I I I I 
City 


I I I I I I I I I I I I I 
State Zi}! rn I I I I 1-1 I I I 
Agency teirhone 


I I 1-1 I 1-1 I I I rn 
Please print or type your HOME address if you want NHSA to send mail to your address. 


Home Street Address 


I I I I I I I I I 
City 


I I I I I I I I 
State Zi2 rn I I 1-1 I 
Home tcle,hone number: 


[ I 1-1 I 1-1 







• 
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San Diego, Calif. NHSA/STAR REGISTRATION * April 29 - May 1, 1992 


The Head Start Director as CEO: 
Executive Visions for the 21st Century 
Sponsored by the 
National Head Start Association 
for Head Start Directors 
April29 - May 1, 1992 
Town and Country Motel 
San Diego, California 


Session A: Strategic 
Planning for the Year 
2000 and Beyond: 
Develop the knowledge 
of the planning tools 
needed to direct your 
resource planning into 
the next century. 
Dr. AI Osborne, Instruc
tor 


Session B: Organization 
Design and Change: The 
Head Start program is 
constantly evolving, and 
directors must learn to 
handle change while 
continuing to provide 
quality services to 
children and families. 
Learn how to make the 
process work for your 
organization. 
Dr. Anthony Raia, In
structor 


STAR '92 is being planned by a committee 
of your peers, in cooperation with the Jolm E. 
Anderson Graduate School of Management at 
UCLA, one of the premier business schools in 
the country. Join us for a unique and special 
training experience! 


Session C: Financial 
Management: Learn 
how to successfully 
manage limited financial 
resources to bring addi
tional benefits to your or
ganization. 
Dr. George Geis, In
structor. 


Session D: Human 
Resource Development: 
Developing people's 
fullest potential is 
among the most satisfy
ing yet challenging tasks 
we have. It's an art you 
can learn and use. 
Dr. Alan Carsrud, In
structor. 


Also 


*STAR '92 will open on Wednesday afternoon with 
an exciting keynote by K warne Salter, Corporate 
Manager of Human Resources for Oscar Mayer and 
former Head Start Director. 


*Each session is a day-long experience, so each 
STAR '92 participant wil be able to attend two 
sessions. 


* STAR '92 will end on Friday afternoon with a 
rousing closing keynote by Dr. Jerry Faust, a 
motivational speaker from San Diego. 


*Included in the STAR '92 registration fee are your 
NHSA dues, a Thursday luncheon and speaker, and 
the registration fees for both STAR '92 and the 
NHSA conference. 


*Registration is limited to 75 persons per session, for 
a total of 300 slots for STAR '92. 


*Registration will be handled on a first-pay, first 
enrolled basis. Enroll today, and take advantage of 
the NHSA Early Bird Special rate. For questions 
call: NHSA, (703) 739-0875. 


Due to limited space, enrollment is limited to Head Start directors. 







Please cut page along dotted line or make a copy of the form, then fill out and return. 


San Diego, Calif. 
April 29 - May 1, 1992 


• Included in the STAR '92 registra
tion fee are your Individual NHSA 
Membership fee of $30, a Thursday 
luncheon and speaker, and the 
registration fees for both STAR '92 
and the NHSA conference. 


• Due to space limitations, only the 
first 300 registrants will be accepted 
at STAR '92. 


Postmarked Jan. 1 to Feb. 28, 1992: 
$340 


Postmarked March 1 to AprilS, 1992: 
$355 


• Checks must accompany registra
tion forms. Purchase orders will not 
be accepted. 


• Make checks payable to: National 
Head Start Association. Mail this 
form and checks to: 
NHSA, 201 N. Union Street, Suite 
320, Alexandria, VA 22314 


• You may pick up your registration 
packet at the Town and Country 
Convention Center. 


• All conference sessions require 
name badges for admission. 


• IMPORTANT: NO REFUNDS 
AFTER POSTMARK OF MARCH 
31 , 1992. A $10 processing fee and 
membership dues will be deducted 
from all refunds. 


SESSION PREFERENCE BOX: 


Rank the sessions by preference, 
with 1 = most preferred session. 


Session A:__ Session C: __ 


Session B: Session D: 


NHSA/ST AR REGISTRATION Form * 
The Head Start Director as CEO: 


Executive Visions for the 21st C 
.: .. 


NUMBER OF REGISTRATION FORMS SENT AT TillS TIME 
AMOUNT ENCLOSED$ PER REGISTRANT 
TOTAL AMOUNT ENCLOSED$ 
Print clearly or type. (Complete ONE form for each registrant.) 


Last Name: 


I I I I I I I I I I I I I I I 't First and Middle Name: I 


I I I I I I I I I I II 
Agencl: name: 


I I I I I I I I I I 
I I I I I I I I I I 
Asency address 1 


I I I I 
Agencl: address 2 


I I I I I I I 
Cit:z: 


I I I I I I I I I I I 
State ZiJ2 rn I I I I I 1-1 I I I 
Agency telrhone 


I I 1-1 1-1 I 
Please print or type your HOME address if you want NHSA to send mail to your address. 


Home Street Address 


I I I 
Cit:z: 


I I I I 
State ZiJ2 rn I I I J-1 
Home telephone number: 


I I I 1-1 I 1-1 I I 
If I am not among the first 300 persons to register forST AR '92, please do the fol
lowing: (Check one) 


_Apply my payment towards registration at NHSA and refund the difference to me. 


_Refund the entire amount, minus a $10 handling fee and my 92-93 NHSA dues. 


I 
I 
I 
I 
I 
I 
I 







19th Annual NHSA Training Conference 


Please support NHSA's 2nd Annual Legislative Fundraising Event 


Congresswoman Pat Schroeder 
Chairperson, The House Select Committee on Children 


Tear off and return to: 


National Head Start Association 
201 North Union Street, Suite 320 


Alexandria, VA 22314 


Patricia Scott Schroeder, Democrat, represents 
the first congressional district of Colorado, 
comprising most of the city and County of Denver. 
Patricia S. Schroeder was elected in 1972 and 
has been reelected nine times, winning with 64% 
of the vote in 1990. 


During the 101st Congress Schroeder made 
family issues, women's health issues, and 
defense burden-sharing her top priorities. She is 
the leading House sponsor of the Family and 
Medical Leave Act that gives workers a right to a 
job-guaranteed unpaid leave for family emerge~ 
cies such as birth, adoption or serious illness. Pat 
Schroeder introduced an amendment to increase 
Head Start funding by an additiqnal $1.2 billion in 
FY '92 which was removed from an Emergency 
Supplemental Appropriation Bill after it was 
adopted by the House and Senate. The amend
ment also provided an additional $100 million for 
WIC and $90 million for immunizations. 


Return no later that April 5, 1992. 
Limited capacity of 2, 000. Mail early! 


Pat Schroeder Luncheon 
Friday, May 1, 1992, 12:30-2:30 p.m. 


Atlas Ballroom, Town and Country Convention Center 


Name(s): ________________________________________________________________ ___ 


Address: ____________________________________________________ _ 


City:. ____________________________ State: _____ Zip:. _________ _ 


Cost: $35.00 per person Number of tickets requested: ____ Total Amount Enclosed: ________ _ 


You may pick up your luncheon tickets at the NHSA ticket sales booth prior to the luncheon. 
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Head Start Convention Tour Registration 
• • Welcome to the 1992 "Magic of Head Start" Convention! While in San Diego, you can take advantage of a 
: variety of tours customized just for you! All tours include roundtrip transportation from your hotel via air-
: conditioned motorcoach and all applicable admissions. Meals are not included on any tour. However, there 
• are facilities available for meals on your own on most of the tours. 
: The following tours have been personalized for your convention and are both educational and entertain-


• 


• 


• • • • 


ing. These are offered on Wednesday, April 29 at the specified times. All tours require pre-registration and 
payments must be received by March 28, 1992. In order to keep tour prices at a reasonable cost, all tours 
require 40 passengers minimum on each bus. Therefore, space is available on a first-<::ome, first served 
basis. In the event that a tour must be cancelled due to lack of participation, all monies will be refunded. 
Any tours offered by Royal West Tours & Cruises, whether educational or regular, are subject to a 50% 
cancellation fee if you are not able to attend a tour. 


Educational Tours 
Tour #1 
Catch the Magic of San Diego City Tour 
Begins: 8:30 a.m. Returns: 1:00 p.m. 


See San Diego's most popular sights and orientate yourselves with one of America 's finest cities during this 4 1/2 
hour tour that includes roundtrip bus transportation. Areas that we will visit include the Cabrillo National Monument, 
Harbor and Embarcardero areas, Balboa Park, Gas lamp Quarter, the jewel city of La Jolla, the Cove and Old Town. 
We'll also travel across the Bay Bridge to the City of Coronado and visit the world famous Hotel Del Coronado. 


Cost per person: $16.00 (Adults or children) 


Tour #2 
San Diego Zoo Magic "Tbe Inside Story" 
Begins: 1:30 p.m. Returns: 5:00 p.m. 


Includes roundtrip bus transportation to the world famous San Diego Zoo, admission, a special two-hour behind the 
scenes tour with your own guide. Nine-mile guided bus tour with a private reserved bus, a visit to two off-exhibit areas 
where you will see how the Zoo cares for many of its dwellers. Balance of the time is on your own to browse and 
explore! Admission also includes the Skyfari Aerial tram and the Children's Zoo. 


Cost per person: Adults $25.00, Children $17.00 


Tour #3 
"Magical Beastly Business" at the Wild Animal Park 
Begins 10:00 a.m. Returns: 4:00 p.m. 


Includes roundtrip bus transportation to the Wild Animal Park, admission, a special 2-1/2 hour tour that includes a 
guide to meet your group, a guided walking tour of the 17 -acre Nairobi Village, an insider's look at an off-exhibit area, 
a private encounter with a special animal and its handler, a private 5-mile Wgasa Bush Line Monorail tour with the 
balance of time to browse and explore the gift shop and other shows. This tour does not include Wild Woods. 


Cost per person: Adults $29.00, Children $22.00 


• • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • 
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Tour#4 
The Magic of Seaworld - Behind the Scenes 


Join us for a special look at America's finest Marine Life Animal Park! We'll go behind the scenes and visit areas for 
"authorized personnel only" during our 90-minute guided tour to the back areas of the Park. You'll see how many of 
the animals at Seaworld are trained and cared for as well as learn about new research being conducted. Some of the 
areas we may visit include a look behind the scenes at the Penguin Encounter, Commerson's Dolphin Theater, the 


• • • • • • 


• Animal Care facility and backstage at the Shamu Stadium. All areas of tour are subject of availability daily. During the 
tour, you'll also learn about the Beached Animal and Rescue Program as well as an orientation to the plants and 
water fowl at the park. 


• 


Cost per person: Adults $27.00, Children $21.00 


Tour #5 
The Magic of Space and Science - Reuben H. Reet Theater and Space Center 
Begins 1:30 p.m. Returns: 5:00 p.m. 


This "must see" special tour will take you to the world's first Omnimax Theater. The 180-<:legree domed theater 
shows films at ten times the size of those seen at conventional theaters. Sound comes from 152 speakers through
out the theater-with the result that the spectator feels wrapped in the pictures and sound. This tour also includes 
admission into the Science Center featuring more than 60 "hands-on" exhibits that encourage visitor participation, 
with special and frequently changed displays. Includes roundtrip bus transportation . 


Cost per person: Adults $11.50, Children: $9.00 


Tour #6 
Museum Magic - Passport to Balboa Park 
Begins: 1:30 p.m. Returns: 5:00 p.m. 


Includes roundtrip bus transportation to famous Balboa Park where passengers will receive their Passports. These 


• 


include 6 coupons that allow admission to 2-4 museums, depending on coupon requirements at each museum. • 
Choose from: Aerospace Museum (2 coupons), Museum of Photographic Arts (1 coupon), San Diego Natural History 
Museum (3 coupons), Reuben H. Fleet Space Theater (3 coupons), Science Center (1 coupon) Hall of Champions 
(2 coupons), San Diego Museum of Art (3 coupons), San Diego Museum of Man (2 coupons), San Diego Auto 


Museum (2 coupons). 


Cost per person: Adults and Children $15.00 


Special Tours 
Fresh Prince from Bel Air and Arsenio Hall Show 
Friday, May 1, 1992 


Due to space restrictions individuals will be selected by special drawing. Winners' names will be posted in the NHSA 
registration area. Don't forget-check the bulletin board-you may be one of the lucky persons selected to attend 
this special tour! 


• • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • 







TOUR REGISTRATION FORM 


EDUCATIONAL TOURS 
All educational tours depart on April 29, 1992, at the times specified in the tour descriptions listed above. Begin and Return 
times are based on pick ups from various San Diego Hotels and are approximato until we have exact passenger counts. 


~-----------------------------------------------------------------------
CLIP HERE AND RETURN REGISTRATION FORM AND PAYMENT TO: 
ROYAL WEST TOURS & CRUISES 
P. 0. BOX 2790 
SAN DIEGO, CALIFORNIA 92112-2790 
(619) 595-1695 


PASSENGER NAMES: 
1. ______________________________________________________________ _ 


2·.~-----------------------------------------------------------Address: 
~---=~-=~---------------------------------------------City, State, Zip Code: 


---------------~----~~-----------------Phone: Days: ( ) Eves: ( ) 


HOTEL NAME: ------------------------------------------------------
I would like to participate in the following tours: (check tours desired 
and fill in appropriate passenger numbers and tour prices) 


TOUR# 


1 _____ x #passengers 
2 x #passengers 
3 x #passengers --------4 x #passengers ______ __ 
5 x #passengers --------6 x #passengers -------


------- X $ ____________ _ 
------- X $ ____________ _ 


X $ ___________ _ 
X $ ___________ _ 
X $ ____________ __ 
X $ ____________ __ 


= $ 
= $ 
= $ 
= $ 
= $ 
= $ 


TOTAL DUE ......... $ _____ _ 


I would like to pay with my (circle one) VISA MASTERCARD 


Card # 
Name 0-n~C~a-r~d~---------------------------- Expires -------------


Cashiers Checks or Money Orders should be made payable to Royal West Tours 
& Cruises. No personal checks are accepted. 


REGISTRATION FORMS AND PAYMENTS ARE DUE NOT LATER THAN MARCH 28 
1992! ' 







t 
\ Please cut page along dotted line or make a copy of the form, then fill out and return. 


San Diego, Calif. NHSA Conference HOUSING Form April 29-May 2, 1992 


• Reservation cutoff date: March 31, 
1992, except for Fabulous Inns 
which is March 24, 1992. 


• Telephone requests NOT accepted. 


• Please print or type all items to as
sure accuracy. 


• Complete each part in detail for cor
rect and rapid computer processing. 


• All acknowledgements will be sent 
to individual indicated by the Hous
ing Bureau. 


• Actual confirmation will follow 
from the assigned hotel. 


• Photocopy this form as necessary. 


• Please select at least five hotel 
choices in order of your preference 
1, 2, 3. Use only one registration 
form for each room requested. For 
example, iftwo or more persons are 
sharing the same room, send only 
one form. If additional rooms are 
needed, make copies of your blank 
form. If none of your hotel choices 
are available, you will be assigned 
to the next available hotel in your 
price range. 


• Please CIRCLE occupancy, rate 
choices and hotel code. 


• San Diego Housing Bureau will 
make changes in reservations until 
March 31, 1992. Telephone (619) 
239-0271, Fax (619) 595-0216. 


• Reservations made after the cutoff 
date may not receive the convention 
rate. 


• Send completed Housing 
Form to: 


NHSA Convention Housing 
San Diego Convention and 
Housing Bureau 
1200 3rd Avenue, Suite 824 
San Diego, CA 92101 


The Magic in Head Start .... The Nation's Pride 


Hotel Hotel 
Choice Hotel Name Code Single Double Triple Quad 


**Town and Country 413 
Garden Rooms 65.00 75.00 80.00 80.00 
East Tower 80.00 90.00 95.00 95.00 
West Tower 95.00 105.00 110.00 110.00 


Best Western Seven Seas 412 59.00 59.00 59.00 59.00 


Fabulous Inns of America 403 64.00 69.00 74.00 74.00 


Hanalei Hotel 404 75.00 85.00 95.00 95.00 


Handlery Star Dust 405 70.00 70.00 70.00 70.00 


Holiday Inn Mission Valley 406 65.00 75.00 79.00 85.00 


Kings Inn 407 65.00 72.00 72.00 72.00 


Mission Valley Inn 415 59.00 65.00 65.00 65.00 


Regency Plaza 408 65.00 75.00 


Red Lion 410 95.00 95.00 105.00 115.00 


**Headquarters Hotel 


Arrival Date: ________ _ Departure Date: 


Last Name of Occupant First Name 


1. 2 .. _________ 3 .. ________ _ 
Sharing with (if applicable) 


Company/ Affiliation Daytime Telephone Number 


Mailing Address 


City State/Province Zip/Postal Code Country 


Room Guarantee: If your wish to guarantee the reservation on a credit card, please fill 
in the information below. Otherwise, you will be required to send the flrst night's deposit 
check to the hotel directly when you receive your acknowledgement from the Housing 
Bureau. 


Credit Card Type Number Exp. Date 


Cardholder Signature 







San Diego, Calif. NHSA Conference MAP April 29-May 2, 1992 


Taylor St. 
Offramp 


(to Old Town) 


1. **Town And Country Hotel 
2. Best Western Seven Seas Lodge 
3. Fabulous Inns of America 
4. Hanalei Hotel 
5. Handlery Hotel 
6. Holiday Inn Mission Valley 
7. Kings Inn 
8. Mission Valley Inn 
9. The Regency Plaza Hotel 


10. Red Lion 


** Headquarters Hotel 


Hotel Circle 


El Cajon Blvd. 


All guest rooms are subject to 9% occupancy 
tax. 


Cutoff date for accepting hotel reservations 
is March 31, 1992, with the exception of 
Fabulous Inns of America which is March 24, 
1992. 


Complimentary shuttle bus service will be 
provided to and from Town and Country Con
vention Center and hotels listed above. 







~ 
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Please cut page along dotted line or make a copy of the form, then fill out and retum. 


NATIONAL HEAD START ASSOCIATION 
ANNUAL TRAINING CONFERENCE 


Date: 


San Diego, California 


April 29-May 2, 1992 


Theme: The Magic in Head Start ... The Nation's Pride 


Contact name: __________________ Phone: _______ _ 


Name of company: 


Address:~--------------------------------


___________________________ Zip ______ _ 


Check one: 


PROGRAM BOOK ADVERTISEMENT RATES 


Booklet size: 8 112" x 11" 


• __ Full page, 4-color cover ad: ............................................... ... $1,000 


• __ Full page, black and white cover ad: ................................... 750 


• __ Full page ad: 7" x 10' '........................................................... 500 


• __ Half page ad: 7" x 4 3/4" .......................................... ............. 250 


• __ Quarter page ad: 3 1(2" x 4 1(2" ........................................... 125 


• __ Eighth page ad: 3 1(2" x 2 1/4" ............................................. 65 


Amount of payment enclosed ___________ _ 


Please send ad copy camera ready, or a business card that can be enlarged or copied to: 


8:confads 1/92 


NHSA 
201 N. Union Street, Suite 320 
Alexandria, VA 22314 
Phone: (703) 739-0875 
FAX: (703) 739-0878 







-


_ ... 


National Head Start Association 
201 North Union Street, Suite 320 


Alexandria, Virginia 22314 
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CHAPTER 8 


PROHIBIT 1m c:F SfO<I~ IN CERTAIN PUBLIC MEAS 


Sec. 32.801. PlRPOSE CF OW'TERo BeciJUse srooklng of tobecco, or any 
other weed or plant, Is a positive danger to health end a C8Use of meterl-
81 annoyance, InconvenIence, dlscanfort end 8 heel th hi!Zerd to those who 
8re present In confined places, end In order to serve public health, safe
ty end w If m-e, the dec I ared ptr pose of thIs chapter Is to prch lb It the 
smok I ng of tobacco, or any other weed or pI ant, I n ptb II c pI l!lces end 
places of employment, e)(cept In designated smoking erees Identified by 
"Smoking Permitted" signs• 


Section 1.· Section 32.802 of the County Code of Regulatory Ordl-
n ences Is hereby amended to reed: 


S8c. )2.802. DEFINITIONS. 


(e) "Smoke" or "smoking" l'lS defined In this chl'lpter shell mean ~tnd 


Include the cerrylng of 8 lighted pipe, or lighted cigl'lr, or lighted 
clgl'lrette of any kind, or the lighting of a pipe, clger or· clgerette of 
8ny kind. 


(b) "Public place" shal I !Man any enclosed area to which the ptbllc 
Is Invited or In which the public Is penmltted, Including but not limited 
to, retail stores, retell service estebllshments, theatres, welting rooms, 
reception ereas, educational facllltle!!-, health fl'lcllltles l'lnd public 
transportation facilities. A private residence Is not l'l "public piece". 


(c) ~~lace of employment" shal I mean any area under the control of a 
public or private employer which employees nomally freqoont during the 
course of employment, Including, but not limited to .work areas, employee 
loungl!ls, conference rooms, end employee cafeterias. ''A private residence 
Is not a "place of employment". ' 


Sec. 32.803. PROHIBITIONS. No person shall ~make In a public place 
or place of employment, except In designated s1110klng erees. A building 
may be designated In entirety es a "Smoking Prohibited" eree. However, In 
no case •MY the entire building be designated as a "Smoking Penmltted" 
srea. 


Section 2. Section J2.f}04 of the County Code of Regulatory 
Ord I nences Is hereby mtanded to rem: 


Sec. 32.804. DESIGNATIOO CF St.U<IPG AHEAS. 


(e) Smoking areas mef be designated In public pieces end places of 
employment In' proprietors or other persons In charge e)(cept In retail 
stores, retell service establishments, food markets, food service lines, 
restauremt waiting cweas, hospitals end heBi t h cm-e facilities, public 
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nveyanc~, theatres, auditoriums, public assembly roams, meeting roams, 
st oons, elevators, pharmacies, libraries, muset.ms or galleries, .ln
ud lng restaurants wl thl n the above spec If led establl $hnents uh!ch nre 
n:;tructed so that smoke can drl tt Into the non-rostGourant part of the 
t11bllshnent, which ere open to the public or any other placo where 
oklng Is prohibited hy law, ordinance or regulation. Smoking areas may 
t be designated In areas where the public must walk through to get to 
srnoklnn areas. Wher~ smoking areas are deslgnat~, existing physical 


,-rears and ventlls -; ,c>n systans shall be used to minimize the toxic 
feet of smoking In adjacent non-smoking areas. 1t shall be the respon
blllty of employert to provide 911oke-free areas for non5mokers to the 
xlmum ~u tent possible ~lthln existing facllltles•'IRestaurant owners or 
erators covered by the provisions of thh article' shall designate at 
ast fifty per cent (5~) of Indoor seating capacity for no smoking and 
all Inform ell patrons that a no smoking section Is provided. Hotel 
d motel owners and operators shall designate an adequate number of 
est roans for no smoking to sufficiently meet demands and shall Inform 


potrons that no smo lng rooms are provided. 


(b) smoking areas may not be designated In v shared work area of a 
ace of employment. A shared work area Is any room In which more than 
,e employee Is assigned to perform work during the course of a work day. 
:ployers shall proviJe written Information to anployees concerning smok
IQ et the place of employment, lnclud lng tho location of designated 
10klng and non-smoking areas. 


(c) No ashtrays or other ash receptacles shall be placed In areas 
•ere smoking Is prohlblt0d. 


Sec, J2.B05. OPTIONAL PROHIBITION. All managers and owners of any 
;tebl!stments serving or doing business with the public shell post "No 
toklng" signs within various areas of their businesses end utllhe the 
111 right of the prov i sions of t~hapter. No public place other than 
t'J ones eniJ'IIerated In Section ;2.800 shall be designated as e smoking 
·ea In Its entirety. 


Sec. 32.806. POSTING OF SIGNS. No-gmoklng signs shall be specltl
li ly pieced In retell food production and marketing estebllshnents, 
tcludlng grocery stores and supermarkets open to the public, so they are 
.e11rly vhlble to persons upon entering the store, cloarly visible to 
lrsons In checkout I lnes, end cleerly vl!llble to persons at meat and 
-educe counters. In addition, signs shal I be placed at all entrances to 
1b1Jc places ami plactJs of anployrnant, lel(cept restaurants,· that read 
1bstentlal ly as follows: NO SMOKING EXCEPT IN DESIGNATED AREAS• Smok
'g shal I only be pemltted In public places and places of anployment, 
(Cept restaurants, In areas containing a sign that reads substentlelly 
; follo1.1s: DESIG4ATED SMJI<lNG AREA. \Restaurants shal I either place a 
fgn et the restaurant entrance as provided above or shall place signs In 
.s rest11urant Interior whGch designate 911oklng or . .,_, !!llloklng arees. · 
gns 111hlch dosl_, , i a smoking or no-smoking areas est bllshoo by this 
tapter shal I be clearly, sufficiently, end conspicuously posted. 


\ 


The manner of such posting Including the wording, size, color design, 
end place of posting whether on the walls, doors, tables, counters, stands 
or elsewhere shall be at the discretion of tho owner, operator, manager, 
or other person having control of such roam, building, or other place so 
long es clarity, sufficiency, and consplcuous~ess are epparent In cammunl
cetlng the Intent of th!s chapter. 


Sec. 32.807. GOVERNMENTAL AGENCY COOPERATION. The Chlet Adnlnlstra
tlve Officer shall annually request governwental and educational agencies 
Involved with their specific business within the County of san Diego to 
establish local operating procedures to cooperate and c011ply with this 
chapter. As to pranlses within the County of san Diego which are owned, 
·operated or leased by the federal or state governunts or by special d~s
trlcts, school districts or community college districts, the Chief ~ln
lstratlve Officer shall urge enforcement of the e~lstlng no-~moklng prohi
bitions of those agencies and request cooperation wfth this chapter. 


Ssctlon 4. Section 32.808 of the County Code of Regulatory Ordi
nances Is hereby amended to read: 


Soc. 32.808. EXCEPTIONS. 


(a) Private offices In places of G'llployment assigned to only one 
person, provided that such offices hove f loor-to-ceiling walls and doors 
that shut. smoking shall be permitted In such private offices only when 
the doors are closed, no smoke drifts Into shared work areas, and when no 
non-snok!ng person Is present. 


(b) Hotel and motel banquet, meeting, and assRbly roau, and arellls 
and rooms while In use for private social f~ctlonso 


(c) Psychiatric facilities , Including psychiatri c units of hospi
tals , chemical dependency and substance abuse facilities, Including depen
dency end substance abuse units within hospitals, and long-tem skit led 
nufslng facilities. 


(d) Jslls. 


(e) Stores that deal •~elusively In tobacco products and accessor-
les. 


(f) Bars, lounges and similar establishments where the primary bust
ness Is sale of alcoholic beverages tor consll'llptlon on the preralses and 
wh:ch require all occupants to be 21 years of age or older. 


(g) Bowling centers. 
(h) Pool halls. 


( I) Card roans. 


(j) Any owner or manager of tl business or other establlsltftent sub
ject to this ordinance may apply to tho Chief Administrative Officer for 
an exanptlon or modifIcation of the provisions of this chapter due to 
unique or unusual circumstances or conditions. 
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na.1ces Is hereby a;nendod to reai: 


(e) VIolation of the pr0¥1slons of this chapter or failure to com
ply with the mandatory requirements of this chapter shall constitute en 
lnkectlon punlsheble es !lpe.:lfled In Sect lon 11.116 of the Cou .. ty Code. 


(bJ th~ Chief AdMinistrative Officer shall be respon~lble for com
pllsnca with this chapter \,,.an facilities which ere owned, operated or 
leased by the County of San Diego ere Involved. 


(c) The owner, operator or manager of any p~D II c place or place of 
emp loyw;ent within the ptrvlew of this ch&pter shall C<Jilply herewith. 
Such owner, operator or 111eneger shal I post or cause to be posted al l "No 
Smoking" signs required by this chapter. Such o~ner, operator or manager 
may Inform any parson who vlol~ttes this chapter by smoking In a p~DIIc 
place or plsce of empl_oymsnt not designated Its a smo.l(lng ersa of the 
provisions of this ch8pt&r and 1~ey refuse services or selas to such per
sons. 


(d) It shall be the responsibility of employers to dl sseml nate 
Information concGrnlng the provisions of this chepter t.> employees. 


(tU The Department of Health Services, prior to It Initiating cri
minal proceedings, shall give owners, operators or managers of any plbllc 
place or piece of employment subject to this chapter written notice of 
violations and a thirty-day period after such notice to bring the i r oper
ations Into compliance. 


~. 32.810. VIOLATONS" AND PENALTIES. Any person who violates any 
provision of j;.His chapter by smoking In a posted "No Smoking" s-ea, or by 
felling to ,X,st or ceuse to be posted a "No Smoking" sign required by 
this chapter, or by serving any person who violates this chapter by smok
Ing In e posted "No Smoking" s-ee Is guilty of an Infraction, and upon 


.conviction thereof, shall be punished by (I) a fine not exceedt~g Fifty 
Dollars ($50) for a first violation: (2) a fine not exceeding One.Hundred 
Dol Iars lSIOO) for second violation of the sm\e ordinance within one 
yes-: (3) a fine not Et)(Ceedlng Two Hundred Fifty Dollars ($250) for each 
additional violation of the seme ordinance within one year. 


Section 6. Section 32.811 of the County Code of Reguletory Ordl
nences Is hereby amended to reed: 


Sse. 32.811. EDUCATION FOR 00-SP,n<lr.G PROGIVJ4. The Chief Admin
Istrative Officer wl I I direct the Director of the Department of Healt h 
Services to prepare an annual program of educetlonel ectlvltles emphasiz
Ing the soclel ramifications es wall as the heelth-d<Jgr~lng aspects of 
smoking. 


The Chief Admlnlsrratlve Officer viii work with' at I cities In the 
County through the Cl ty Menagers to assure County-\11 de educational end 
legislative programs discouraging the hannful practice of smoking. 
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CALIFORNIA CHAMBER OF COMMERCE 


Negotiations Neutralize Bills 
Expanding Scope of ADA 
The California Chamber has successfully 
opposed two bills that would have 
expanded the requirements of the federal 
Americans with Disabilities Act (ADA) 
to cover small businesses in California. 


Both AB 1077 (Bronzan) and AB 
1286 (Vasconcellos) originally proposed 
to go beyond the federal standard and 
extend ADA requirements to employers 
with five to 14 employees. 


Due to the Chamber's opposition, AB 
1077 was 
amended to 
conform state 
law with the 
federal law by 
applying the 
ADA only to 
employers of 
IS or more 
employees. 
AB 1286 also was amended to remove 
provisions that would have extended 
ADA requirements to employers of five 
to 14 employees and mandated earlier 
implementation of the ADA in Califor
nia than called for in the federal law. 


Also modified in AB 1286 were 
provisions that would have increased the 
opportunities for any type of employ
ment discrimination litigation or claims 
against businesses with five or more 
employees under the state Fair Employ
ment and Housing Act by allowing 
district attorneys and city prosecutors to 
initiate lawsuits under the state act. 


The Chamber was concerned with the 
potential consequences, such as costs 
and litigation, if the ADA was extended 
to cover smaller employers. The Cham
ber has argued throughout the process 
that it simply does not make sense at this 
point to extend the new federal require
ments to small employers in California. 


As a result of the months of negotia
tions on the bill, AB 1077, instead of 
automatically applying the new stan
dards to small employers, calls for a 
study to be conducted beginning in 
1995. The study will be done jointly by 
the Chamber, Department of Rehabilita
tion, Department of Fair Employment 
and Housing and the sponsor of the bill, 
Protection & Advocacy, Inc. 


The study will examine litigation and 
other costs 
or conse


Americans With 
Disabilities Act 


quences, 
along with 
the benefits 
to disabled 
persons 
protected by 
the new law. 


Based on 
the results of the study, a recommenda
tion will be made to the Legislature and 
Governor as to whether the provisions 
should be extended to small employers. 
Assuming the recommendation is a 
positive one, a new bill will have to be 
introduced in 1996 to cover small 
employers. 


Meanwhile, AB 1077 encourages em
ployers of five to 14 employees to com
ply voluntarily with the ADA employ
ment provisions to the extent possible. 


AB 1286 as amended simply incorpo
rates into the Government Code existing 
protections for applicants/employees 
with AIDS or HIV disease (or other 
"immunological" disorders). This 
represents no change in current practice 
in California because the Department of 
Fair. Employment and Housing has 
already been processing these claims on 
a priority basis for the last several years. 


See ADA: Page 2 
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Legislature Approves 
Trial Lawyers' 
Legislation 


A trial lawyer-supported bill creating 
another negative factor for the California 
business climate has passed the Legisla
ture and is now on Governor Wilson's 
desk. 


SB 711 (Lockyer) virtually prohibits 
the use of confidentiality agreements in 
lawsuits. Confidentiality agreements are 
used in lawsuits to protect the parties 
from disclosure of trade secrets or 
sensitive private information. 


The restrictions in SB 711 would 
allow confidentiality agreements only 
when the party requesting the agreement 
can show that such an agreement is in 
the public interest, an almost impossible 
standard. Consequently, the bill will 
result in even more litigation for 
California businesses, which will be 
forced to take lawsuits to trial rather 
than settle them in order to protect 
confidential information. 


The California Chamber and other 
business groups made the vote over SB 
711 a choice between support for the · 
business climate or support for trial 
lawyers. More than 200 individual 
businesses joined the Chamber in 
opposing the bill. 


Reform of the civil litigation system 
is one of the top five issues identified by 
Chamber members as being necessary to 
improve the California business climate 
and was identified by the Council on 
California Competitiveness as a key 


See Trial: Page 3 
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Quarterly Poll Results on 
Health Care Mandate: 
Page 5 
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Cities, Law Enforcement Join 
Fight Against Proposition 167 


Three groups touted as being 
among the main beneficiaries 
of Proposition 167's record
breaking tax hikes joined the 
No on 167 coalition after 
reviewing the potential effects 
of the initiative. 


The League of California Cities, 
California Police Chiefs' Association 
and California Peace Officers' Associa
tion all reached the same conclusion: the 
unguaranteed possible benefits from 
more than a dozen tax increases do not 
offset their inevitable drag on the state's 
recession-weary economy. 


"Economic studies show Proposition 
167 would mean the loss of more than 
100,000 California jobs," said Kirk 
West, president of the California 
Chamber. 


"Everytime you lose a job you lose a 
taxpayer. Proposition 167 is not the 
solution to any group's financial 
problems." 


Proposition 167 would raise taxes on 


California Chamber Officers 
Philip J. Quigley 


Chairman 


Wilford D. Godbold Jr. 
First Vice Chairman 


Richard J. Stegemeier 
Second Vice Chairman/Treasurer 


workers' compensation insur
ance, health insurance, prop
erty, personal income and all 
businesses - large and small. 


With more than a dozen tax 
hikes, Proposition 167 breaks 


the record for the most tax 
increases in one California ballot 


measure. 
Promoters of Proposition 167 claim it 


would mean more money for a long list 
of programs, including law enforcement 
and local government. But a review of 
the initiative by the three organizations 
showed it has no guarantees the money 
would be spent the way promoters say it 
would. 


The complicated proposition has 
almost 20 tax law changes - far too 
many for one ballot measure. 


The city and law enforcement groups 
are among the newest members of a 
large, diverse and bipartisan coalition 
opposed to Proposition 167. The 
coalition includes the Chamber, Califor
nia Taxpayers' Association, California 
Small Business United, California 
Human Resources Management Council, 
California Farm Bureau Federation and 
the Council on California Competitive
ness. 
Staff Contact: Collette Howell 


CALIFORNIA CHAMBER OF COMMERCE 


Water Resources Chief 
Gives Issues Update 


David Kennedy, director of the state Department 
of Water Resources, discusses state takeover of the 
federal Central Valley Project at a recent meeting 
of the California Chamber's Water Resources 
Committee. Kennedy also gave an update on the 
status of the Governor's water plan. 


ADA Bills 
From Page I 


AB 1286 also allows for the continua
tion of existing local units set up to 
pursue AIDS/HIV discrimination claims 
where the department fails to act. 


With the amendments, the Chamber 
withdrew its opposition to AB 1077 and 
AB 1286 and is neutral on the bills. 
Staff Contact: MelanieWiegner 


Roger J. Baccigaluppi 
Third Vice Chairman 


California Chamber Calendar 
Willard Z. Carr, Jr. 


Immediate Past Chairman 


Kirk West 
President 
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Education Committee: 
September 2, Sacramento 


Board of Directors: 
September 10, Sacramento 


Corporate Governance Committee: 
September 10, Sacramento 


International Trade Committee: 
September 10, Sacramento 


Sacramento Host Breakfast: 
September 11 , Sacramento 


Employee Relations Committee: 
October 16, Los Angeles 


Small Business Committee: 
October 29, Los Angeles 


Workers' Compensation Committee: 
November 12, Los Angeles 


Seminars 
1992 Cal/OSHA Compliance and SB 
198 Update: 


October 7, Anaheim 
October 8, San Diego 
October 21, Sacramento 
October 22, San Jose 
October 27, Ventura 
October 28, Universal City 
November 3, Concord 
November 4, Oakland 
November 17, Ontario 
November 18, Long Beach 
December 1, Fresno 
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Immunity for Volunteer Officers, Directors: 
Legislature Sends Bill to Governor Wilson 


SB 1264 (Lockyer), reinstating immu
nity from lawsuits for volunteer officers 
and directors of non-profit organizations 
including chambers of commerce, has 
gone to Governor Pete Wilson for his 
consideration. 


Volunteer officers and directors lost 
their protection from lawsuits on January 


Trial Lawyers' Bill 
From Page 1 
competitiveness issue. The vote in the 
Assembly was 43-31. The final vote in 
the Senate was 21-16. 


Action Needed 
Chamber members should write to 


Governor Wilson asking him to veto SB 
711. 
Staff Contact: Fred Main 


Ayes (43) 


Archie-Hudson (D) Los 


1 of this year when legislation enacted in 
1988 expired on December 31, 1991. SB 
1264 is identical to the law enacted in 
1988. The key provisions are contained 
in California Corporations Code Section 
5047.5. The immunity applies to 
volunteer officers and directors of 
501(c)(3) and 501(c)(6) organizations. 
Most chambers of commerce are 
50l(c)(6) organizations. Officers or 
directors are not compensated if all they 
receive is reimbursement for expenses 
when serving the corporation. 


To qualify for the immunity, officers 
or directors must be acting within the 
scope of their duties in good faith, in a 
manner they believe to be in the best 
interests of the organization and exercis
ing policy-making judgment. 


In addition, the corporation must have 
insurance based on the size of its budget. 
A corporation with a budget of less than 
$50,000 needs a $500,000 insurance 
policy. An organization with a budget 


Assembly Vote on SB 711 


Allen (R) Cypress 


equal to or more than $50,000 must have 
a $1 million insurance policy. 


Protection is not provided for such 
actions as embezzlement, self-dealing, 
conflicts of interests or wanton or 
reckless actions, nor is it provided for 
the active negligence of an officer or 
director. For example, if the director is 
the driver of a car and is in an accident 
as a result of negligence, no immunity 
would apply. 


In addition to the immunity from 
monetary damages, the court must 
review the evidence substantiating the 
claim before any action or damages can 
be brought to the court. 


Action Needed 
The California Chamber strongly 


supports SB 1264. Chambers are 
encouraged to send letters to the Gover
nor supporting SB 1264. 
Staff Contact: Fred Main 


Noes (31) 


McClintock (R) Thousand 
Angeles) 


Areias (D) Los Banos 
Bane (D) Van Nuys 
Bates (D) Oakland 
Becerra (D) Los Angeles 
Bronzan (D) Fresno 
Brown (D) San Francisco 
Burton (D) San Francisco 
Campbell (D) Richmond 
Cannella (D) Modesto 
Chacon (D) San Diego 
Connelly (D) Sacramento 
Cortese (D) San Jose 
Costa (D) Fresno 


Gotch (D) San Diego 
Hannigan (D) Fairfield 
Hauser (D) Arcata 
Hayden (D) Santa Monica 
Hughes (D) Los Angeles 
Isenberg (D) Sacramento 
Katz (D) Sepulveda 


Andal (R) Stockton 
Baker (R) Danville 
Bentley (R) El Cajon 
Boland (R) Granada Hills 
Brulte (R) Ontario 


Oaks 
Mountjoy (R) Monrovia 
Nolan (R) Glendale 
Quackenbush (R) Cupertino 
Seastrand (R) Shell Beach 
Statham (R) Redding 
Woodruff (R) Forest Falls 
Wright (R) Simi Valley 
Wyman (R) Lancaster 


Eastin (D) Union City 
Elder (D) Long Beach 
Epple (D) Norwalk 
Farr (D) Carmel 
Felando (R) South Bay 
Floyd (D) Gardena 
B. Friedman (D) Los Angeles 
T. Friedman (D) Los Angeles 


Klehs (D) San Leandro 
Lee (D) Oakland 
Lempert (D) San Mateo 
Margolin (D) Los Angeles 
Moore (D) Los Angeles 
Murray (D) Paramount 
O'Connell (D) Carpinteria 
Peace (D) Chula Vista 
Polanco (D) Los Angeles 
Roybal-Allard (D) Los 


Angeles 
Sher (D) Palo Alto 
Speier (D) South San 


Francisco 
Tanner (D) El Monte 
Tucker (D) Los Angeles 


Clute (D) Riverside 
Collins (R) Carmichael 
Conroy (R) Orange 
Ferguson (R) Newport Beach 
Frazee (R) Carlsbad 
Frizzelle (R) Huntington 


Beach 
Hansen (R) Santa Rosa 
Harvey (R) Bakersfield 
Horcher (R) Whittier 
Hunter (R) Bonita 
Johnson (R) Fullerton 
Jones (R) Fresno 
Kelley (R) Hemet 
Knowles (R) Cameron Park 
Lancaster (R) Covina 
Mays (R) Huntington Beach 


Absent, Abstaining 
or Not Voting ( 6) 


Alpert (D) Del Mar 
Chandler (R) Yuba City 
Eaves (D) Rialto 
Filante (R) San Rafael 
Umberg (D) Garden Grove 
Vasconcellos (D) San Jose 
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State Panel Releases Recommendations 
for Managing Sierra Nevada Resources 
A state panel chaired by Resources 
Agency Secretary Douglas Wheeler has 
recommended 18 actions to sustain and 
better manage the resources of the Sierra 
Nevada. 


Among the recommendations of the 
Sierra Summit Steering Committee is a 
call for the state to give "strong consid
eration" to permit streamlining. Propos
als of the Council on California Com
petitiveness, California Environmental 
Protection Agency (Cal/EP A) and 
Governor's Office of Planning and 
Research "should be carefully examined 
for their applicability to the needs of the 
Sierra," the steering committee said in 
its report. 


The report, released late last month, 
is the culmination of a nine-month 
process, beginning with the two-day 
Sierra Summit conference last Novem
ber. That conference brought together 
leaders of local government, state and 
federal agencies, the Legislature, 
business groups, environmental organi
zations, scientists, economists and 
others. 


Following the conference, the 
steering committee set a series of 
workshops within the Sierra Nevada 
region to continue gathering comments 
on managing Sierra resources. 


In releasing the report, Wheeler noted 
that projections show population in and 
around the Sierra are likely to double in 
the next 20 years. "Rather than relying 
on circumstance or on the courts to make 
the vital resource decisions that will be 
necessary, the people of the region need 
to begin developing a common vision of 
the future for the mountain range so as 
to protect the livelihoods and aspirations 
of residents while conserving the natural 
resources that are so important to all 
Californians." 


The steering committee divided its 
inquiries and report into three major 
areas: 


• the need for better information on 
the region; 


• improving coordination in manag
ing natural resources; and 


• developing strategies for sustain
able economic development. 


Information 
To meet the need for information, the 


committee recommended: 
• Conduct an inventory of existing 


sources of data on the economies, 
communities and natural resources of the 
Sierra. 


• Establish a computerized informa
tion clearinghouse to direct people to 
needed information. 


• The Resources Agency should work 
with the Governor's Geographic Infor
mation Systems Task Force to develop 
an authoritative, computerized 
"basemap" of the Sierra to enable 
government and private entities to better 
share information. 


• The University of California should 
develop a strategy for encouraging and 
coordinating research by relevant 
agencies on the mountain range. 


Improved Coordination 
Recommendations for improved 


coordination of resource management 
included: 


• Develop a state growth manage
ment strategy. 


• Local officials should begin a 
process to discuss land use issues, such 
as creating a task force or convening a 
"Local Government Summit." 


• The efforts initiated in 1991 when 
10 state and federal agencies signed a 


"memorandum of understanding" on 
biological diversity should be continued 
and modified to include local govern
ment representatives and other means of 
encouraging local involvement in 
resource management issues, as well as 
to better inform the public about Sierra 
resource issues. 


• Resource Conservation Districts in 
the Sierra, with guidance from the 
California Association of Resource 
Conservation Districts, should play a 
major role in the formation of coopera
tive groups to improve coordination of 
natural resource management at the local 
level. 


• The Legislature and voters should 
pass the California Heritage Lands 
Bond, supported by the Wilson adminis
tration, to provide funds for acquiring 
and restoring natural areas of statewide 
significance in the Sierra and throughout 
the state. 


Sustainable Development 
To promote "sustainable economic 


development," the committee called for: 
• The state Legislature in consulta


tion with the Department of Commerce 
should create financial incentives for 
"value-added" or secondary industries in 
the Sierra that convert natural products 
into finished ones. 


• The Department of Commerce 
should work with the business commu
nity to develop more economic informa
tion about the Sierra, particularly related 
to tourism and recreation. 


• New sources of funding should be 
found for the Rural Economic Develop
ment Infrastructure Program, which 
provides loans and grants to rural 
communities needing infrastructure 
projects. 


• To help timber-dependent commu
nities diversify their economies, a pilot 
community should be chosen for 
assistance. 


• Streamline the permit process. 
• Promote the development of 


enterprise zones. 







--------- --- --- - ----------


Quarterly Poll Results 


Poll Shows Health Insurance Mandate 
Could Lead to Further Job Loss 


Proposition 166, the November ballot 
initiative requiring businesses to provide 
health insurance coverage, could lead to 
a drop in the number of jobs available to 
Californians, according to the California 
Chamber's quarterly poll. 


Forty-two percent of those responding 


Do you currently provide health 
coverage for your employees? 
83% Yes 17% No 
Dependents? 
63% Yes 37% No 


Do you agree with the statement "All 
residents of California should have 
access to health care regardless of 
ability to pay" ? 
51% Yes 32% No 17% Not sure 


What best describes your attitude 
toward extending health care to 
everyone: 
10% Everyone should participate in the 


same system and receive the same 
level of care. 


73% Everyone should be guaranteed a 
minimum level of services with 
the ability to purchase additional 
services on an individual basis. 


17% Other 


What delivery system would you prefer 
in a universal coverage plan? 
20% Continue our current employ


ment-based system, with a 
government subsidized system for 
non-working residents. 


21% Move to a government-run, one
payer system similar to Canada's. 


48% Adopt a competitive approach, 
where citizens are given vouchers 
to purchase care from competing 
health plans. Individuals would 
pay out of pocket for additional 
benefits or more expensive plans. 


11% Other 


How should a universal system be 
financed? 


to the poll said they would deal with 
increased costs due to Proposition 166 
by cutting their workforces; 30 percent 
said they would reduce full-time jobs to 
part-time to avoid offering health 
insurance; and 35 percent said they 
would relocate or expand out-of-state. In 


22% Employer/employee payroll tax 
11% Surcharge on income tax 
24% Sales tax/value-added tax 
3% Corporate tax 


20% Combination 
20% Other 


Which of the following do you believe 
are most responsible for health cost 
escalation? 
31% Development of expensive 


technology. 
33% An aging population. 
67% Too much unnecessary and 


inappropriate care. 
64% Medical malpractice costs. 
46% Fraudulent practices. 
36% High insurance company profits. 
42% High doctor incomes. 
17% Other 


Would you be willing to accept a health 
insurance mandate if: 
16% Future increases were tied to the 


consumer price index. 
20% It applied just to employees with a 


50-50 premium cost share. 


addition, 5 percent wrote in that the 
increased costs would force them to go 
out of business. 


Results of the quarterly poll appear 
below. 


23% You received a 2 percent to 3 
percent savings on your workers' 
compensation premium through 
transfer of workers' compensation 
medical to your health plan. 


34% Under no condition. 
7% Other 


If voters enact Proposition 166 (the 
mandated health insurance measure), 
California would be the only state in the 
region that requires businesses to pay 
for health insurance coverage, not only 
for employees but also for dependents. In 
your opinion, how much will this impede 
your company's ability to compete with 
firms in surrounding states? 
55% Very much 22% Not much 
16% Some 7% Not sure 
How about smaller companies in 
general? 
72% Very much 
14% Some 


7% Not much 
7% Not sure 


Economic studies have indicated that 
health insurance costs for both smaller 
and larger businesses would signifi
cantly increase under Proposition 166. If 
your company experienced such an 
increase because of Proposition 166 
would you deal with it by: 
30% Reducing full-time jobs to part


time to avoid offering health 
insurance. 


35% Passing along increased costs via 
increased prices for your goods 
and services. 


42% Cutting your workforce. 
35% Relocating or expanding out-of


state. 
15% Other 
5% Go out of business 
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Legislative Outlook 
An update on the status of key legislation affecting businesses. Staff contacts listed below can be reached at (916) 444-6670. 
Address correspondence to legislators at the State Capitol, Sacramento, CA 95814. 


Bill Exempting Small 
Employers from Trip 
Reduction Plans Goes 
to Governor 


Governor Signs Water 
Bank Legislation 


Workers' Comp Talks 
Continue 


Legislation prohibiting the South Coast 
Air Quality Management District from 
requiring trip reduction plans from small 
employers is on its way to the Gover
nor's desk. It is expected that the Gover
nor will sign SB 1352 (Lewis), which 
prohibits the air district from requiring 
the plans from employers with fewer 
than 100 employees at a single site. 


The California Chamber strongly 
supports SB 1352. The Chamber 
believes the imposition of trip reduction 
plans requiring employers to prepare 
costly and time-consuming transporta
tion analyses of their workforce would 
be a financial hardship for most small 
employers. These employers already 
have been forced to lay off portions of 
their workforce in order to survive tough 
economic times. Remaining employees 
have had to shoulder substantially 


Governor Pete Wilson has signed Cali
fornia Chamber co-sponsored legisla
tion, AB 2897 (Cortese), to permanently 
extend the laws resulting in the creation 
of the state drought water bank in 1991. 


The Governor's water bank in 1991 
was considered very successful and 
created substantial economic gains for 
the state's economy. A recent University 
of California study reports, "Given the 
slowness with which water trading has 
emerged in California in comparison to 
other western states, this acquisition 
represents a significant achievement in 
the annals of California water policy." 


More than 800,000 acre-feet of water 
was sold voluntarily to the water bank 


The fate of workers' compensation reform 
proposals remained uncertain as Alert 
went to press. The two-house legislative 
conference committee on workers' comp 
had scheduled meetings through August 
28, with the Legislature scheduled to 
adjourn on August 31. 


Employer-supported workers' comp 
reforms have been amended into biparti
san legislation, SB .1624, authored by 
Senators Bill Leonard (R-Upland) and 
Robert Presley (D-Riverside). Co-authors 


increased work loads just to keep these 
businesses operating. 


In fact, it is questionable if small em
ployer trip reduction plans are necessary 
since the state Air Resources Board 
recently adopted reformulated gasoline 
standards to reduce emissions from mo
bile sources, i.e., cars, buses, trucks, to 
help alleviate air pollution statewide. 
Tighter, more stringent tail-pipe emis
sion standards also were recently 
adopted, which should result in reduced 
emission levels from mobile sources. 


Although the scope of SB 1352 was 
significantly narrowed in conference 
committee discussions, the Chamber 
believes this measure is a step in the 
right direction toward freeing small 
employers from onerous and costly trip 
reduction requirements. 
Staff Contact: Valerie Nera 


from farms. Although not all the water 
was used after the March 1991 rains, 
urban and agricultural users and wildlife 
refuges with critical needs were able to 
purchase water from the bank at cost to 
help supplement supply shortages. 


Temporary emergency legislation 
enacted in the 1991-92 first extraordi
nary session of the Legislature was key 
to the success of the state water bank. 
Legislation by Assemblyman Dominic 
Cortese, AB 9x, removed legal barriers 
to the transfer of water to the bank. That 
authority was due to be repealed 
automatically at the end of 1992; 
however, AB 2897 permanently extends 
those water transfer laws. 


include Assemblyman Paul Horcher (R
Whittier). Leonard and Horcher are 
members of the conference committee. 
SB 1624 has the support of the Governor 
and Peter Ueberroth, chairman of the 
Council on California Competitiveness. 


SB 1624 attacks the major cost drivers 
in the workers' comp system: vocational 
rehabilitation, stress claims, medical/ 
legal evaluations and medical treatment. 
Staff Contact: Roxanne Gould 
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Senate Committee 
Okays Poison Control 
Tax on Business 


Assembly Rejects 
Executive Pay Audit 


, Bill 
'\. 


Superfund Liability 
Bill Passes Senate 
Committee 


Costly Change in UI 
Benefit Trigger 
Moving 


ALERT 


A bill creating a new $8 million per year 
tax on businesses and industry to fund 
poison control centers statewide, AB 
3103 (Connelly), passed the Senate 
Appropriations Committee on August 19 
by a vote of 7-4. This bill apportions tall 


liability based on the number of calls 
received by poison control centers 
regarding a particular product. 


Most products have explicit instruc
tions printed on their labels, as well as 
warnings regarding the potentially 
harmful nature of the product if used in 


SB 1552 (McCorquodale), requiring 
corporations to establish a compensation 
and audit committee comprised of 
outside directors, was defeated this week 
in the Assembly. 


The bill aimed to give shareholders 
greater oversight in executive compensa
tion. The provisions in the measure, 
however, would have extended the reach 
of California' s law to companies not 
incorporated in California which are 


California Chamber-opposed legislation 
with the potential to unfairly apportion 
superfund liability passed the Senate 
Appropriations Committee on August 24. 
AB 181 (Tanner) grants special relief to 
local public agencies from superfund 
liability costs for solid waste site cleanup. 
AB 181 now goes before the Senate for 
consideration. 


A major sticking point of AB 181 is 
the arbitrary exemption from site cleanup 
costs for cities using independent haulers 
to dispose of residents ' wastes: cities 
hauling their own solid waste remain 
liable even though there is no difference 
in the waste streams. This legislation will 


Amendments to SB 1739 (Johnston) on 
August 24 would change the trigger 
mechanism for unemployment insurance 
benefits under the Federal-State Extended 
Benefits Program (Fed-Ed) in California. 


Recently enacted federal legislation 
allows states to use an alternative 
formula based on total unemployment 
rates rather than the current insured 
unemployment rates to trigger the 
program. The Fed-Ed program is fi
nanced equally between the federal and 
state governments. 


The new trigger would be very costly 
for California. If it had been in effect 
over the past two years, the Fed-Ed 
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an unsafe or incorrect manner. These 
products are not dangerous if they are 
used in accordance to label instructions. 


The California Chamber has opposed 
AB 3103, believing it would be more 
efficient to streamline poison control 
center operations to reduce unnecessary 
administrative costs and negate the need 
for additional industry taxes during 
unpredictable economic times. 


AB 3103 now goes before the full 
Senate for consideration. 
StaiT Contact: Valerie Nera 


publicly traded on national stock 
exchanges. The definition of outside 
directors also is very strict, severely 
limiting who would qualify as an outside 
director. 


The California Chamber opposed SB 
1552. 


Reconsideration was granted to the 
measure on August 26. 
StaiT Contact: Fred Main 


set an ominous precedent by placing 
unnecessary burdens on other govern
ment agencies, private businesses and 
the state superfund, which must assume 
the "orphan share" of liability in cleanup 
settlements. 


From the Chamber's point of view, if 
local agencies contributed to the 
contamination problem, they should 
accept the responsibility for a share of 
the cleanup costs. Accordingly, public 
agency liability should be determined on 
the basis of contribution site-by-site, just 
as it is for other potentially responsible 
parties. 
Starr Contact: Valerie Nera 


program would have been triggered in 
January 1991 and remained on through 
June 1993. Based on current unemploy
ment rates, SB 1739 would trigger a 13-
week extension beginning on March 13, 
1993 at a projected cost of $76 million. 


The bill was amended on the Assem
bly floor, received a brief impromptu 
hearing by the Assembly Insurance 
Committee and is expected to remain on 
the fast track in order to reach the 
Governor's desk by the end of the 
legislative session. 


The California Chamber opposes SB 
1739. 
StaiT Contact: Nancy Sullivan 
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Barbara Y. Fielding 


NEIGHBORHOOD HOUSE ASSOCIATION 
HEAD START - CHilD DEVEWP~Ef\1 PROGRAM 


OF SIU'II DIEGO COUN1Y 


-----~-- -----------
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Mr. Dor, Abe 1 
Offi c-= of Supervisor !..eor> Williams 


Pax # 55 7 -4 025 . :: ... 


•<::rc IN HEAD START" is the thEme f o r the 19th 


, ...... tl.;o.tional Head Start Associatio:'l Conferer-.ce . 


~";.:; .c·,c ;·,t will tak"- place at the Tcw~J & Country Co r.ve:1lio r. 


·: oe:.tt~r J.t: Mission 'Jall'ly · f_rom April 25 -May 2, 1992. 


v • Lhan 8,000 confirees from all over the country are 


··xpccted t o atte:~d . 


i;, .:dditio a to over: 110 workshops, many off-site e c_ ·'' 


.:::-:~c :::J.c,1ce. s _aJ.·o: 9lan1.ed . Also , each eve:·: :i.r.g therE • 


,, •;,t,:,gic 'n6~.;.> · f<'l.J.t.uri;·,g~various -lypes of e r-. tertai:.rne: •.. 


~ustc , and relaxation , from 4r30 - 5•30 p.m. 


": :c W"'<'l::e sday evenin g, 4/29, the elaborate Regional REception 


'"lll t ake place, wi th theme areas throughout the premises 


spot l; ghti:1g Califorrtia, Arizo:1a, Ne:va.da, H3waii, a:-.d lt:.e 


Trust Territor1es . Th1s will take place fr om 9 t o mid~~ght, 


a~d will feature food a ~d entertainment. 


Head Start i s in it s 27th year of servi~g children and 


t.tlhC lC. 


~his cc~fere~ce will br ing t ogether parent s and 


.-.:, atmosphere of fm, and lear nir.g t.o co:, tinue that 
"Head Start- Touching Children ... Reaching Families" 
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California 
School 
Boards 


Association 


3100 Beacon Blvd. 


P.O. Box 1660 


Wesl Sacramento 


D. \1:1691 


November 19, 1991 


MEMORANDUM 


TO: Members of Joint Committee on Youth Policy 


FROM: Davis Campbell 


SUBJ: Scheduled Meeting 


Attached are the minutes of our meeting of October 31 for your review and 
consideration. 


As we agreed at that meeting, we will meet on December 19 from 10 to 3 p.m. 
Please call Pat at (916) 3 71-4691 and let her know if you plan to attend. 


I' 11 see you in December. 
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YOUTH POLICY TASK FORCE MEETING 


OCTOBER 31, 1991 


PRESENT: 


Louise Perez, Chair 
Phil Batchelor, Chief Administrative Officer, Contra Costa County 
Don Benninghoven, Executive Director, League of California Cities 
Lara Blakely, Council Member, City of Monrovia 
Davis Campbell, Executive Director, CSBA 
N<mcy Johnson , Asst. Director, San Jose Parks, Recreation & Community Services 
Betsy Marchand, Supervisor, Yolo County 
Mary Standlee, President, CSBA 
Steve Swendiman, Executive Director, CSAC 
Larry Wilder, Mayor, City of Reedley 
Leon Williams, Supervisor, San Diego County 


Staff and Guests: 


Chris Bertrand, Asst. Executive Director Board Development 
Hal Conklin, President, League of California Cities 
Christine Cutshaw, CSAC 
Bob Dorr, Supervisor, ElDorado County 
Sheri Erlewine, League of California Cities 
Mike Fallon, Public Information Officer 
Diane Greene, Assistant to Executive Director 
Pat McManus, Recording Secretary 
Susan Swigart, CSAC 
Mary Tietz, Office of Child Development & Education 
Jane Uitti, Urban Counties Caucus 
Norm Woods, League of California Cities 


ABSENT 


Robert Trigg, Supt. Elk Grove USD 


The meeting was called to order by Louise Perez, Chair of the Committee. 


1. Review of summit format and update on recent activities 


Davis updated the committee members and reported that the facilitators will be 
Val Marmillion for Southe~ California and Merrill Vargo in Northern California. 
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2. 


ARCO has provided a lead grant of $25,000 and there have been positive 
indications from GTE, the Marin Foundation and others. The timeline for the 
committee was discussed. A letter from the committee will be sent to the 
president of each of the associations represented on the task force inquiring at 
what point they think the task force could consider its assigned tasks completed. 
Youth policy task forces are being appointed in each of the associations. 


Summit format 


a. 


b. 


General Format: 


0 Main theme to be what can we do to get local community involved 
0 Empower local people 
0 Focus on effective programs 
0 Take time to show why we are here 
0 Define obstacles and solutions 
0 Talk about turf 
0 Specific successes 
0 Spend time on solutions 
0 Staff committee will develop three questions for breakout agenda 


for task force approval 
0 Have a political speaker as the keynote speaker 
0 Opening remarks should be done by someone more effective than 


task force member 
0 Have visionary speaker (maybe political) for presentation on 


effective programs 
0 Need well known speaker for second day to encourage second day 


attendance, let local comunity recomend speaker 
0 Ask appropriate questions to get specific outcomes 
0 Get consultants to help with strong marketing program 
0 Need to have a committee meeting for feedback from summits 
0 Should have an emcee to run the day 
0 Invite local mayor and the county supervisor to speak at each 


summit 


Theme breakout sessions: 


o Seek a consensus on barriers to coordination of children's services 
o Have an independent recorder from each content area 
o Facilitator/ moderator of sessions needs to be independent and 


neutral, and have background knowledge of subject 
o Committee prefers superintendents not be used 
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o Moderator should focus on moving the discussion along 
o Recommend mixed audience 
o Have a point person for breakout sessions 
o Need to resolve how to get representative sample of participants 
o At registration, divide people up and have a mix or ask people's 


choice on registration form and assign them out. 


c. County breakout sessions: 


o On second day tape all proceedings 
o Second day should be flexible 
o Do continental breakfast and no lunch on second day with speaker 
o If a county picks up the second day, they may expand as they wish , 


may serve lunch if they choose to do so 
o Have sharing sessions 
o Meetings in Los Angeles to be set up by supervisory district 
o Urban Caucus will work with Leon Williams and supervisors to 


help build interest in second day have committed speakers and a 
strong close and end with press conference. 


3. Funding Issues 


a. Agreed that $75 fee per person is acceptable. 


b. Agreed not to hold summit in Modesto. 


4. Summit date set for April may have a conflict with local elections. Staff will 
research and report back. All other dates approved by committee. 


5. Invitations 


o Invitation to be personalized 
o Stationery will have the logos of the three organizations 
o Each organization will collect their own responses and then forward list to 


CSBA 
o Ask the Governor to do follow-up letter to original invitation 
o Invitation will ask that a person be appointed to attend 
o Specify for both days 
o Need equal representation by county, city, districts; have figures available 


at next meeting 
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6. One person from task force should be assigned to conference to speak on behalf of 
all three organizations; at the first summit have all three presidents for kick off; 
have official speaker and one other task force member assigned to each conference 
and one other task force person as observer; these assignments are to be made by 
chair. 


7. Chico State University may help with video if resources available; associations to 
locate existing footage; staff subcommittee needed for creation of script; footage 
should match message intent. 


8. The next meeting will be held on Thursday, December 19. 
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S USA N GOLDI N G 
SUPERVISOR. THIRD DISTRICT 


SAN DIEGO COUNTY BOARD OF SUPERVISORS 


DATE: February 4, 1992 


TO: BOARD OF SUPERVISORS 


FROM: Supervisor Susan Golding 


SUBJECT: Child Protective Services Review Commission or 
Ombudsman 


SUMMARY: 


I ssue: 
Should the county 
commission for the 
complaints brought 
ongoing basis. 


Recommendation: 
SUPERVISOR GOLDING: 


establish an independent, ombudsman or 
purpose of receiving, and investigating 
against Child Protective Services on an 


1. Direct the County Administrative Officer to establish an 
independent ombudsman or commission to investigate 
disputed Child Protective Service decisions that result 
in the separation of families. 


2. Establish an employee review process when three or more 
legitimate complaints are initiated from separate 
individuals involving the same employee. 


3. Establish better screening guidelines in determining 
legitimacy of anonymous referrals through the County 
Child Abuse Hot-line. 


4. Return find{ngs to the Board within 45 days. 


BACKGROUND: 
After approximately three months of concentrated, in-depth contact 
with the public and private entities, it is my conclusion that 
there is an urgent and immediate need to establish an ongoing, 
independent, commission or ombudsman to reexamine disputed cases 
within the Department of Child Protective Services. 


In October I asked the Chief Administrative Officer to research the 
feasibility of appointing the Juvenile Justice Commission as an 
oversight committee to CPS. Given the Juvenile Justice 
Commissioners current responsibilities this may or may not be t h e 
right choice. I believe that another commission (i.e., Commission 
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on Children & Youth) or separate task force could be used or a new 
one established, comprised of individuals not associated with Child 
Protective Services who would review complaints on an ongoing 
basis. An ombudsman position can be accomplished in several ways. 
An existing position can be utilized by redefining a current 
position and having himjher report directly to the Board of 
Supervisors. 


I am pleased to hear that an Ombudsman has been hired by Child 
Protective Services. However, I feel that this person will be 
reporting to the Director of Child Protective Services and 
therefore not solely independent. We must do more to ensure the 
confidence and trust of the public. We must ensure that decisions 
resulting in the separation of families, that are legitimately 
questioned, have a way to be independently examined. 


Secondly, I believe the County has many fine employees who care 
deeply about the welfare of children, but there are obvious 
problems. Employee review in instances where a single employee is 
involved or connected with an inordinate number of disputed cases 
should be scrutinized. There must be a process that triggers an 
immediate investigation after three or more separate complaints 
involving a single employee. 


It is disturbing that no one is able to say how many accusations of 
sexual and physical abuse of children are incorrect. National 
authorities have estimated that erroneous diagnoses of child abuse 
are made in five to ten percent of cases. Even our local experts 
agree the five percent figure may be a reasonable estimate. We 
must work harder to decrease this figure. The injury and 
devastation these mistakes have on the family unit is unacceptable. 


Over the past three months I have seen too much evidence that false 
accusations of child abuse and neglect may being used as 
harassment. Often this is where the problem originates. Sometimes 
this occurs in custody disputes, through our conciliatory process. 
Neighbor against neighbor. Foster parents against parents. The 
scenarios are numerous some quite complex. These false 
accusations are flooding the already over burdened hot-line system. 
I believe that anonymous reporting ought to be reviewed and 
reexamined closely. This would lessen the chance of individuals 
using it to harass and falsely accuse for personal reasons. 
Anonymous reporting was designed to encourage citizens to report 
true incidents of abuse and neglect without getting personally 
involved. But, like many other ideas that originally arose from a 
critical necessity, there is need for reform. 
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There is a County Grand Jury inves·tigation of Child Protective 
Services underway. However, the need for action n ow is obvious. 
I do not need to wait for those · find ings to determine there is a 
nee d to establish an independent commission or ombudsman for both 
the protection of the County a nd it's citizens. 


several years ago I reques ted an investigation into allegations ~-.he 
County was r. ot doing e n ough to protect our children from abuse and 
neglect. Removing a child from his/her home when it isn't 
necessary is a lso a f o rm of abuse. In some instances the county 
may be going · too fa r in the name of intervention . 


The problems with the system are complex and often involve multiple 
jurisdictions . There are no easy answers. But, we must begin the 
immediate task of reevaluation . 


We must r eemphasize our commitment to Family Preservation. our 
goal of providing intensive comprehensive services desig ned to 
elimina te the need to remove children from their own homes, and to 
expedite the return of foste r children to their· own homes, is being 
compromised if we continue to allow errors to go unchec ked. 


There is absolutely nothing worse than a child abuser • . . • and there 
is also nothing worse than an arbitrary , system gone awry . It is 
not my i n tent to protect or provide a means of protection for child 
abuse and neglect . But, I cannot stand by while even one family is 
unjustly destroyed in an effort to save them. 


fully Submitted, 


SUSAN GOLDING 
Supervisor, Third District 


3 







BOARD OF SUPERVISORS 
AGENDA ITEM 


INFORMATION SHEET 


SUBJECT: Child Protective services Review Commission or Ombudsman 


SUPV. DISTRICT: ALL 


COUNTY COUNSEL APPROVAL: Form and Legality ( )Yes (x)N/A 
( )Standard Form ( )Ordinance ( )Resolution 


AUDITOR APPROVAL: (x)N/A ( )Yes 4 VOTES: ( )Yes ( )No 


FINANCIAL MANAGEMENT REVIEW: ( )Yes ( )No 


CONTRACT REVIEW PANEL: ( )Approved ---------- ( )N/A 


CONTRACT NUMBER(S): 


PREVIOUS RELEVANT BOARD ACTION: 


BOARD POLICIES APPLICABLE: 


CITIZEN COMMITTEE STATEMENT: 


CONCURRENCES: 


ORIGINATING DEPARTMENT: Third Supervisorial District 


CONTACT PERSON: Jacquelyn Sherman-Rustin 


CHIEF ADMINISTRATIVE OFFICER 
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From: 
To: 
Date: 
Subject: 


Isabelle Perez (IPEREZ) 
DABELX 
Thursday, July 16, 1992 12:32 pm 
TODAY'S STAFF MEETING -Reply 


sorry but i have some more areas i've been a busy littlet bee 
and we have not met with llw for awhile. you can put me last, 
i'll talk quickly 


remember project tracking are you still wanting us to do this. 
i got to thinking i better check b-4 i spend the 2-3 hours 
filling in what i plan to share today and what i don't get to 
today. 


8. dede alpert immunization fair 


9. s.d. black health services association 


10. normal hghts tree planting 








COUNTY OF SAN DIEGO 


PUBLIC AFFAIRS OFFICE 
Public (619) 531-4833 SANCONTEL (730)-4833 


11/12 


Isabelle : 


Here's a draft news release on Supervisor 
hilliarns' proposed Blue Ribbon Commission . 


~ 
Shirley Hulett E £ 0 
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WILLIAMS CALLS FOR BLUE RIBBON PANEL 
TO SOLVE HEALTH CARE CRISIS 


FOR IMMEDIATE RELEASE 


San Diego County Supervisor Leon L. Williams has called for creation of 


a "blue ribbon" commission of employers, business leaders, and health care 


and insurance providers to focus attention on the county's health care needs, 


costs and delivery systems. 


Williams said the commission will be asked to assist the County Board of 


Supervisors in developing a health policy which addresses the rising health 


care costs and prioritizing the need for services at a time when the state is 


shifting its responsibility to adequately fund health care programs to the 


counties. 


"We must take immediate action to redesign our drastically under-funded 


health care system as well as a host of other issues which are directly 


related to the quality of life for this region," said Williams. 


Williams' call for the panel is a result of what County officials cite 


as the state's continuing failure to provide adequate funds for medical and 


other services. 


In 1983, the County agreed to deliver health care to medically indigent 


more 
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provided that the state would pay its share. When programs were transferred 


to the County, state funding began to drop. In 1988-89, the state paid $41 


million toward medically indigent adult services and $27 million in 1990-91, 


requiring the Supervisors to "backfill" from an already lean budget and for 


local hospitals to write off $70 million in costs in 1990 alone. 


"It is appalling that although San Diego is the state's second largest 


County, it ranks 56 among 58 counties in terms of the share of general funds 


which it receives from the state," Williams said. "We receive $173 per 


person while Los Angeles receives $268 and the statewide average is $236. If 


San Diego County received the statewide average, we would have an additional 


$100 million to provide services." 


Not content to wait for a judicial solution, Williams says the answer to 


the County's health care needs lies in "the collaboration of business and 


community leaders to work together to reduce costs, attract new monies and to 


use our existing resources more efficiently. We must educate the public to 


develop more healthful lifestyles and provide information which is multi


lingual and culturally appropriate." 


Specific attention should be focused on the needs of the underclass and 


ethnic minorities, Williams said. "Ethnic minorities lack access the health 


care," he said. "Prevention strategies must be developed in all major areas 


which focus on excess death and unnecessary morbidity of ethnic minorities 


within our community. 


In 1987, infant mortality for African Americans in San Diego County was 


nearly twice that of Caucasians, and Black and Hispanic women with breast 


cancer is 20 percent greater than Caucasian women. 
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JlN DIEGO COUNTY VENDING MACHINE 


, ~ec. XX.XOl. PURPOSE OF CHAPTER. 


ORDINANCE 6/91 


The Board of Supervisors finds that laws have been enacted 


prohibiting the sale of tobacco products to minors. These 


laws cannot be effectively enforced when tobacco products 


are offered for sale in vending machines. Therefore, the 


Board of Supervisors concludes that prohibiting vending 


machine sales of tobacco products is essential to 


curtailing the illegal saleoftobacco products to minors. 


Sec. XX.X02 VENDING MACHINE SALES PROHIBITED. 


No cigarette or other tobacco product may be sold, offered 


for sale, or distributed by or from a vending machine or 


appliance, or any other device designed or used for vending 


purposes. 


Sec. XX.X03. ENFORCEMENT. 


The Chief Administrative Officer shall be responsible for 


compliance with this chapter when facilities are owned, 


operated or leased by the County of San Diego are involved. 


The owner, operator or manager of any other place or 


facility where vending machines are located or operated 


shall comply with the provisions of this chapter. 


Sec. XX.X04. VIOLATIONS AND PENALTIES. 


Any person who violates any provision of this chapter by 


selling, offering for sale or distributing cigarettes or 


any other tobacco products from a vending machine or 


appliance or any other device designed or used for vending 


purposes is guilty of a misdemeanor. 







SAN DIEGO COUNTY VENDING MACHINE ORDINANCE 6/91 


Sec. XX.XOl. PURPOSE OF CHAPTER. 


The Board of Supervisors finds that laws have been enacted 


prohibiting the sale of tobacco products to minors. These 


laws cannot be effectively enforced when tobacco products 


are offered for sale in vending machines. Therefore, the 


Board of Supervisors concludes that prohibiting vending 


machine sales of tobacco products is essential to 


curtailing the illegal sale of tobacco products to minors. 


Sec. XX.X02 VENDING MACHINE SALES PROHIBITED. 


No cigarette or other tobacco product may be sold, offered 


for sale, or distributed by or from a vending machine or 


appliance, or any other device designed or used for vending 


purposes. 


Sec. XX.X03. ENFORCEMENT. 


The Chief Administrative Officer shall be responsible for 


compliance with this chapter when facilities are owned, 


operated or leased by the County of San Diego are involved. 


The owner, operator or manager of any other place or 


facility where vending machines are located or operated 


shall comply with the provisions of this chapter. 


Sec . XX.X04. VIOLATIONS AND PENALTIES. 


Any person who violates any provision of this chapter by 


selling, offering for sale or distributing cigarettes or 


any other tobacco products from a vending machine or 


appliance or any other device designed or used for vending 


purposes is guilty of a misdemeanor . 







SAN DIEGO COUNTY VENDING MACHINE ORDINANCE 6/91 


Sec. XX.XOl. PURPOSE OF CHAPTER. 


The Board of Supervisors finds that laws have been enacted 


prohibiting the sale of tobacco products to minors . These 


laws cannot be effectively enforced when tobacco products 


are offered for sale in vending machines. Therefore, the 


Board of Supervisors concludes that prohibiting vending 


machine sales of tobacco products is essential to 


curtailing the illegal sale of tobacco products to minors . 


Sec. XX.X02 VENDING MACHINE SALES PROHIBITED. 


No cigarette or other tobacco product may be sold, offered 


for sale, or distributed by or from a vending machine or 


appliance, or any other device designed or used for vending 


purposes. 


Sec. XX .X03. ENFORCEMENT. 


The Chief Administrative Officer shall be responsible for 


compliance with this chapter when facilities are owned, 


operated or leased by the County of San Diego are involved. 


The owner, operator or manager of any other place or 


facility where vending machines are located or operated 


shall comply with the provisions of this chapter. 


Sec. XX . X04 . VIOLATIONS AND PENALTIES. 


Any person who violates any provision of this chapter by 


selling, offering for sale or distributing cigarettes or 


any other tobacco products from a vending machine or 


appliance or any other device designed or used for vending 


purposes is guilty of a misdemeanor. 







REASONS TO ADOPT THE PROPOSED LEGISLATION 


SMOKI NG ORDI NANCE 


1. Prevent death and illness due to e x posur e of food 
serv ice employees to a Class A Carcinogen i n their places 
of employment. 


2. Prevent death and illness in the general publ i c due to 
e x posure to a Class A Carcinogen in public p laces. 


3. High public approval, as e x perienced in San Louis 
Obispo ( 73.5%) 


4. Minimal cost. Enforcement mechanism already in place. 
Only dissemination of information, is necessary. 


5. Though this is strictly a health , n ot an economic issue, 
the experience in San Louis Obispo h as s h own neglig ible 
adverse economic consequences despite predictions to t h e 
contrary. 


6. Corrects a law that is unfair and discriminatory against 
food service employees, many of whom are students and 
pregnant women. 


7. Smokers will benefit because it will make it easier to 
break their addiction to nicotine which most of them want 
to do. 


VENDING MACHINES 


1 . Reduce the number of children and adolescents who become 
addicted to nicotine, the deadliest and most addictive of 
all drugs . 


2. Smokers will benefit because it will help them break 
their addiction . 







Jil l ~~~IIIII~ ~~~ I City 0~ sanltus OBISpo 
990 Palm Street/Post Office Box 8100 • San Luis Obispo, CA 93403-8100 


September 27, 1991 


Mr. George Story 
I 010 Second Avenue, Suite 555 
San Diego, CA 92101 · 


Dear Mr. Story: 


You recently requested a progress report on the implementation of the City of San Luis 
Obispo's smoking ordinance. I am happy to provide you with this information. 


It may be helpful to first provide you with a little background on our ordinance. The 
City of San Luis Obispo has had a smoking ordinance in place since 1979. It has been 
strengthened on two occasions since that time. The most recent amendment, which 
took place in August of 1990, extended its scope to all enclosed public areas 
accessible to the public. To the best of our knowledge, the ordinance is the most 
comprehensive in the United States. 


Since its adoption, the ordinance has received a lot of publicity, most notably for the 
fact that the public can no longer smoke in bars and restaurants. However, with one 
year of experience, I am pleased to report that implementation has gone very smoothly. 
The City has only issued three citations, all of which have gone to the same bar. 


Evidence of the public support for the ordinance is illustrated in the attached articles 
from the City's newspaper. One article discusses a poll, conducted by local university 
students, which shows that nearly 74% of the City's residents favor the ordinance. 
The second article provides an overview of the first year of implementation and is very 
favorable. 


No formal information is available regarding the smoking ordinance's economic impact 
on the City's bars and restaurants. However, our local Chamber of Commerce has 
publicly confirmed that the ordinance "has not harmed most local businesses". In 
addition, the City has received very few complaints from bar and restaurant owners 
relating to business losses in connection with the ordinance. 


Enforcement has been relatively problem free. This is generally attributed to the fact 
that the City's enforcement efforts have been very low key and rely on voluntary 
compliance from the community. The City does not actively seek out smoking 
ordinance complaints; rather, complaints are responded to as they are received. In 
addition, follow up on first time complaints is very informal and cooperative in tone. 







Mr. George Story 
September 27, 1991 


Page Two 


Finally, it is important to note that the costs associated with the ordinance have been 
relatively minimal. The City has spent approximately $3,000 for materials such as no 
smoking signs and brochures explaining the ordinance. Staff time has been limited 
to responding to inquiries and following up on complaints. In short, the City's smoking 
ordinance has been a success. I have enclosed a couple of newspaper articles, our 
enforcement policy, and a program brochure. Please contact me at (805) 781-7151 if 
you would like additional information. 


Sincerely, 


'\ 


Q(/J f-/u<;,it 
Deb Hossli 
Administrative Analyst 


Attachments 


B:Nicely 







Download of this portion is not publicly 
available due to copyright restrictions. 


Contact Special Collections & University 
Archives for information about accessing 
this item. 
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OF STATE REQUIRED PROGRAMS AND LOCAL COUNTY OPTION PROGRAMS. THIS 


NEW REFORMED IS KNOWN AS "REALIGNMENT" . 


THIS "REALIGNMENT" IS AN ATTEMPT TO OFFER GREATER "FLEXIBILITY" TO 


LOCAL GOVERNMENTS IN THE DESIGN AND DELIVERY OF THEIR HEALTH CARE 


SERVICES, AND THAT IN TURN WOULD THEORETICALLY ALLOW COUNTY HEALTH 


CARE NEEDS TO BE MET MORE EFFECTIVELY & EFFICIENTLY. THIS 


"~ALIGNMENT" CONCEPT WILL HAVE SIGNIFICANT IMPACT AND WILL REQUIRE 


MAJOR MODIFICATIONS IN THE DELIVERY OF PUBLIC, ME~TAL, INDIGENT AND 
I J 


SOCIAl.. .SERV'ICES. THE EXACT EXTENT OF "LOCAL FLEXIBILITY" UPON -------
COUNTIES WILL NOT BE KNOWN UNTIL CLEAN-UP LEGISLATION IS FINALIZED. 


ONE VIEW OF THIS ACTION IS THAT THE STATE HAS SHIFTED ITS 1 


RESPONSIBILITY TO ADEQUATELY FUND HEALTH CARE PROGRAMS TO THE 


COUNTIES. PERHAPS "REALIGNMENT" IS A NECESSITY GIVEN THE STATES' 


BUDGET DEFICIT. 


REGARDLESS OF ONES VIEW TOWARDS STATE ACTION, THE REALITY IS THAT 


SAN DIEGO COUNTY HAS NEARLY EXHAUSTED ITS ABILITY TO PROVIDE HEALTH 


CARE SERVICES FOR OUR 2.5 MILLION RESIDENTS. THE DETERIORATION OF 


THE COUNTY'S ABILITY TO PROVIDE HEALTH CARE SERVICES IS DIRECTLY 


LINKED TO A NUMBER OF VARIABLES. 







MOTOR VEHICLE IN LIEU-TAX, FINES, FORFEITURES AND PENALTIES, ETC. 


AS THE SECOND LARGEST COUNTY IN THE STATE, SAN DIEGO RANKS 56 OUT 


OF 58 COUNTIES IN OUR SHARE OF STATE GENERAL FUNDS. SAN DIEGO 


RECEIVES $173.00 PER PERSON WHILE LOS ANGELES RECEIVES $268.00 PER 


PERSON. THE STATEWIDE AVERAGE PER CAPITAL TAX IS AT $236.00. 


UNEQUAL DISTRIBUTION OF GENERAL TAX REVENUE FROM THE STATE, MEANS 


THAT SAN DIEGO TAX REVEtruE IS BEING SPENT BY OTHER COUNTIES. IF 


SAN DIEGO WERE TO RECEIVE THE STATE WIDE AVERAGE WHICH I BELIEVE 


IS JUSTLY DUE US WE WOULD HAVE AN ADDITIONAL $100 MILLION IN 


REVENUES FOR THE PROVISION OF SERVICES. 


SECONDLY; AS PART OF "REALIGNMENT" THE TOTAL STATE CONTRIBUTION TO 


OUR MEDICALLY INDIGENT ADULT SERVICE PROGRAM THIS YEAR WILL BE $27 


MILLION, A MEAGER SUM WHEN COMPARED TO A $41 MILLION PROGRAM IN 
., 


._,. 


FISCAL YEAR 1988-89. TO ENSURE A BASELINE LEVEL OF FUNDING THIS 


YEAR THE BOARD OF SUPERVISOR TOOK ACTION TO UTILIZE $ 4 MILLION OF 


LAST YEARS PROPERTY ADMINISTRATION FUNDS COLLECTED AS A RESULT OF 


ASSEMBLY BILL - 2557. EVEN WITH THE $4 MILLION A VOID OF $10 


MILLION REMAINED. IF NOT FOR OUR LOCAL HOSPITALS' WILLINGNESS TO 


TEMPORARILY ABSORB A $10 MILLION COST, 25,000 RESIDENTS WOULD BE 


WITHOUT HEALTH CARE THIS FISCAL YEAR. IT IS IMPORTANT FOR OUR 


CITIZENS TO UNDERSTAND THAT THE PROVISION OF MEDICAL SERVICES TO 


THE INDIGENT ADULT POPULATION, WAS A FISCAL RESPONSIBILITY OF THE 


STATE. 







Jg·~r,0~ r:.~·- \ · ·_) _:·~>;.; ~ ~-J 
IN 1982 THE STATE EXPENDED $55. 5 MILLION FOR THE MEDI-.CALLY INDIGENT '·~ 


. t~-'; ::i(>~:' .:~ ·, ~ :: ": . . ~ ~ -
IN SAN DIEGO COUNTY. IN 1983 SAN DIEGO COUNTY GOV~~E;~T< AGREED TO i !~ 


D~~£·? ·~1·;-... ~,.~ ':.' .. '.. ~: .. : fL 
TAKE ON THIS RESPONSIBILITY WITH THE UNDERSTANDING THAT THE STATE 


WOULD PAY FOR ITS SHARE. IMMEDIATELY UPON TRANSFERRING THE PROGRAM 
e)~> 


TO THE COUNTY, THE STATES' FUNDING LEVEL FLUCTUATED ~ REDUCED TO 
jltoN r 


A DRASTIC $36.4 l N 1985, UP TO $41 MILLION AND NOW DOWN AGAIN TO 


$27 MILLION. DURING THE PERIOD OF 1985 TILL 1989 THE POPULATION 


INCREASED ? AND INFLATION INCREASED BY 32 s?u TODAY SAN DIEGO 


COUNTY'S HEALTH APPROPRIATION IS AT ? % PER CAPITA APPROPRIATION 


STATEWIDE THE PER CAPITA SPENDING IS ?. 


A THIRD AREA OF MAJOR IMPORTANCE AND THE MOST DIFFICULT TO RESOLVE 


IS THE DELIVERY OF HEALTH SERVICES TO 26% OF THE COUNTY'S 


POPULATION WHO ARE UNINSURED. THIS UNCOMPENSATED GROUP CONSTITUTES 


57 5, 000 INDIVIDUALS BEYOND THE EXISTING 25, 000 IN THE COUNTY 


MEDICAL SERVICE PROGRAM. 


CHILDREN COMPRISE 27 % (31 18 ?) OF THE UNINSURED WHILE WORKING 


ADULTS COMPRISE 52 % . THE REMAINING 21 % ARE SELF EMPLOYED, 


UNEMPLOYED, RETIRED, MEDICALLY UNINSURABLE, AND THE DISABLED. ALL 


THREE OF THESE GROUPS BECOME VICTIMS OF FEDERAL AND STATE POLICIES 


WHICH REDUCE ELIGIBILITY. CONSEQUENTLY, THE BURDEN OF PROVIDING 


HEALTH CARE SERVICES TO INDIVIDUALS WHO ARE NOT ELIGIBILITY FOR 


COUNTY MEDICAL SERVICES REST WITH PRIVATE HOSPITALS AND PRIVATE 


PHYSICIANS. 


. .... 
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MANY PRIVATE PHYSCIANS ARE HESITANT TO ACCEPTg~pW:j ~HOOf?E-'·: -~O.T · :-' 
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PROVIDE SERVICE TO INDIVIDUALS WHO HAVE NO INsy~~t;~~: .. -~?~~E?' ~-\j 
~ ~-·· ·:: .. ~ ... · .. ; ~ ·._: · . :~ ~ .:. ·: . _.·.:; ~ ·';'1 


ABOUT THE RISK OF MALPRACTICE LITIGATION AND T~ ~!PCR&ASE~COET~OF ~~ 


MALPRACTICE INSURANCE. IN 1990 THE UNCOMPENSATED HEALTH CARE 


COSTS FOR HOSPITALS ALONE REACHED $ 70 MILLION. 


BEGINNING IN JANUARY 1992, THE COUNTY BOARD OF SUPERVISORS WILL 


BEGIN TO GRAPPLE WITH INDIGENT CARE UNDER "REALIGNMENT". AS THE 


lWMBER OF UNINSURED PEOPLE INCREASES AND AS THE COST FOR HEALTH 


CARE CONTINUES TO CLIMB, THE MESSAGE WE GET FROM SACRAMENTO IS THAT 


COUNTIES WILL HAVE TO LEARN TO DO MORE WITH LESS. WITHOUT A 


HEALTH POLICY WHICH ADDRESSES THE RISING HEALTH CARE COSTS AND 


PRIORITIZES THE NEED FOR SERVICES WE WILL CONTINUALLY BE FACED WITH 


VITAL HEALTH CARE CHALLENGES. OUR DECISIONS AND LEVELS OF 


COMMITMENT TO THE QUALITY OF HEALTH CARE IN THIS COUNTY WILL BE 


SUBJECTED TO BUDGETARY PRESSURES. AS A COUNTY WE MUST DECIDE IF 


WE CAN OPERATE A $41 MILLION CMS PROGRAM ON A $27 MILLION BUDGET. 


WE MUST DECIDE IF WE CAN CONTINUE ASKING HOSPITALS & PRIVATE 


PHYSICIANS TO ABSORB MILLIONS IN UNCOMPENSATED CARE COST. 


THIS FISCAL YEAR WE REDUCE COUNTY OVERMATCH FUNDS TO OUR 


PSYCHIATRIC HOSPITAL BY $ 2. 5 MILLION. NEXT FISCAL YEAR, THE STATE 


HAS TARGETED AN ADDITIONAL $4.4 MILLION IN SAN DIEGO'S TOBACCO TAX 


FUNDS. A TOTAL DECREASE OF $6.9 MILLION FROM A $15.2 BASELINE 


BUDGET. MAINTAINING DELIVERY OF SERVICES TO OUR MOST VULNERABLE 


POPULATION CANNOT BE IGNORED, FUNDS MUST BE SOUGHT. 
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I BELIEVE WE MUST TAKE IMMEDIATE ACTION, ;<_,·WE ' iMUST ,.· REDESIGN OUI~ 
i · .. ~:_ :."·.··-~ '" . ; -,; !. . . ~~~ • :\ 


DRASTICALLY UNDER-FUNDED HEALTH CARE SYSTEM·;:: AND· WE .- MuST. ADDRESEf 
t·· .: . · .. ~- : .. :--: ~ :- '¥ • • ./ • : ' 


THESE CRITICAL AREAS, AS WELL AS A HOST OF i,THE~· -._I,SSQES WJU{1 & 
~~~~;~ ~ ·~ -


DIRECTLY RELATED TO THE QUALITY OF LIFE FOR THIS REGION. 


THE SOLUTION TO THIS COUNTY'S HEALTH CARE LIES IN THE COLLABORATION 


OF BUSINESS, GOVERNMENT, THE COMMUNITIES AT RISK, AND PROVIDERS 


WORKING TOGETHER TO REDUCE COST, ATTRACT NEW MONIES, WITHOUT NEW 


TAXES AND TO MAKE OUR EXISTING FUNDS MORE EFFICIENT. WE WJST WORK 


TOWARDS EDUCATING THE PUBLIC TO ADJUST OUR EXPECTATIONS TO MEET 


AVAILABLE RESOURCES. WE MUST ALSO PROVIDE THE PUBLIC WITH THE 


EDUCATION AND OPPORTUNITY TO BECOME MORE RESPONSIBLE FOR THE 


WELLNESS OF THEIR INDIVIDUAL BODIES, A HEALTHFUL LIFESTYLE FOR 


THEIR CHILDREN AND THEIR FAMILIES. OUR EDUCATIONAL INTERVENTIONS 


MUST BE CULTURALLY AND LINGUISTICALLY APPROPRIATE AND MUST SERVE 


AS A CATALYST TO CLOSE THE GAP AMONG INDIVIDUALS' LIFE STYLES AND 


THEIR HEALTH NEEDS. 


WITHIN THIS REDESIGN OF HEALTH CARE SERVICES, SPECIFIC ATTENTION 


MUST BE FOCUSED ON THE HEALTH NEEDS OF THE UNDERCLASS AND THE 


PARTICULAR PROBLEMS WHICH ETHNIC MINORITIES FACE IN OBTAINING 


ADEQUATE RESOURCES. OVERWHELMINGLY, ETHNIC MINORITIES LACK ACCESS 


TO HEALTH CARE. PREVENTION STRATEGIES MUST BE DEVELOPED IN ALL OF 


THE MAJOR AREAS WHICH FOCUS ON THE EXCESS DEATH AND UNNECESSARY 


MORBIDITY OF ETHIC MINORITIES WITHIN OUR COMMUNITY. 


-· 
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IN 1987 THE INFANT DEATH RATE FOR AFRICAN AJ1ERICANS ·r.N : SAN DIEGO .-: 
;~. :·i :~ -~:~:: ~-~ _·. ~ .. -. --. . 


COUNTY WAS NEARLY TWICE THAT OF THE CAUCASI~ ;~~f-~~:~:~f -. ~:r,\ :s·. ~: --
1 


VERSUS 9.1 PER 1000 LIVE BIRTHS. THE PER~"GJZ Oft .:· BLA.C:KdAND.:.J 


HISPANIC WOMEN DIAGNOSED WITH BREAST CANCER IS AT 53.3 %, 50.6% 


COMPARED TO 31.9% AMONG CAUCASIAN WOMEN. ??? IS ?? NEED MORE 


ALARMING FIGURES WHICH ARE NOT DEROGATORY. THE FAILURE TO 


SPECIFICALLY ADDRESS THE WIDENING HEALTH GAP STATUS FOR THESE 


GROUPS, SHOULD NO LONGER BE ACCEPTABLE. 


IN CONCLUSION, ANY SOLUTIONS TO THE CHALLENGES WE FACE NEXT YEAR 


WILL REQUIRE LEADERSHIP IN ADDRESSING THE PROBLEMS CITED. IF WE 


ARE TO IMPROVE THE QUALITY OF LIFE FOR ALL RESIDENTS AND BUSINESSES 


IN THIS REGION WE MUST STIMULATE DIALOGUE AND PROVIDE A FORUM WHICH 


LEADS TO A DECREASE IN HEALTH CARE COST AND IMPROVES THE HEALTH 


SOCIAL AND ECONOMIC OUTCOMES OF THIS COUNTY INTO THE NEXT DECADE. 


WE MUST EACH COMMIT OURSELVES TO STRENGTHENING THE PUBLIC AND 


PRIVATE PARTNERSHIP ESTABLISHED BY THIS COUNTY BOARD OF 


SUPERVISORS. 


THEREFORE, I PROPOSED THAT THE RECENT ACTION APPROVED BY THE BOARD 


ON JULY 23,1991 REGARDING THE DEVELOPMENT OF A TASK FORCE BE ACTED 


UPON IMMEDIATE AND THAT THIS TASK FORCE BE DEVELOPED INTO A BLUE 


RIBBON COMMISSION WHICH INCLUDES REPRESENTATIVES OF THE FOLLOWING: 
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CHAMBER OF COMMERCE, COUNTY MEDICAL SERVICES, NATIONAL MEDICAL 
r..,:: 1--;~ ... r-~ ----- ··------


ASSOCIATION, SEVERAL LARGE AND SMALL EMPLOYER l,llif>RESENTA~!VES ,'- XYZ ---: .. ,! 
~-_: . . . .. . ~ . . :•. . 


AND ONE REPRESENTATIVE FROM USCD, ONE FROM A c6~N~TY<. bL~NIC, ONE 
~;'-{ ~-.:···; .. ,r·,~ ., ~ "' • • •• , . • 
~- - , ~. ~ • _, -·. ,' •• • - J ~ .•• 


HMO HOSPITAL REPRESENTATIVE ONE REPRESENTAI~':-1:QF~:\~T~E -:·._:,iiOSP:_I'J.'AL : .1 
~ ,.:.u.:.J ·.;.;;~~ - --J ~..:..J s~ 


COUNCIL AND TWO MAJOR EMPLOYER INSURANCE REPRESENTAIVES 


THE OBJECTIVES OF THIS BLUE RIBBON COMMISSION WILL INCLUDE BUT 


NOOT LIMITED TO THE FOLLOWING: 


+ THE IDENTIFICATIONS OF INITIATIVES WHICH HAVE BEEN UNDERTAKEN 


& ADDRESS ACCESS TO CARE PROBLEMS AND UNCOMPENSATED CARE ISSUES; 


+ TO FOCUS PARTICULAR ATTENTION ON THOSE PROGRAMS WHICH PROVIDE 


~ POSITIVE INCENTIVES FOR PATIENT COMPLIANCE AND BEHAVIOR CHANGE 


+ EXAMINE THE MAL-DISTRIBUTION OF HEALTH CARE RESOURCES 


+ IDENTIFY OPPORTUNITIES TO INCREASE FEDERAL, STATE AND PRIVATE 


RESOURCES (INHERENT IS LIMITED REPORTING, EFFECTIVE EVALUATION AND 


LOCAL CONTROL} 


+ IDENTIFICATION OF EMPLOYER INCENTIVES FOR PARTICIPATING IN 


EMPLOUYEE SPONSERED MEDICAL INSURANCE 


. ...,. 







Starting Friday, November 1, several County Public Health centers will be 


offering influenza immunizations. Adults receiving flu immunizations at these centers 


may also obtain the pneumococcal and tetanus-diphtheria vaccines. 


An influenza immunization information line has been established providing 


tapped information on eligibility sites, dates, and hours of clinics; call 236-2512. 


***need quote from LLW re: prevention and flu shots**** 


The pneumococcal vaccine is administered generally once in a lifetime and is 


recommended for person 65 and older; adults with long-term illnesses, especially those 


involving the heart and lungs; or adults with long-term health problems such as diabetes, 


kidney failure, alcoholism or cancer. Children and teenagers (6 months through 17 years 


of age) will be given flu vaccine by appointment only 


There is a $2.00 fee for each shot, which may be waived if the person is unable to 


pay. The following is a partial listing of centers offering the immunizations: East San 


Diego Public Health Center - 5202 University Avenue, San Diego; Linda Vista Bayside 


Settlement House - 2202 Comstock Street, Linda Vista; and the Southeast Health 


Center- 3177 Ocean View Blvd., San Diego. Call 236-2512 for additional information. 


bJA---
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RECENTLY, THE STATE LEGISLATURE ADOPTED A "LOCAL PROGRAM 


REALIGNMENT" . THIS CONCEPT OF "REALIGNMENT IS BASED ON THE PREMISE 


THAT MORE 1 FLEXIBILITY" WILL BE OFFERED TO LOCAL GOVERNMENTS IN THE 


DESIGN AND DELIVERY OF THEIR HEALTH CARE SERVICES; THAT 11 LOCAL 


FLEXIBILITY" WILL ALLOW COUNTY HEALTH CARE NEEDS TO BE MET MORE 


EFFECTIVELY & EFFICIENTLY. IMPACTED BY THIS CONCEPT OF 


"REALIGNMENT/LOCAL FLEXIBILITY" ARE MAJOR MODIFICATIONS IN THE 


DELIVERY OF PUBLIC, MENTAL, INDIGENT AND SOCIAL SERVICES. THE 


EXACT EXTENT OF "LOCAL FLEXIBILITY" UPON COUNTIES WILL NOT BE 


KNOWN UNTIL CLEAN-UP LEGISLATION IS FINALIZED. 


SOME MAY SAY WHAT HAS REALLY HAPPEN IS THAT THE STATE HAS SHIFTED 


THEIR RESPONSIBILITY TO ADEQUATELY FUND HEALTH CARE PROGRAMS (FOR 


THE INDIGENT POPULATIONS) TO THE COUNTIES. OTHERS MAY OR MAY NOT 


VIEW THE STATES 1 RESPONSIBILITY AS BEING MAINTAINED UNDER THE 


AUSPICES OF "REALIGNMENT". WHILE STILL OTHERS MAY SEE 


"REALIGNMENT" AS A NECESSITY GIVEN THE STATES' BUDGET DEFICIT. 


REGARDLESS OF ONES VIEW TOWARDS STATE ACTION, THE REALITY IS THAT 


SAN DIEGO COUNTY HAS NEARLY EXHAUSTED THEIR ABILITY TO PROVIDE 


HEALTH CARE SERVICES FOR ITS 1 2.5 MILLION RESIDENTS. THIS 


DETERIORATION OF THE COUNTY 1 S ABILITY TO PROVIDE HEALTH CARE 


SERVICES IS DIRECTLY LINKED TO A NUMBER OF VARIABLES. FIRST AND 


FOREMOST IS OUR PER CAPITA RATE OF STATE GENERAL FUNDS. SINCE 1978 


( WITH THE ONSET OF PROP 13) SAN DIEGO HAS RANKED 57 OUT OF 58 


COUNTIES. LOS ANGELES WITH /// RESIDENTS IS AT ????. ???? A 


COUNTY SIMILAR TO SAN DIEGO IS AT ?????. 


(jJ 
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SECONDLY; AS PART OF "REALIGNMENT" THE TOTAL STATE CONTRIBUTION TO 


OUR MEDICALLY INDIGENT SERVICE PROGRAM WILL BE $27 MILLION COMPARED 


TO A $41 MILLION ALLOCATION IN FISCAL YEAR 1988-1989. LAST YEAR 
ft1 ,1/,'0AJ 


COUNTY GOVERNMENT SPENT APPROXIMATELY $22 ' ~DDITIONAL GENERAL FUND 


REVENUES TO ADDRESS HEALTH CARE NEEDS. IF NOT FOR THE HOSPITALS 


WILLINGNESS TO TEMPORARY ABSORB AN ADDITIONAL $10 MILLION COST, 


25,000 RESIDENTS WOULD BE WITHOUT HEALTH CARE THIS FISCAL YEAR. 


A THIRD AREA OF MAJOR IMPORTANCE AND THE MOST DIFFICULT TO RESOLVE 


IS THE DELIVERY OF HEALTH SERVICES TO 26% OF COUNTY' POPULATION 


WHO ARE UNINSURED. THIS UNCOMPENSATED GROUP CONSTITUTES 575,000 


INDIVIDUALS BEYOND THE EXISTING 25,000 IN THE COUNTY MEDICAL 


SERVICE PROGRAM. 


THE UNINSURED POPULATION IS MOSTLY COMPRISED OF CHILDREN 1 OF 


INDIVIDUALS WHO ARE EMPLOYED YET ARE OFFERED NO INSURANCE, AND 


THOSE WHO ARE VICTIMS OF STATE & FEDERAL POLICIES WHICH REDUCE 


ELIGIBILITY. THE BURDEN OF PROVIDING HEALTH CARE SERVICES TO THE 


POPULATION WHO ARE NOT ELIGIBILITY FOR COUNTY MEDICAL SERVICES REST 


WITH PRIVATE HOSPITALS AND PRIVATE PHYSICIANS. IN 1990 THE 


UNCOMPENSATED HEALTH CARE COST FOR HOSPITALS ALONE, REACHED $ 70 


MILLION. 







BEGINNING JANUARY 1992 THE COUNTY BOARD OF SUPERVISORS WILL BEGIN 


TO GRAPPLE WITH INDIGENT CARE UNDER REALIGNMENT. AS THE POPULATION 


OF UNINSURED INCREASES AND AS THE COST FOR HEALTH CARE CONTINUES 


TO CLIMB, THE MESSAGE WE GET FROM SACRAMENTO IS THAT COUNTIES WILL 


HAVE TO LEARN TO DO MORE WITH LESS. ONCE AGAIN WE ARE FACED WITH 


VITAL HEALTH CARE CHALLENGES. WE WILL NEED TO DECIDE IF WE CAN 


OPERATE A $41 MILLION CMS PROGRAM ON A $27 MILLION BUDGET. WE ALSO 


MUST DECIDE IF WE CAN CONTINUE ASKING HOSPITALS & PRIVATE 


PHYSICIANS TO ABSORB MILLIONS IN UNCOMPENSATED CARE COST. 


THIS FISCAL YEAR WE REDUCE COUNTY OVERMATCH FUNDS TO OUR 


PSYCHIATRIC HOSPITAL BY $ 2. 5 MILLION. NEXT FISCAL YEAR, AN 


ADDITIONAL $4.4 MILLION IN TOBACCO TAX FUNDS ARE PROJECTED TO BE 


TAKEN AWAY, A DECREASE OF $6.9 MILLION FROM A $15.2 BASELINE 


BUDGET. MAINTAINING DELIVERY OF SERVICES TO OUR MOST VULNERABLE 


POPULATION CANNOT BE IGNORED, FUNDS MOST BE SOUGHT. 


I BELIEVE WE MUST TAKE IMMEDIATE ACTION TO REDESIGN OUR DRASTICALLY 


UNDER-FUNDED HEALTH CARE SYSTEM. TO ADDRESS THE ABOVE AREAS AND 


A HOST OF OTHER ISSUES WHICH ARE DIRECTLY RELATED TO THE QUALITY 


OF LIFE FOR THIS REGION. THE SOLUTION TO THIS COUNTY 1 S HEALTH CARE 


LIES IN THE COLLABORATION OF BUSINESS, GOVERNMENT, THE COMMUNITIES 


AT RISK, AND PROVIDERS WORKING TOGETHER TO ATTRACT NEW MONIES 


(WITHOUT NEW TAXES) AND TO MAKE OUR EXISTING FUNDS MORE EFFICIENT. 


WE MUST ALSO WORK TOWARDS EDUCATING THE PUBLIC TO ADJUST OUR 


EXPECTATIONS TO MEET AVAILABLE RESOURCES. 







WITHIN THIS REDESIGN OF HEALTH CARE SERVICES, SPECIFIC ATTENTION 


MUST BE FOCUSED ON THE HEALTH NEEDS OF THE UNDERCLASS AND THE 


PARTICULAR PROBLEMS WHICH ETHNIC MINORITIES FACE IN OBTAINING 


ADEQUATE RESOURCES. PREVENTION STRATEGIES MUST BE DEVELOPED IN ALL 


OF THE MAJOR AREAS WHICH FOCUS ON THE HIGHEST RISK POPULATIONS 


WITHIN THIS COMMUNITY. THE FAILURE TO SPECIFICALLY ADDRESS THE 


WIDENING GAP WHICH THE AFRICAN AMERICAN AND HISPANIC COMMUNITIES 


FACE REGARDING HEALTH STATUS WILL NO LONGER BE ACCEPTABLE. 


CONSEQUENTLY I PROPOSED THAT THE RECENT ACTION APPROVED BY THE 


BOARD ON JULY 23,1991 REGARDING THE DEVELOPMENT OF A TASK FORCE BE 


ACTED UPON IMMEDIATE AND THAT THIS TASK FORCE BE DEVELOPED INTO A 


BLUE RIBBON COMMISSION WHICH INCLUDES REPRESENTATIVES OF THE 


FOLLOWING: 


( 1) CHAMBER OF COMMERCE, ONE 


SERVICES, NATIONAL MEDICAL 
~.:l) 


OR TWO HOSPITAL S, COUNTY MEDICAL 
(•) l') 


ASSOCIATION, COMMUNITY CLINIC, UCSD, 


SEVERAL LARGE EMPLOYER REPRESENTATIVES, AND XYZ 


ll. j s f".r.CA./1 
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THE OBJECTIVES OF THIS BLUE RIBBON COMMISSION WILL INCLUDE THE 


FOLLOWING ACCOMPLISHMENTS: 


+ THE IDENTIFICATIONS OF INITIATIVES WHICH HAVE BEEN UNDERTAKEN 


& ADDRESS ACCESS TO CARE PROBLEMS AND UNCOMPENSATED CARE ISSUES; 


+ TO FOCUS PARTICULAR ATTENTION ON THOSE PROGRAMS WHICH PROVIDE 


POSITIVE INCENTIVES FOR PATIENT COMPLIANCE AND BEHAVIOR CHANGE( AT 


THE INDIVIDUAL Level AND FOR STRUCTURAL EFFICIENCIES (AT THE 


PROGRAM OR INSTITUTIONAL LEVEL) ; 


+ TO ASSIST THE COUNTY DEPARTMENT OF HEALTH SERVICES IN THE 


DEVELOPMENT OF A PLAN TO REORGANIZE INDIGENT HEALTH CARE SYSTEMS, 


FOR AN EFFECTIVE DATE OF JULY 1, 1992. THIS PLAN SHALL EXAMINE: 


A. THE MAL-DISTRIBUTION OF HEALTH CARE RESOURCES 


B. SYSTEMS INEFFICIENCIES AND FRAGMENTATION (INHERENT IN THIS IS 


POLICY MODIFICATIONS/IMPLICATIONS) 


c. COORDINATION OF PUBLIC HEALTH AND SOCIAL SERVICES 


D. OPPORTUNITIES TO INCREASE FEDERAL, STATE AND PRIVATE RESOURCES 


(INHERENT IS LIMITED REPORTING, EFFECTIVE EVALUATION AND LOCAL 


CONTROL) 







IN CONCLUSION, ANY SOLUTIONS TO THE CHALLENGES OF NEXT YEAR AND 


INTO THE REMAINDER OF THIS DECADE, WILL REQUIRE LEADERSHIP IN 


ADDRESSING THE PROBLEMS CITED. I FORESEE THAT THE PUBLIC AND 


PRIVATE PARTNERSHIP ESTABLISHED BY THIS COUNTY BOARD OF SUPERVISORS 


CAN ONLY GROW STRONGER DURING THIS DECADE • 


rJL-ho~.J /ov- / . 
LO Yrv;--v-._ . 
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MARCH 27, 1991 


TO: PAMELA LANGSTON 
RESOURCE DEVELOPMENT 
NEIGHBORHOOD HOUSE ASSOCIATION 


FROM: DON ABEL 
CHIEF OF STAFF 


SUBJECT: RECOMMENDED PROTOCOL 


THE SUGGESTED PROTOCOL WHEN SE!VJmAL ELECTED OFFICIALS ARE 
REPRESENTED OR PARTICIPATING AT AN EVENT USUALLY FOLLOWS THE 
FOLLOWING FORMAT. 


A. WHEN ELECTED OFFICIALS ARE ONLY GOING TO BE INTRODUCED OR 
RECOGNIZED AS BEING IN ATTENDANCE 


(USUALLY SEATED ON A STAGE BUT SOMETIME ONLY IN THE 
AUDIENCE) 


INTRODUCTIONS SHOULD BE FROM TOP TO BOTTOM: 


1. FEDERAL (BY SENIORITY) 
SENATOR 
CONGRESSMAN 


2. STATE (BY SENIORITY) 
SENATOR 
ASSEMBLYMAN 


3. REGIONAL 
CHAIRMAN OF BOARD OF SUPERVISORS 
COUNTY SUPERVISOR 


4. LOCAL 
MAYOR 
COUNCIL MEMBERS 







------------------------------------------------------------------------------~---- --


B. IN SITUATIONS WHEN THE ELECTED OFFICIALS ARE GOING TO 
SPEAK OR GIVE REMARKS THE ORDER IS REVERSED. 


1. 


2. 


3 . 


4. 


LOCAL 
COUNCI L MEMBER 
MAYOR 


REGIONAL 
COUNTY SUPERVISOR 
CHAIRMAN BOARD OF SUPERVISORS 


STATE 
ASSEMBLYMAN 
SENATOR 


FEDERAL 
CONGRESSMAN 
SENATOR 


C. WHEN THE ELECTED OFFICIALS ARE NOT IN ATTENDANCE BUT 
BUT ARE REPRESENTED BY STAFF OR AN OFFICIAL DOCUMENT 
THE ORDER IS THE SAME AS IN INTRODUCTIONS FROM TOP TO 


BOTTOM BY RANK. (SEE SECTION A.) 


FOR EXAMPLE: 


THE DISPLAYING OF PROCLAMATIONS FROM ELECTED 
OFFICIALS SHOULD FOLLOW THE ORDER OF: 
(FROM LEFT TO RIGHT) 


1. FEDERAL LEVEL (SENATOR, CONGRESSMAN) 


2. STATE LEVEL (GOVERNOR, SENATOR, ASSEMBLYMAN) 


3. REGIONAL LEVEL (BOARD OF SUPERVISORS) 


4. LOCAL LEVEL (CITIES, COUNCIL DISTRICTS) 







REFERENCE: COMMENTS ON DRAFT FOR PROCLAMATION 


THE THEME FOR THE CONFERENCE SHOULD BE CLEARLY IDENTIFIED AS 
THIS YEAR'S THEME. (QUOTATION MARKS ETC.) MANY OFFICES WON'T 
KNOW THE THEME IS "THE MAGIC OF HEAD START --THE NATION'S 
PRIDE" 


ADDITIONAL INFORMATION ABOUT 'l'HEl HISTORY OF HEAD START AND/OR 
THE CONFERENCE IS USEFUL IN ORDER FOR THEM TO DEVELOP THE 
LANGUAGE FOR THE PROCLAMATION. THIS SAVES THEIR OFFICE A LOT 
OR RESEARCH (ONE OR TWO PAGES OF BACKGROUND WILL DO} 


FOR EXAMPLE: 
SHORT FACTS ABOUT HEAD START 


# FAMILIES SERVED/KIDS SERVED 
# PROGRAMS 
NAME OF COMPONENTS OF HEAD START 
HOW OLD, YEAR WHEN STARTED. 
EXPECTED # OF PARTICIPANTS 
PURPOSE OF THE CONFERENCE 


WHO SHOULD THE PROCLAMATION BE ADDRESSED TO: 


NATIONAL HEAD START ASSOCIATION 
OR 


NINETEENTH ANNUAL NATIONAL HEAD START TRAINING 
CONFERENCE 


OR 
OTHER TITLES WHICH WOULD BE APPROPRIATE 








S.E.I.U. Locall02 


POA Local102 


4004 Kearny Mesa Road 


San Diego, Ca. 92111 


PHONE 


(619) 560-0151 


. . FAX 


(619) 560-1299 


HOTUNE 


(619) 565-1154 


~I 
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SAN DIEGO COUNTY 
SERVICE COUNCIL 


SERVICE EMPLOYEES INTERNATIONAL UNION, AFL-CIO 


Chairman George Bailey 
San Diego County Boarct of Supervisors 
1600 Pacific Highway 
San Diego, CA. 92101 


January 15, 1991 


Dear Chairman Bailey, 


We are writing to you and each of . the Supervisors to ask 
you to save the existing- 62 acute care beds at the San Diego 
County Psychiatric HospitaL . . ~--- ~ · · .. 


.... ' ... , \ \ . _.. -~ -. 
., - - •s..l ,. .. ~. - "" • " ' ... 


The decision be for~~ you is not whether:- to cut: community-
. • J • • ; , 


based serv1ces. Mental Health serv1ces has .n9t proposed to do 
that; little of :the testimony at the hearing on; Tuesday 
afternoon addressed the actual proposal by the .,..adn!inistration. 


. - .,. \ .{1 
The decision:: which you --:are being ·asked·~torihake is whether 


: ..: • r ~ ""':" ~ · ~- .... " .• /'.r" _..;-.... "i 


or not to substant1ally reduce the number of -acute care beds 
:; --~- • ... • .. .. <~ • • - • .. \ t.\. <• 


at the Hosi?itc:t· -~And you -·are....-:be,~ng cask~d to dec1de whet!le7 or 
not the maJOr1ty .. of ·space· at the Cpunty's- ac;:~t.la.I:.care hosp1tal 
should be leased to a private~ contractor to provide a totally 
different kind of ·mental health ' service to': a · different kind of 
patient ,than - that currently served by the- Hospl. tai Is acute 
care beds . - .. · · 


In your State of the "County address on Tuesday, you 
stated, "PUBLIC SAFETY MUST . CONTINUE TO BE OUR NUMBER ONE 
PRIORITY." 


.. ·-


-
We believe that a further reduction in the number of 


• acute care beds will result not only .in· ~-·reduction in the 
safety of the acute care mentally ill currently·· served by the 
Hospital--many of whoi!l are · suicidal-~-but..,......would result in a 
major reduction in the·· ... p-~lic' s sat:ej;.y :' In addition, the 
county would face increase(:r""costs ...- .rn the criminal justice 
system, and face major legal liabilities. 


• > We have provided you with our proposal to save the 
existing 62 acute care beds at a cost that is no greater than ·:.-.~ 
that proposed by the Mental Health Services administration. 
The public can be best served if the needs for mental health 
services and the public's safety are addressed in their 
totality, as they are inextricably linked. 
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Mental Health Services 's proposal correctly claims to 
serve more mentally ill people with the available funds. This 
is not a persuasive argument in suppport of their proposal to · 
slash acute care beds. We could undoubtedly provide services 
to all 2 1/2 million in our County if we provided a level of 
service so low that only the minimally ill's needs would be 
addressed, at the expense of the severely ill. (This trend is 
addressed in the short paper by Dr. R.W. Burgoyne, L.A. 
County's Medical Director of its Department of Mental Health; 
which we have provided to you. It has caused, he says, 
" ... the near demise of the public mental health system in Los 
Angeles". ) 


To say it another way, if we have only two thousand yards 
of cloth--a limited amount--and we need to clothe people in 
the cold of winter, and we have a choice of making shorts for 
200 people, or long pants and shirts for 100 gravely ill 
people, what is the best choice? Providing the most people 
with less is not necessarily the best choice. We need to look 
at the consequences in their totality, not just from a mental 
health perspective, but also from a public safety perspective. 


There are currently too few acute care beds. At one 
time, the county had 90 beds. When SDCPH at Rosecrans opened, 
we had 75. Last fall, BEFORE the Board . of Supervisors voted 
on the Mental Health administration's proposal to slash 
Hopsital services, they closed another 13 beds, which have 
remained closed. We now have 64 beds. The administration 
proposes to cut that low number even further, to 34. 


We are already facing a dangerous situation. Only 10% of 
those screened at the Hospital's Emergency Psychiatric Unit 
are admitted, compared to 30% to 40% nationally. - The 
psychiatrists at the Hospital currently make extremely 
difficult and risky decisions about whom to admit, and whom to 
turn away. According to the former Supervising Psychiatrist, 
Dr. David Schein, the EPU is now turning away persons who are 
often more ill than many of the current inpatients. (We have 


~ provided you with a copy of his letter.) 


In addition, the police have nearly given up on bringing 
in the gravely mentally ill persons that they observe on the 
streets, as they are routinely turned away by the Hospital. 
And the need is growing as more of the mentally ill on the 
streets present a danger because they have AIDS. 


In the midst of this crisis, the Mental Health Services 
administration is proposing a grand experiment. They are 
proposing to use $2.4 million that could be used to save the 
existing acute care beds, and give it to a contractor to 
provide additional IMD--Institute for Mental Disease--beds for 
individuals who can be rehabilitated in 6 weeks. And they 
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have proposed to utilize the majority of our acute care 
Hospital as a real estate asset, by leasing it to this 
contractor, thus turning our acute care facility into the site · 
of a very different kind of mental health service. (However, 
this is a convenient way to say that they are keeping the 
hospital open, and the beds utilized, although in an entirely 
different way! ) 


There is no question that more subacute services, such as 
IMD beds, are needed. Yet, as you heard at the public hearing 
on Tuesday, there are already a great many such services 
provided by private contractors already. In light of the 
current shortage of acute care beds, the aministration' s 
proposal to embark on a grand experiment, risking both the 
demise of the public mental health system and the public's 
safety, is ill advised. 


The Mental Health administration says that 34 acute care 
beds are sufficient because many of the existing beds are used 
by _ non-acute patients. It is true that many beds are occupied 
by patients whose illness in not acute; they are chronic, 
severely ill, and often dangerous patients who have no other 
source of care. 


They are generally wheelchair-bound, or hypersexual, or 
violent, or AIDS patients who urinate and defecate on others, 
and cannot be placed. If there were sufficient State beds, 
some of them could be placed there, as 10 were when the 10 
additional State beds were received. Yet even the State has 
refused to accept many of these dangerous patients when beds 
have been available. Once a State or other bed is occupied by 
such a patient, the bed is no longer available until that 
individual dies. These are persons for whom there are no 
expectations of rehabilitation or release. 


If the Mental Health administration believes that they 
can be placed elsewhere, why haven't they done so on an 
ongoing basis over the past years? Either they must concede 


a that they have mismanaged the Hospital, or admit that they are 
proposing an experiment, and will simply continue to attempt 
to place these patients elsewhere, as they have been 
attempting unsuccessfully in the past, with the exception of 
the State bed placements. If only 34 acute care beds are 
available, many of them will continue to be utilized by 
chronic, severe, and dangerous patients who cannot be placed 
elsewhere, resulting in the utilization of less than 34 beds 
for acute patients. 


The administration also claims that only 34 beds will be 
necessary because of recent and hoped-for future reductions in 
the length of stay. However, the recent reduction in the 
length of stay is primarily attributable to the state hospital 
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placements mentioned above. Those State beds are now filled, 
and the average length of stay will now rise again, as there 
are no other chronic beds to which patients can be displaced. · 


If the average length of stay could be substantially 
reduced on an ongoing basis, why wasn't it done years ago? 
Once again, either the administration must concede that they 
have mismanaged the Hospital, or concede that their proposal 
is an experiment, and is not based on any long term trends or 
successes. 


The IMD beds they have proposed for the Hospital would be 
a 6 week rehabilitation program for persons who require only 
6 weeks of treatment. It is not a program that can accept 
chronic, severe, or dangerous patients. It will not, in any 
way, free up acute care beds at the Hospital that are being 
utilized by non-acute patients; it is n~t designed to do so. 


Essentially, then, the Mental Health administration's 
proposal is an experiment. They are saying, "Trust us. We 
will cut the number of beds again, this time almost in half. 
Simultaneously, we'll find other places for the severely and 
chronic patients already in the hospital, although our past 
record on an ONGOING BASIS has shown we can't do it. And 
simultaneously, we' 11 reduce the length of stay, which is 
something we were unable to do for years, until the ten 
additional state beds became available, and our statistics 
were adjusted. And simultaneously, we won't have to admit any 
more chronic and severely ill persons; we'll just turn them 
away. And simultaneously, we'll use case management to free 
up beds, even though there is no other place to put patients 
who are dangerous, or wheelchair-bound, and we've tried for 
years." 


If this experiment is relatively risk free, or if it 
could be done at all, why wasn't it done years ago? Why 
hasn't it been done on an ongoing bas is? What has the 


~ administration been doing for years? 


We don't think that an experiment that risks the lives of 
the acutely mentally ill, or risks the public's safety is 
wise. When the first person who is turned away from the 
Hospital and commits suicide or bodily harm to an innocent 
victim, will the Board of Supervisors explain to their family 
that they chose to shift resources to the less severely ill 
because they had hoped that the Mental Health administration 
would be successful in their experiment? 


We urge you to save the remaining 62 acute care beds with 
the remaining $10.2 million. The 34 beds · not directly 
utilized by the County could be leased to one of the many 
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contracted services which testified on Tuesday, and the entire 
facility could be productive, while maintaining its acute care 
services for which it was built. 


We urge you to act on your State of the County statement, 
"We cannot continue to weaken all programswithout running the 
risk that they will gradually sink into ineffectiveness. It 
is better that we selectively strengthen and ensure survival 
of those we feel are the most critical." 


Thank you for your consideration. Please feel free to 
call me if you would like to discuss this further. 


cc Sup. Brian Bilbray. 
Sup. Susan Golding 
sup. Leon Williams 
Sup. John MacDonald 
Publicly released 
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Kraig Peck 
Assistant to the 
Executive Director 
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EVALUATION OF GREATER AVENUES FOR INDEPENDENCE (GAIN) 


Enclosed for your information are the full press release and the executive summary of an interim 
report on the Greater Avenues for Independence (GAIN) program. 


The study of GAIN in California is being conducted by the Manpower Demonstration Research 
Corporation (MDRC) under contract by the California State Department of Social Services. 
Although the early fmdings are both positive and encouraging, the short one-year follow-up data 
included in the report do not reflect the full impacts of the long-term GAIN components. It is 
anticipated that the payoffs for GAIN's substantial investment in long-term activities, such as 
education and training, will increase when measured over the evaluation's complete follow-up 
period. A final evaluation report is due to be published by MDRC in early 1993. 


In San Diego County, the GAIN Program is operated by the Department of Social Services. 
GAIN program funding for the fiscal year 1991-92 is $18.3 million. Currently, 7,800 welfare 
recipients are active in the program. As you know, California's GAIN program and the national 
Job Opportunities and Basic Skills (JOBS) Training program are modeled after the successful 
demonstration projects operated at your Board's direction from 1982 through 1986. Your Board 
can be justifiably proud of the leadership you have provided in establishing and maintaining the 
County's position in the forefront of the national welfare to work effort. 


Please let me know if you need additional information. 


Respectfully, 


~ CJ£,vm E. J ~ NS 


DEJ/cg 
Enclosures 
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MANPOWER DEMONSTRATION 
RESEARCH CORPORATION 
3 Park Avenue, New York, NY 10016 
Regional Office: 
1669 Buah Street, San Francfaco, CA 94109 


F 0 R R E L E A S E: April 23, 1992 
CONTACT: 


TELEPHONE: 
FAX: 


Judith Greissman 
(212) 532-3200 
(212) 684-0832 


ENCOURAGING RESULTS REPORTED FOR 
CAUFORNIA-s AMBIDOUS WELFARE-TO-WORK PROGRAM 


The first results from an evaluation of a large-scale effort to put California welfare 


recipients to work offer encouraging news about the potential effectiveness of the approach 


adopted by Congress in its 1988 national welfare reform bill. The California program, known 


as Greater Avenues for · Independence (GAIN), led to decreases in welfare spending and 


increases in participants' earnings, even though results were measured only one year after 


people entered the program. The federal law, known as the Family Support Act, created the 


Job Opportunities and Basic Skills Training (JOBS) program, which provides up to $1 billion 


per year in funding for GAIN and other states' welfare-to-work initiatives. 


The results are described in a report released today by the Manpower Demonstration 


Research Corporation (MDRC), a nonprofit organization that is conducting an evaluation of 


GAIN under a contract with the California State Department of Social Services. 


"'Ibese results give us the first solid evidence about what might be achieved by some 


JOBS programs," said Dr. Judith M. Guer/h, President of MDRC. "Although it is still too 


early to paint a full picture, the short-term findings suggest that this kind of approach is worth 


pursuing." MDRC will produce two additional reports on GAIN during the next two years, 


assessing whether the short-term positive trends continue and comparing GAIN's benefits to 


its costs. 


California has about 17 percent of the nation's welfare recipients, and GAIN, which 


started two years before the national JOBS program was created, is by far the largest and 


most ambitious state welfare-to-work program, involving about 175,000 welfare recipients at any 


one time. GAIN's sheer size, its attempt to require welfare recipients to stay active in the 
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program for as long as they remain on the rolls, and its strong emphasis on education and 


basic literacy skills in addition to more typical job-seeking activities, all set the program apart 


from most prior welfare employment efforts. GAIN officially became California's JOBS 


program in 1989. 


Early Results 


The new study, which included 33,000 welfare recipients, focused on six California 


counties that cover about half the state's welfare population. The results varied by county 


but, weighing all six equally, MDRC found that single parents in GAIN (mostly mothers) 


earned 17 percent more on average than members of a control group of similar people during 


the first year after entering the program. The GAIN group (or "program group") also received 


5 percent less in welfare payments during the same 12-month period. These results are 


summarized in the attached Table 1. 


In dollar terms, the single parents in the program group earned an average of $1,902 


during the first year, compared with $1,631 for the control group. These averages cover 


everyone in both groups, including those who had no earnings during the study period. This 


suggests that the earnings gains for those who were actually affected by GAIN were much 


larger than the averages imply. Program group members also received an average of $5,948 


in welfare during the year, $281 less than the control group average of $6,228. 


These short-term earnings increases for single parents (who accounted for about two


thirds of the people in the study) were generally similar to those found in earlier studies of 


state welfare-to-work programs, while the welfare savings compared favorably. These other 


studies also showed that the impacts typically increased from the first to the second year. 


Positive results at this early stage for GAIN are surprising because the program sends an 


unusually large number of people to education programs rather than having them look for jobs 


immediately. This means that many GAIN participants were still in school or training at the 


end of the first year, and had not had a chance to enter the job market. "We were impressed 


that, in some counties, GAIN increased earnings or reduced welfare spending as much as it did 


in the first year," said James Riccio, who is directing the GAIN study. "With so many 


participants in school, we expected it to take longer for such effects to show up." However, 
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the authors also cautioned that the initial results do not address whether GAIN produced 


important changes in the quality of the jobs people got or in recipients' total income. 


In addition to the results for single parents, GAIN also produced effects for the (mostly 


male) heads of two-parent welfare families in some counties. Overall, for these clients, first


year earnings for the program group averaged $2,891, which is $375 higher than the control 


group average of $2,516. Welfare payments during the same period averaged $7,001 for the 


program group and $7,421 for the control group. The results for heads of two-parent 


households are summarized in Table 2. In some counties, GAIN produced effects for ·long


term welfare recipients, who account for the bulk of welfare spending over time. These two 


groups have not always been affected by welfare-to-work programs in the past. 


County Variation 


The strongest results were found in Riverside, a large county in southern California, 


where average earnings for single parents increased by $969 (65 percent) and welfare payments 


fell by $686 (12 percent) during the first year. These effects, which held true for all key 


subsets of the population, were larger than those found in comparably rigorous studies of state 


welfare-to-work programs in the past. Alameda, Butte, Los Angeles, and San Diego also had 


positive results for some groups, while Tulare produced few short-term changes in earnings or 


welfare payments. 


Riverside, like the other counties, had substantial participation in education. But its 


comparatively strong focus on quick job-finding, and its greater reliance on GAIN's formal 


mechanisms, such as welfare grant reductions, to encourage clients to participate regularly in 


the program, may have helped to produce the unusually large first-year results. However, it 


is too soon to tell whether this pattern will be sustained over time. Tulare's results are 


consistent with a few other studies, which showed poor results in rural areas with high 


unemployment. (During the study period, Tulare was declared a state disaster area following 


a winter freeze.) In addition, Tulare had a relatively large number of clients in education and 


training when the study period ended. 


"These are early results, and the reasons for the big differences among counties are not 


yet clear," cautions Riccio. "We'll need to see what happens beyond the first year before we 


can tell whether one county approach seems more effective than another. Overall, however, 
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because GAIN produced favorable results in a diverse group of study counties, it is clear that 


the program can work, at least in the short term, in a variety of settings." 


Future MDRC reports on GAIN will present longer-term results, and will also address 


a variety of other questions that could not be answered in this early report. For example, 


the next report will discuss whether clients who participated in education programs improved 


their reading and math skills and, if so, whether these improvements translated into better jobs. 


MDRC will also assess whether the welfare savings and other benefits produced by GAIN 


· ·outweigh the program's · costs,··and whether -the ·program -increases clients'·-total income. 


Welfare as a Two-Way "Bargain" 


The Family Support Act of 1988 aims to redefine Aid to Families with Dependent 


Children (AFDC), the nation's largest cash welfare program, as a two-way "bargain" rather 


than a traditional one-way entitlement program. Thus, in exchange for their benefits, welfare 


recipients can be expected to participate in programs that help them look for jobs, or get 


education and training that prepares them for work. To bring about this shift, the bill created 


the JOBS program to expand funding for state welfare-to-work programs. 


While such programs have expanded substantially since 1988, only about 55 percent of 


the federal money available for JOBS was spent last year; states must first put up their own 


money in order to access funding from Washington. Faced with rapidly rising welfare caseloads 


and severe budgetary pressures, state policymakers have confronted difficult choices. In this 


context, the initial evidence of welfare savings in GAIN is encouraging. However, an analysis 


that compares these savings with GAIN's costs is not yet available. 


How Does GAIN Work? 


GAIN is administered by California's 58 counties under the direction of the State 


Department of Social Services. During the period covered by the MDRC study, depending on 


funding availability, GAIN rules required most single parents on welfare (typically mothers) with 


no preschool-age children to participate in the program for as long as they stayed on welfare. 


Virtually all heads of two-parent welfare households were also required to participate. All told, 


about one in three welfare recipients were expected to take part in GAIN or face possible 


reductions in their welfare grants. 
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Recipients who have a high school diploma and pass a basic reading and math test start 


with activities that help them look for jobs. Those who do not have a high school diploma, 


do not pass the test, or are not proficient in English are considered according to GAIN's 


criteria to need further education. These people can choose to look for work first, but they 


must attend adult education classes if they do not find a job within a few weeks. GAIN pays 


for child care and transportation while people are in the program, and for child care for a year 


after they find jobs and get off welfare. 


Overall, MDRC's -study-found -that GAIN staff-in -the -study counties were able -to -get 


large numbers of welfare clients into program activities. Not surprisingly, education and job


seeking activities were used most often, and the role of education was much larger in GAIN 


than in previous programs. 


Although the program operates under the same general rules all over the state, each 


county has considerable flexibility to shape its own version of GAIN. Thus, MDRC found 


that in some counties, the program focused more heavily on education as a route to better 


jobs, while in others it stressed efforts to find a job quickly. However, even in counties with 


a strong employment focus, the number of clients participating in education and training was 


still larger than in previous programs. Other important differences among counties include the 


extent to which GAIN staff used the threat of welfare grant reductions to enforce the 


program's participation rules, and the level of personalized attention GAIN staff provided to 


clients. 


Testin2 GAIN 


The new report, titled GAIN· Program Strategies, Participation Patterns, and First-Year 


Impacts in Six Counties, is the fifth produced by MDRC since the GAIN evaluation began in 


1986. The authors are James Riccio and Daniel Friedlander. The six diverse counties covered 


in the report are: Los Angeles, which has more welfare recipients than many entire states; San 


Diego, which has the state's second-largest AFDC caseload; Alameda, which includes the City 


of Oakland; Riverside, a large county east of Los Angeles with both urban and rural areas; 


Butte, a small county in northern California; and Tulare, a rural county in California's Central 


Valley. 


To find out whether GAIN helps recipients find jobs and leave welfare, eligible recipients 


in the study counties were assigned, at random, to one of two groups. About three-fourths 
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went to the program group and were required to participate in GAIN according to the normal 


rules. The other one-fourth went to the control group and did not participate in GAIN. By 


comparing how members of the two groups fare in the labor market and how much welfare 


they receive over several months or years, the study is able to isolate any changes produced 


by GAIN. This type of study has been used to evaluate similar social programs in the past, 


and is considered to be highly reliable. 


'The State Department of Social Services and the California legislature have both been 


strongly committed to this evaluation from the beginning,"-says Dr. -Gueron. 'They created an 


ambitious program, and they realized how important it is to learn whether it is achieving its 


goals." 


GAIN as an Early "Report Card" on JOBS 


Although the GAIN results offer a helpful preview of the possible outcomes of JOBS 


programs, it is important to note that GAIN and California are atypical in several important 


respects. First, the GAIN model differs from the approaches being used in many other state 


JOBS programs. Second, California's welfare grant levels are among the highest in the country. 


Third, because California did not require recipients with preschool-age children to participate 


in GAIN when the evaluation started, the new study does not say anything about how programs 


may affect this important group, which is now required to participate under JOBS rules (and 


will be included in later GAIN reports). Finally, although comparisons among the GAIN study 


counties will provide useful information about the relative strengths of different strategies for 


running JOBS, it will not be possible to draw firm conclusions because the counties themselves 


differ in so many other ways. The JOBS evaluation, which MDRC is now conducting for the 


U.S. Department of Health and Human Services, will make this kind of comparison directly by 


testing two different JOBS models in one location at the same time. 


The Manpower Demonstration Research Corporation 


Founded in 1974 by the Ford Foundation and a consortium of federal agencies, MDRC 


designs and studies programs intended to improve the prospects of disadvantaged people. 


During the past 18 years, the organization has field-tested a wide variety of programs for 


welfare recipients, teenage parents, high school dropouts, and other groups. The organization 


has offices in New York and San Francisco. 
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Manpower Demonstration Research Corpora!lon, April 23, 1992 


TABLE 1 


GAIN'S FIRST-YEAR IMPACTS ON EARNINGS AND AFDC PAYMENTS 
FOR SINGLE PARENTS IN THE SIX STUDY COUNTIES 


Average Total Earnings in First Year Average Total AFDC Payments in First Year 
Program Control Percentage Program Control Percentage 


County Group Group Diflerence Change Group Group Difference Change 


Alameda $1,413 $1,194 $218 18% $6,917 $7,066 -$149 -2°h 


Butte $1,992 $1,730 $261 15% $5,132 $5,486 -$353 . -6% 


Los Angeles $1,303 $1,311 -$8 -1% $6,830 $7,156 -$325 -5°h 


Riverside $2,468 $1,499 $969 65% $4,913 $5,599 -$686 -12% 


San Diego $2,457 $2,113 $345 16% $5,529 $5,832 -$302 ... -5% 


Tulare $1,779 $1,940 -$161 -8°h $6,363 $6,231 $132 2% 


All counties $1,902 $1,631 $271 17°h $5,948 $6,228 -$281 -5°h 


NOTES: Statistical significance levels are indicated as • • • = 1 percent; • • "'5 percent; • "' 10 percent. 
The all-county es!imate is the average of the impacts for each county, which were equally weighted. 
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TABLE 2 


GAIN'S FIRST-YEAR IMPACTS ON EARNINGS AND AFDC PAYMENTS 
FOR HEADS OF TWO-PARENT HOUSEHOLDS IN THE SIX STUDY COUNTIES 


Average Total Earnings In First Year Average Total AFDC Payments in First Year 
Program Control Percentage Program Control Percentage 


County Group Group Difference Change Group Group Difference Change 


Alameda 


Butte $3,007 $2,394 $613 • 26% $6,523 $6,746 


Los Angeles $1,469 $1,216 $253 21% $9,362 $9,778 


Riverside $3,690 $2,925 $765 26% $4,785 $5,760 


San Diego $3,329 $3,088 $241 8% $6,790 $7,301 


Tulare $2,958 $2,955 $3 OOA> $7,545 $7,523 


All counties $2,891 $2,516 $375 15% $7,001 $7,421 


NOTES: Statistical significance levels are indicated as • • • c 1 percent; • • " 5 percent; • " 10 percent. Because 
of Alameda 's small sample size lor heads of two-parent households, the magnitude of its earnings impact and its 


-$223 


-$416 


-$975 


-$510 


$23 


-$420 


AFDC payments impact is considered much less reliable than in the other counties; therefore, the Impacts have ndt been 
included in this table. The all-county estimate is the average of the Impacts for each county (except Alameda), which 
were equally weighted. 
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The Manpower Demonstration Research Corporation's evaluation of the California Greater 
Avenues for Independence (GAIN) program is funded by a contract from California's State 
Department of Social Services. This report is the latest in a series of documents from that 
evaluation. 


Dissemination of MDRC reports is also supported by our 
Public Policy Outreach funders: 


The Ford Foundation 
The Ambrose Monell Foundation 
Alcoa Foundation 
Exxon Corporation 
Philip Morris Companies 
.IEtna Foundation 
Metropolitan Life Foundation 
The Bristol-Myers Squibb Foundation 
BellSouth Corporation 


The fmdings and conclusions in this report do not necessarily represent the official positions 
or policies of the funders. 


Library of Congress Cataloging-in-Publication Data (to come) 


Copyright ttJ 1992 by the Manpower Demonstration Research Corporation 







EXECUTIVE SUMMARY 


The Greater Avenues for Independence (GAIN) program is California's welfare-to-work 


program, which was established in 1985 and is currently operating as the state's Job Opportunities 


and Basic Skills Training (JOBS) program. It is overseen by the State Department of Social 


Services (SDSS) and administered by staff in California's 58 counties. This report is part of an 


ongoing evaluation of the GAIN program, being conducted for SDSS by the Manpower 


Demonstration Research Corporation (MDRC). It contains the first findings on the impact of the 


GAIN program on· employment, earnings, and welfare payments. The impact results come from 


a study of applicants for and recipients of Aid to Families with Dependent Children (AFDC) in 


six diverse counties - Alameda, Butte, Los Angeles, Riverside, San Diego, and Tulare - and are 


limited to the first year after people entered GAIN. For the same six counties, the report also 


presents information about patterns of participation in the program and the different strategies the 


local welfare departments used in implementing it. 


The short, one-year follow-up for the analysis of program impacts suggests that care be taken 


m drawing policy or program lessons. In the six counties, a substantial proportion of GAIN 


enrollees participated in basic education or other education and training, and many were still in 


those activities - or scheduled to enter them - at the end of the follow-up period available for 


this report. If these components have a payoff, it will not be fully captured within such a short 


time frame. This limitation is relevant to an assessment of the overall results, and of the program's 


relative effectiveness for different subgroups, some of which participated primarily in the longer


term services (i.e., education and training). Further, it affects judgments as to the relative 


effectiveness of different counties, particularly those that enrolled a large number of people in 


education and training. The absence of longer-term follow-up also is the reason this report does 


not include an analysis of benefits compared with costs. 


The 33,000 individuals included in the research sample for this report represent an important 


segment of the study counties' entire welfare population. The research sample contains those 


who were subject to GAIN's mandatory participation requirement (typically about one-third of the 


study counties' total welfare caseload) from early 1988 through mid-1990, when the sample was 


enrolled in GAIN. This group included single heads of households (AFDC-FGs, who are usually 
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mothers) with children age six or older, and all heads of two-parent households (AFDC-Us, 


typically fathers). Failure on the part of these individuals to participate without good cause in 


GAIN's orientation and services could result in a "sanction," i.e., a reduction or termination of the 


welfare grant. The research sample is further limited to those who were defined as mandatory and 


showed up for a GAIN orientation. Therefore, the study measures the effectiveness of GAIN's 


services and mandates beginning with orientation, and does not capture potential effects of GAIN 


(if any) on those who did not attend an orientation. Four counties had enough resources to extend 


GAIN's requirement and services to all mandatory registrants in the caseload. Two other counties 


focused exclusively on long-term recipients, in conformity with GAIN's rules in cases where 


resources did not permit services to all those required to participate. Individuals who volunteered 


for the program before being called in for orientation were included in the study only if they were 


subject to the participation mandate. 


To determine the effects of GAIN's requirement that eligible welfare recipients participate 


in its services, mandatory registrants who attended an orientation were randomly assigned to either 


an experimental group (who remained subject to GAIN's mandate) or a control group (who were 


precluded from GAIN but could seek access to other services in the community). The average 


earnings and average welfare receipt of the two groups were compared over .the course of the 


follow-up period. The differences between the two groups on these measures are the estimated 


impacts of GAIN. 


A key feature of the program, which distinguishes it from most other welfare-to-work 


programs studied to date, is the use of educational and basic skills levels to sort enrollees into 


one of two different treatment streams. Those who do not have a high school diploma (or its 


equivalent) or fail to achieve predetermined scores on both parts of a math and literacy test or are 


not proficient in English are deemed by GAIN to be "in need of basic education." These 


individuals can choose to attend a basic education class or a job search activity first, but if they 


choose job search and fail to obtain employment, they must then enter basic education. Registrants 


judged "not in need of basic education" must participate in job search first. Recipients already 


enrolled in approved education and training programs when they enter GAIN can generally 


continue in those activities. 


Thus, GAIN consists of three different sequences: one for those needing basic education, a 


second for those not needing basic education, and a third for those who had enrolled in education 
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or training on their own before starting GAIN. Participants in any of these sequences who do 


not obtain employment after completing their initial activities undergo an employability assessment 


designed to help them choose their next activity, e.g., skills training, vocationally oriented post


secondary education, on-the-job training, or unpaid work experience. 


GAIN - particularly its emphasis on education - was an important precursor of the JOBS 


program of the federal Family Support Act of 1988. Even though JOBS required some changes 


in GAIN that are not captured in this report - particularly the extension of the participation 


mandate to single parents with preschool-aged children - the program model has remained stable 


since it was adopted in 1985. 


The six counties selected to participate in the study capture a wide variety of local conditions 


in the state with the nation's largest welfare caseload and one of the highest grant levels. Three 


of these counties are in southern California: Los Angeles, with about one-third of the state's 


caseload and a welfare population larger than all but a few states'; San Diego, with the state's 


second-largest caseload; and Riverside, which has both urban and rural areas. Another county, 


Tulare, is located in the largely agricultural, rural Central Valley, while another, Alameda (which 


includes the City of Oakland) has the largest welfare caseload in the San Francisco Bay area. 


Finally, Butte is a mid-sized rural county in the northern part of the state. 


Did GAIN Make a Difference in the First Year of Follow-up? 


The GAIN program in the six counties collectively produced an increase in earnings and a 


reduction in welfare payments for single parents (AFDC-FGs) and the heads of two-parent families 


(AFDC-Us) during the first year after enrollment. As indicated by the asterisks in the "all 


counties" row of Tables 1 and 2, these results were statistically significant, meaning that one can 


have greater confidence in them. Averaged across the six counties, with each county given equal 


weight, first-year earnings gains for AFDC-FGs were $271 per experimental group member (or 17 


percent over the average control group member's earnings), and first-year welfare payments were 


reduced by $281 (or were 5 percent lower than the average payments for controls).1 Among the 


1 Averages for experimentals and controls are calculated for the full sample, including people who did 
not work (and whose earnings are counted as zero) as well as those who did. Similarly, average welfare 
payments are estimated for the _full sample, including people who received benefits as well as those who 
were not on the rolls at some time during the follow-up period. 
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TABLE 1 


SUMMARY OF GAIN'S FIRST-YEAR IMPACTS ON EARNINGS AND AFDC PAYMENTS 
FOR AFDC-FGs (SINGLE PARENTS) 


Average Total Earnings In First Year (a) Average Total AFDC Payments In First Year (a) 
Percentage 


County Experlmentals Controls Difference Change Experimentals Controls Difference 


Alameda $1,413 $1,194 $218 18% $6,917 $7,066 -$149 


Butte $1,992 $1,730 $261 15°AI $5,132 $5,486 -$353 


los Angeles $1,303 $1,311 -$8 -1% $6,830 $7,156 -$325 


Riverside $2,468 $1,499 $969 65°AI $4,913 $5,599 -$686 


San Diego $2,457 $2,113 $345 •• 16% $5,529 $5,832 -$302 


Tulare $1,779 $1,940 -$161 -8% $6,363 $6,231 $132 


All counties (b) $1,902 $1,631 $271 17°AI $5,948 $6,228 -$281 


SOURCE: Table 4.1. 


NOTES: A two-tailed !-test was applied to differences between experimental and control groups. Statistical significance 
levels are Indicated as • '• "' 1 percent; • • = 5 percent; • "" 10 percent. 


(a) For this study, the first year refers to quarters 2 through 5, with quarter 1 being the quarter of random assignment. 
(b) This estimate Is the average of the Impacts for each county, which were equally weighted. 


Percentage 
Change 


-2°AI 


• -6°AI 


-5% 


••• -12°AI 


... -5°AI 


2°AI 


-5% 







I 
< ..... ..... 
I 


TABLE 2 


SUMMARY OF GAIN'S FIRST -YEAR IMPACTS ON EARNINGS AND AFDC PAYMENTS 
FOR AFDC-Us (HEADS OF TWO-PARENT HOUSEHOLDS) 


Average Total Earnings in First Year (a) Average Total AFDC Payments In First Year (a) 
Percentage Percentage 


County Experimentals Controls Difference Change Experlmentals Controls Difference 


Alameda (b) 


Butte $3,007 $2,394 $613 . 26°Al $6,523 $6,746 -$223 


Los Angeles $1,469 $1,216 $253 •• 21°Al $9,362 $9,778 -$416 • •• 


Riverside $3,690 $2,925 $765 ... 26% $4,785 $5,760 -$975 


San Diego $3,329 $3,088 $241 8% $6,790 $7,301 -$510 ••• 


Tulare $2,958 $2,955 $3 0% $7,545 $7,523 $23 


All counties (c) $2,891 $2,516 $375 ... 15% $7,001 $7,421 -$420 ... 
SOURCE: Table 5.1 . 


NOTES: A two-tailed t-test was applied to differences between experimental and control groups. Statistical significance 
levels are Indicated as • • • .. 1 percent; • • .. 5 percent; • = 10 percent. 


(a) For this study, the first year refers to quarters 2 through 5, with quarter 1 being the quarter of random assignment. 
(b) Because of Alameda's small sample size for AFDC-Us, the magnitude of Its earnings Impact ($38, or 


a 3 percent Increase over the control group average) and of Its AFDC payments Impact ($161, or a 2 percent Increase) Is considered 
much less reliable than In the other counties; therefore, the Impacts have not beeen Included In this table. 


(c) This estimate Is the average of the Impacts for each county (except Alameda), which were equally weighted. 


Change 
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AFDC-Us, the earnings gains averaged $375 (a 15 percent increase), while welfare savings were 


$420 (a 6 percent reduction in welfare payments). (Alameda is excluded from the AFDC-U all


county averages because of small sample sizes.) The results for AFDC-Us are particularly 


noteworthy because the very limited number of prior studies of this population (most of whom are 


men) did not show consistent earnings impacts. 


Although GAIN produced positive first-year impacts overall, the effects varied by county. 


Among the single ·parents (AFDC-FGs), who represent about two-thirds of the GAIN enrollees 


in the study, four of the six counties produced modest to large impacts on annual earnings - an 


average of $218 to $969 per experimental, or an increase of 18 percent to 65 percent over the 


control group average. In two of these four counties, the results were statistically significant. 


Welfare payments were reduced in five counties by $149 to $686 a year, or a 2 percent to 12 


percent savings compared with the control group. (See Table 1.) These results were statistically 


significant in four counties. 


GAIN's impacts on the AFDC-Us also varied across the counties. Earnings impacts of $241 


(or 8 percent) to $765 (or 26 percent) were observed in four counties, and were statistically 


significant in three. Four out of five counties also produced first-year welfare savings for this group 


of between $223 and $975 (or 3 percent to 17 percent); three were statistically significant. (See 


Table 2.) 


What Were the Results for the Individual Counties? 


One county, Riverside, had first-year impacts on earnings and welfare payments for the 


combined AFDC-FG and AFDC-U sample that were statistically significantly above those in all the 


other counties except Butte. These were larger than the first-year impacts found in previous large


scale experimental studies of state programs and were seen for all key subgroups. Another county, 


Tulare, did not have statistically significant impacts overall for either earnings or welfare savings 


and, with one exception (not shown in the tables), it did not produce significant positive results for 


subgroups. Although the reasons are uncertain, the results are consistent with a few other 


experimental studies, which showed weak impacts in rural areas with high unemployment. Tulare's 


relatively high proportion of enrollees still in education and training activities at the end of the 


follow-up period may also be an important factor. 
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Among the other counties, the patterns vary. San Diego and Butte had statistically significant 


impacts on earnings and welfare payments for either AFDC-FGs, AFDC-Us, or both, although 


these effects were not consistently found across subgroups, as they were in Riverside. Los Angeles, 


which - like Alameda - focused exclusively on long-term welfare recipients, had welfare savings 


for both AFDC-FGs and AFDC-Us, but first-year earnings increases only for the latter. Alameda 


produced earnings gains and welfare savings for the single parents, with the earnings gains 


becoming statistically significant by the end of the follow-up period (not shown in Table 1). In 


Riverside and San Diego, it appears that nearly all of the first-year earnings gains for AFDC-FGs 


resulted from a larger number of people getting jobs rather than from higher earnings for those 


working. An opposite pattern appears to have been the case in Alameda and Butte. 


How Do GAIN's Results Compare with First-Year Impacts of Past Pro2rams? 


State welfare-to-work programs previously studied using random assignment designs can be 


roughly categorized into two types. Some programs emphasized quick job placement (through job 


search and related services) and were intended to have immediate impacts. Others employed a 


mixed strategy, including both job search and some education and training. Prior studies show that 


many of these programs quickly produced both earnings gains and welfare savings for single parents, 


and that these results typically increased from the first to the second year of follow-up. Looking 


only at earnings increases, in some cases these results were small initially but grew substantially in 


subsequent years. This was especially true in one program that placed added emphasis on 


education and training, although it did not produce welfare savings. Finally, these studies found 


that while the programs were often cost-effective, they had limited success in increasing the 


earnings of the most disadvantaged members of the caseload. 


There are a number of reasons (such as differences in research design, local conditions, and 


population served) to suggest caution in making precise comparisons between results from these 


studies and the GAIN evaluation. Further, given GAIN's emphasis on more intensive, longer


term services, first-year impacts might be expected to be lower than those reported for prior 


programs because individuals who might otherwise have been working were still in education and 


training activities. For example, even though a substantial number of GAIN participants were 


involved in job search, GAIN - compared to other programs studied by MDRC - places greater 


emphasis on basic education and other long-term investments, which may take longer to pay off. 


Despite this emphasis, GAIN's first-year earnings results are roughly similar to those reported in 


-IX-


' . 







l 
• 1 


l 
! 


l 


I 
J 


l 
I 


i 


.I 


earlier studies of welfare employment programs, including those providing primarily job search 


assistance, and its level of welfare savings compares favorably. 


Did Short-Term Impacts Vary for Different Subgroups? 


A central question for GAIN is whether some subgroups of clients benefit more or less than 


others from the services the program offers. Three important subgroups are those determined "not 


in need of basic education," those deemed "in need of basic education," and long-term welfare 


recipients, i.e., those who have received welfare for more than two years. 


As summarized in Table 3 (for AFDC-FGs) and Table 4 (for AFDC-Us), there is evidence 


of earnings gains and welfare savings for each of the subgroups studied, but not in every county 


and not always statistically significant. (Impacts are generally less accurate and less likely to be 


statistically significant for subgroups, compared with the full research sample, because of smaller 


sample sizes.) As discussed below, earnings impacts for the "not in need of basic education" group 


were generally more positive and consistent across the counties than were the effects on the "in 


need of basic education" group or the long-term recipients. This first-year finding is not surprising 


because results from education programs (which these latter two groups used more heavily) can 


take longer to appear. Interestingly, however, welfare savings differed Jess among these three 


groups. 


Results for Those Not in Need of Basic Education 


As shown in the first panel of Table 3, for the single-parent (AFDC-FG) group determined 


"not in need of basic education," five counties produced modest to large first-year earnings gains, 


ranging from $139 to $1,320, with statistically significant results in three counties. The sixth county, 


Tulare, had a relatively large negative effect on earnings, possibly because experimentals were still 


in education, while controls were beginning to enter the labor market. Statistically significant 


welfare savings, ranging from $317 to $683, were found for three counties. 


As shown in the first panel of Table 4, for the two-parent (AFDC-U) group "not in need of 


basic education," five counties increased earnings for experimentals over controls by differences 


ranging from $146 to $1,590. Results were statistically significant in three of these counties. 


Welfare savings, ranging from $115 to $1,217, were also found in five counties, and were again 


statistically significant in three. (As noted earlier, the AFDC-U results for Alameda are not 


reported.) 
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TABLE 3 


SUMMARY OF GAIN'S FIRST-YEAR IMPACTS ON EARNINGS AND AFDC PAYMENTS 
FOR KEY AFDC-FG (SINGLE-PARENl) SUBGROUPS 


Average Total Earnings In First Year (a) Average Total AFDC Payments In First Year (a) 
Subgroup and County Experlmentals Controls Dllference Experlmentals Controls Difference 


AFDC-FGs determined to be 
not In need of basic education 


Alameda $2,084 $1,396 $688 • $6,512 $6,519 -$7 
Butte $2,307 $2,168 $139 $5,216 $4,816 $400 


Los Angeles $2,459 $2,276 $183 $6,152 $6,819 -$667 ... 
Riverside $3,306 $1,986 $1,320 ... $4,551 $5,234 -$683 ••• 
San Diego $3,396 $2,771 $625 •• $4,985 $5,301 -$317 •• 
Tulare $2,526 $3,137 -$611 • $5,853 $5,522 $331 


AFDC-FGs determined to be 
In need of basic education 


Alameda $1,064 $1,081 -$17 $7,145 $7,342 -$197 
Butte $1,682 $1 '180 $503 . $5,039 $6,243 -$1,204 ... 
Los Angeles $1,030 $1,067 -$38 $6,990 $7,244 -$254 ... 
Riverside $1,916 $1,173 $743 $5,157 $5,819 -$662 ... 
San Diego $1,716 $1,644 $72 $5,957 $6,239 -$281 •• 
Tulare $1,384 $1,281 $103 $6,641 $6,603 $39 


AFDC-FGs who are 
long-term welfare recl~lents 


Alameda $1,413 $1,194 $218 $6,917 $7,066 -$149 
Butte $1,113 $636 $477 • $6,227 $6,615 -$388 
Los Angeles $1,303 $1,311 -$8 $6,830 $7,156 -$325 
Riverside $2,097 $983 $1,113 ... $5,479 $6,200 -$722 ••• 
San Diego $1,753 $1,549 $203 $6,280 $6,638 -$358 ... 
Tulare $1,291 $1,424 -$133 $6,948 $6,863 $85 


SOURCE: Table 4.2. 


NOTES: A two-tailed t-test was applied to differences between experimental and control groups. Statistical significance 
levels are Indicated as • • • - 1 percent; • • "'5 percent; • "' 10 percent. 


(a) For this study, the fi rst year refers to quarters 2 through 5, with quarter 1 being the quarter of random assignment. 
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TABLE 4 


SUMMARY OF GAIN'S FIRST-YEAR IMPACTS ON EARNINGS AND AFDC PAYMENTS 
FOR KEY AFDC-U (HEAD OF TWO-PARENT HOUSEHOLD) SUBGROUPS 


Average Total Earnings in First Year (a) Average Total AFDC Payments In First Year (a) 
Subgroup and County Experimentals Controls Difference Experlmentals Controls Difference 


AFDC-Us determined to be 
not In need of basic education 


Alameda (b) 
Butte 
Los Angeles 
Riverside 
San Diego 
Tulare 


AFDC-Us determined to be 
In need of basic education 


Alameda (b) 
1 Butte 


X 
f-'· Los Angeles 
~· Riverside 


San Diego 
Tulare 


AFDC-Us who are 
long-term welfare recipients 


Alameda (b) 
Butte 
Los Angeles 
Riverside 
San Diego 
Tulare 


SOURCE: Table 5.2. 


$3,933 
$1,743 
$4,721 
$4,562 
$4,242 


$2,356 
$1,425 
$3,167 
$2,619 
$2,504 


$2,009 
$1,469 
$2,274 
$2,091 
$1,451 


$2,692 $1,240 • $5,944 
$1,598 $146 $8,457 
$3,131 $1,590 ... $4,523 
$3,531 $1,031 $5,852 
$4,035 $207 $6,295 


$2,063 $294 $6,944 
$1,204 $220 • $9,434 
$2,836 $330 $4,907 
$2,805 -$187 $7,345 
$2,578 -$75 $7,981 


$962 $1,047 $9,090 
$1,216 $253 $9,362 
$1,324 $950 .. $6,044 
$1,929 $163 $8,461 
$1,644 -$192 $9,405 


NOTES: A two-tailed t-tesl was applied to differences between experimental and control groups. Statistical significance 
levels are Indicated as • • • .. 1 percent; •' = 5 percent; • = 10 percent. 


$6,466 
$9,675 
$5,688 
$6,610 
$6,410 


$6,970 
$9,779 
$5,815 
$7,698 
$7,925 


$9,739 
$9,778 
$6,707 
$8,799 
$9,571 


(a) For !his study, the firs! year refers to quarters 2 through 5, with quarter 1 being the quarter of random assignment. 
(b) Because of Alameda's small sample size lor AFDC-Us, the magnitude of its earnings Impact and Its AFDC payments 


impact is considered much less reliable than in the other counties; therefore, the Impacts have not been included in this table. 


-$521 
-$1,217 ... 
-$1,165 ... 


-$758 
-$115 


-$26 
-$346 
-$908 
-$353 •• 


$56 


-$648 
-$416 ... 
-$663 • 


-$338 
-$167 
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Results for Those in Need of Basic Education 


Among the single-parent (AFDC-FG) cases determined "in need of basic education," as shown 


in the second panel of Table 3, two of the six counties produced positive and significant earnings 


results. Of the other four counties, two had small positive results and two had very small negative 


results, none of which was statistically significant. Among AFDC-U cases, as shown in the second 


panel of Table 4, three counties showed earnings gains, but only in one case were the results 


statistically significant. The counties obtained mo_re consistent first-year welfare savings, with four 


counties obtaining significant savings for the AFDC-FGs "in need of basic education," while three 


counties produced significant welfare savings for the "in need" AFDC-U subgroup. 


Results for Long-Term Welfare Recipients 


Individuals who have received welfare for a long period of time, generally more than two 


years, account for the bulk of all AFDC costs over time. Studies of welfare-to-work programs have 


not generally found earnings impacts for this group, although welfare savings have been found. 


The impact of GAIN on long-term recipients has added importance because two of the counties 


in this study (Alameda and Los Angeles) served long-term recipients exclusively. Notably, as 


shown in the third panel of Table 3, earnings gains for long-term AFDC-FG recipients, ranging 


from $203 to $1,113, were found in four counties and were statistically significant in two. Welfare 


savings of $149 to $722 were found across five counties, and were statistically significant in three 


counties. Among the AFDC-U long-term recipients, as shown in the third panel of Table 4, 


notable earnings gains, two of which were statistically significant, were found in four counties. 


AFDC-U welfare savings resulted in all but one of the counties, and were statistically significant 


in two. 


Impacts (not shown in the tables) were also observed, in a number of counties, for AFDC 


applicants and for short-tenn recipients, although, again, the results were not always significant. 


How Was GAIN Implemented During the Follow-up Period? 


Overall, participation in GAIN's job search, education, and training activities was substantial, 


and generally within the range found in other MDRC studies of mandatory welfare-to-work 


programs, but higher than the rate reported at an earlier point in the GAIN evaluation. 


(Registrants were counted as having "ever" participated in a GAIN activity if they attended an 


-Xlll-







I 


I 


l 
J 


.i 


! 
i _, 


activity - excluding orientation and assessment - for at least one hour, although most attendees 


stayed much longer.) In five of the six counties, from 51 percent to 63 percent of the AFDC-FG 


experimentals participated in at least one activity; the sixth county (Butte) had a 43 percent rate. 


That these rates were less than 100 percent is to be expected, given the normal dynamics of the 


welfare caseload in moving on and off the rolls, and because of GAIN's deferral rules. Indeed, 


by the end of follow-up, most of the nonparticipants had left welfare, or were no longer required 


to participate for other reasons (often because of part-time or full-time employment or illness). 


Reflecting GAIN's primary service sequences, job search and basic education were the two 


most commonly used activities. Depending on the county, 12 percent to 34 percent of AFDC


FG experimentals took part in job search, while 15 percent to 39 percent participated in basic 


education. In most counties, self-initiated education or training was the third most common activity, 


used by about 3 percent to 15 percent of the AFDC-FGs in the study counties. (Participation 


patterns among the AFDC-Us were roughly similar.) 


These participation results and other findings indicate that, during the study period, all of the 


counties were successful in implementing GAIN's essential program elements. They also effectively 


instituted a participation obligation for the proportion of their mandatory caseload that was targeted 


for services and showed up for GAIN orientation. Although some problems were encountered, 


the counties were able to develop a sufficient supply of services and to assign registrants to them 


in accordance with the guidelines set forth in the GAIN legislation. Moreover, in the opinion of 


the GAIN staff, these services were generally of good quality. With a few exceptions, the counties 


also established monitoring linkages with basic education and job search providers that produced 


timely information on registrants who were experiencing participation problems. 


Not surprisingly, however, given California's state-supervised but county-operated welfare 


system, the counties' implementation approaches varied across counties. For example, the counties 


made different choices concerning the kinds of staff they hired to serve as case managers, their 


registrant-to-staff ratios, how much they promoted quick entry into jobs, how much they relied on 


GAIN's formal enforcement mechanisms (ending in financial sanctions) to enforce the legislation's 


participation mandate, and how much personalized attention they gave to registrants. In part, 


these and other choices reflected alternative views of how best to operate this complex program, 


and meant that welfare recipients' experiences in GAIN varied in ways that transcended the county 


differences in participation patterns. (Table 5 summarizes selected county differences in targeting 


and implementation.) 
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Are Some Approaches More Effective than Others? 


The pattern of impacts across the six counties shows that GAIN can produce first-year 


impacts even when operated in various types of local labor markets, when targeted toward different 


types of welfare recipients, when implemented using quite divergent approaches, and even with 


varying patterns of participation. Nevertheless, some implementation approaches appear to be 


associated with larger short-term impacts. Riverside's approach - which, among other features, 


involved a comparatively strong emphasis on rapid employment (which management communicated 


consistently across all staff levels) combined with a commitment to securing the participation of all 


mandatory registrants and a greater reliance on GAIN's formal mechanisms (ending in sanctioning) 


to enforce the participation mandate - may have helped to produce its unusually large and 


consistent first-year impacts. However, it is too soon to tell whether this pattern will be sustained 


in the long run. One reason for caution is that Riverside's earnings impacts for AFDC-Us appear 


to have diminished after the third quarter of follow-up, while in at least one other county (Butte), 


the effect for AFDC-Us seemed to be increasing over time. 


Hence, longer-term follow-up is essential to accurately assessing the relative effectiveness of 


the counties' different strategies for operating GAIN, and to fully measuring the impacts of their 


substantial investment in education and training. Indeed, in all six counties, participation rates in 


these activities were as high or higher than participation in job search (except for the AFDC-Us 


in Riverside). Furthermore, at the end of the one-year follow-up period, many enrollees were 


attending education and training classes, or waiting to do so. Policymakers and administrators 


should therefore be cautious in drawing conclusions from this report about what kinds of 


approaches to operating GAIN work best, or about the long-term payoff of the GAIN program. 


MDRC's continuing evaluation will measure GAIN's impacts in the six counties over a longer 


follow-up period and will reexamine the relationship of county implementation conditions and 


strategies to county impacts. In addition, future reports will draw upon a survey of GAIN 


registrants and other data to examine the program's effects on a wide array of outcomes (such as 


educational attainment), estimate its benefits and costs, and explore the role played by other factors 


in shaping GAIN's effectiveness in moving welfare recipients off welfare and into jobs. 
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TABLE 5 


AN OVERVIEW OF THE SIX COUNTIES 
IN THE GAIN IMPACT STUDY 


Alameda, which includes the City of Oakland, has the largest welfare caseload of single 
parents (AFDC-FGs), and the second-largest caseload of heads of two-parent 
households (AFDC-Us), among counties in the San Francisco Bay area. It was one of 
two evaluation counties that had a large inner-city welfare population and that enrolled 
only long-term recipients, a practice that was consistent with the statutory requirement 
for counties that did not have enough resources to serve all GAIN-eligibles. More than 
80 percent of both its AFDC-FG and AFDC-U GAIN registrants were minorities; a large 
majority (69 percent) of its single-parent registrants were blacks, and a substantial 
proportion (40 percent) of its heads of two-parent families were Indochinese. Alameda 
had the second-highest proportion of registrants who were determined "in need of basic 
education• (65 percent for AFDC-FGs and 81 percent for AFDC-Us). Although Alameda 
sanctioned no one in its AFDC-FG research sample during the study period, it achieved 
the highest overall rate of participation for AFDC-FGs (63 percent). To some degree, 
this could have been due to the relatively high degree of personalized attention staff 
offered to registrants. Alameda also had the highest rate of participation in basic 
education classes among AFDC-FGs (39 percent) and the second-highest for AFDC-Us 
(42 percent). This reflected in part its emphasis on education and training services and 
the low priority it gave to immediate job placement: its job search activities, in which 
26 percent of its AFDC-FGs participated, were not necessarily intended to result in 
employment, but rather to provide information to assist registrants in choosing an 
education or training program at assessment. The caseload size per case manager in 
Alameda was relatively low, about 75:1. 


Butte, a mid-sized rural county in northern California, had by far the smallest welfare 
caseload of the counties studied and the largest proportion of non-minorities (more than 
85 percent of AFDC-FGs and about three-quarters of AFDC-Us). Although it enrolled 
a broad cross section of its mandatory GAIN caseload, Butte appeared to have the least 
disadvantaged AFDC-FG sample in the study, with the lowest rate of those determined 
"in need of basic education• (49 percent), the lowest proportion of long-term recipients 
(28 percent), and the second-highest proportion of registrants with a recent work history 
(57 percent). Butte used an unusual GAIN intake procedure in order to keep caseload 
size per case manager relatively low (63:1); registrants were brought into GAIN but were 
placed on waiting lists for up to several months until a case manager had an opening. 
This contributed to Butte's having the lowest participation rate for single parents (43 
percent), but permitted staff to provide a high degree of personalized attention once 
registrants were assigned to case managers. Consistent with the characteristics of its 
AFDC-FG population and its overall participation rate, Butte had the lowest rate of 
participation in basic education classes among AFDC-FGs (15 percent), compared with 
18 percent in job search activities. Its rate of sanctioning was 4 percent for single 
parents. 


(continued) 
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TABLE 5 (continued) 


Los Angeles, with about one-third of the state's caseload and a welfare population 
larger than all but a few states', was the other county that had a large inner-city welfare 
population and that enrolled only long-term recipients. As a result, Los Angeles had the 
highest relative proportion of recipients in the research sample who were determined "in 
need of basic education• (81 percent for AFDC-FGs and 92 percent for AFDC-Us). Los 
Angeles' registrants also had the smallest proportion of AFDC-FGs with a recent work 
history Oust 17 percent) and the second-smallest proportion of AFDC-Us who had 
recently worked (32 percent), the highest average age (almost 39 years for AFDC-FGs 
and 42 for AFDC-Us), and the highest proportion of minorities (nearly 90 percent for 
both AFDC-FGs and AFDC-Us). Nearly 60 percent of its AFDC-U population was 
Indochinese. Los Angeles' program started later and was somewhat less fully developed 
than other counties' programs during the study period. The overall rate of participation 
in GAIN was 51 percent for AFDC-FGs, with 37 percent of these registrants participating 
in basic education classes, compared with 12 percent in job search activities. It had the 
second-highest rate of sanctioning for AFDC-FGs (5 percent). The county established 
tight restrictions on case management duties in order to minimize discretionary decision
making by case managers. Alone among the counties in California, Los Angeles also 
contracted with a private-sector firm to conduct case management. Compared to other 
counties, Los Angeles placed lower emphasis on providing personalized attention to 
registrants; this may have been due in part to its GAIN caseload per case manager, 
which, at 128:1, was the highest among the six counties. 


Riverside, a large county in southern California, which has both urban and rural areas, 
enrolled a broad cross section of its mandatory welfare population and operated the 
most employment-focused program, even for participants in basic education classes. 
This approach was continuously reinforced by top and mid-level management and 
communicated to supervisory and line staff partly through the assignment of job 
placement standards to district offices, units within offices, and individual case 
managers. A prominent role was also given to job development. Riverside balanced 
its emphasis on job placement with a parallel focus on participation. A substantial 
proportion of its registrants (60 percent for AFDC-FGs, two-thirds for AFDC-Us) were 
determined "in need of basic education," and just over one-fifth of Riverside's AFDC-FG 
GAIN registrants participated in basic education classes, compared with more than one
third who were enrolled in job search activities. Nearly half of Riverside's AFDC-FG 
registrants, and 57 percent of its AFDC-U registrants, were minorities, largely Hispanic. 
Riverside's overall AFDC-FG participation rate was 60 percent. Its rate of sanctioning 
was the highest among the six counties (11 percent for AFDC-FGs, 15 percent tor 
AFDC-Us), and it had the second-lowest ranking of the counties in the degree of 
personalized attention staff provided ·registrants. Owing to a special study of the impact 
of different caseload sizes, the average caseloads were about 53:1 (for one group of 
case managers ) and 97:1 (for the other group). 


(continued) 
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TABLE 5 (continued) 


San Diego, with the state's second-largest AFDC-FG caseload and the fourth-largest 
AFDC-U caseload, enrolled a broad cross section of its caseload in GAIN. About 60 
percent of its registrants were minorities, and well over half were determined "in need 
of basic education. • The county's GAIN sample had the highest proportion of registrants 
who had recently worked - 59 percent among AFDC-FGs - and the second-highest 
among AFDC-Us (nearly 80 percent) . For AFDC-FGs, San Diego recorded a 55 percent 
participation rate, a 4 percent rate of sanctioning, and the highest enrollment rate for 
self-initiated participants (15 percent) . A key and highly regarded feature of .San .Diego's 
program was its network of computerized GAIN Learning Centers for basic education 
classes, although early on there were too few slots given the demand. This led to a 
lower rate of participation in basic education classes (19 percent for AFDC-FGs) and a 
higher rate in job search (30 percent) than the county intended. San Diego ranked in 
the middle of the counties in terms of the personalized attention staff gave to registrants, 
and it had the second-highest average caseload per case manager (1 03:1). 


Tulare was the only county of the six that had to operate GAIN in the context of a rural 
and highly agricultural, seasonal labor market that, as a result of a winter freeze that 
boosted its already high unemployment rate to over 20 percent, was declared a state 
disaster area in the latter part of the follow-up period. The high proportion of Tulare's 
GAIN registrants who were determined "in need of basic education• (65 percent of 
AFDC-FGs and nearly three-fourths of AFDC-Us) may have contributed - together with 
the poor state of its local economy - to a relatively high use of basic education, in 
which 36 percent of its AFDC-FG registrants and more than two-fifths of its AFDC-U 
registrants participated. One-fifth of AFDC-FGs and 16 percent of AFDC-Us participated 
in job search. About 40 percent of its registrants were Hispanic, the highest proportion 
of any county. Tulare achieved the second-highest participation rate for both AFDC
FGs (61 percent) and AFDC-Us (60 percent) , and had the second-lowest rate of 
sanctioning (under 2 percent) for AFDC-FGs. Tulare's emphasis on giving personalized 
attention to registrants was the second highest of the six counties, despite a relatively 
high average case load per case manager - a ratio of 1 00:1. 
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RECENTLY, THE STATE LEGISLATURE ADOPTED A "LOCAL PROGRAM 
REALIGNMENT" . THIS CONCEPT OF "REALIGNMENT IS BASED ON THE PREMISE 
THAT MORE 'FLEXIBILITY" WILL BE OFFERED TO LOCAL GOVERNMENTS IN THE 
DESIGN AND DELIVERY OF THEIR HEALTH CARE SERVICES; THAT 11 LOCAL 
FLEXIBILITY" WILL ALLOW COUNTY HEALTH CARE NEEDS TO BE MET MORE 
EFFECTIVELY & EFFICIENTLY. IMPACTED BY THIS CONCEPT OF 
"REALIGNMENT/LOCAL FLEXIBILITY" ARE MAJOR MODIFICATIONS IN THE 
DELIVERY OF PUBLIC, MENTAL, INDIGENT AND SOCIAL SERVICES. THE 
EXACT EXTENT OF "LOCAL FLEXIBILITY" UPON COUNTIES WILL NOT BE 
KNOWN UNTIL CLEAN-UP LEGISLATION IS FINALIZED. 


SOME MAY SAY WHAT HAS REALLY HAPPEN IS THAT THE STATE HAS SHIFTED 
THEIR RESPONSIBILITY TO ADEQUATELY FUND HEALTH CARE PROGRAMS (FOR 
THE INDIGENT POPULATIONS) TO THE COUNTIES. OTHERS MAY OR MAY NOT 
VIEW THE STATES 1 RESPONSIBILITY AS BEING MAINTAINED UNDER THE 
AUSPICES OF "REALIGNMENT". WHILE STILL OTHERS MAY SEE 
"REALIGNMENT" AS A NECESSITY GIVEN THE STATES' BUDGET DEFICIT. 


REGARDLESS OF ONES VIEW TOWARDS STATE ACTION, THE REALITY IS THAT 
SAN DIEGO COUNTY HAS NEARLY EXHAUSTED THEIR ABILITY TO PROVIDE 
HEALTH CARE SERVICES FOR ITS 1 2. 5 MILLION RESIDENTS. THIS 
DETERIORATION OF THE COUNTY 1 S ABILITY TO PROVIDE HEALTH CARE 
SERVICES IS DIRECTLY LINKED TO A NUMBER OF VARIABLES. FIRST AND 
FOREMOST IS OUR PER CAPITA RATE OF STATE GENERAL FUNDS. SINCE 1978 
( WITH THE ONSET OF PROP 13) SAN DIEGO HAS RANKED 57 OUT OF 58 
COUNTIES. LOS ANGELES WITH /// RESIDENTS IS AT ????. ???? A 
COUNTY SIMILAR TO SAN DIEGO IS AT ?????. 


SECONDLY; AS PART OF "REALIGNMENT" THE TOTAL STATE CONTRIBUTION TO 
OUR MEDICALLY INDIGENT SERVICE PROGRAM WILL BE $27 MILLION COMPARED 
TO A $41 MILLION ALLOCATION IN FISCAL YEAR 1988-1989. LAST YEAR 
COUNTY GOVERNMENT SPENT APPROXIMATELY $22 ADDITIONAL GENERAL FUND 
REVENUES TO ADDRESS HEALTH CARE NEEDS. IF NOT FOR THE HOSPITALS 
WILLINGNESS TO TEMPORARY ABSORB AN ADDITIONAL $10 MILLION COST, 
25,000 RESIDENTS WOULD BE WITHOUT HEALTH CARE THIS FISCAL YEAR. 


A THIRD AREA OF MAJOR IMPORTANCE AND THE MOST DIFFICULT TO RESOLVE 
IS THE DELIVERY OF HEALTH SERVICES TO 26% OF COUNTY' POPULATION 
WHO ARE UNINSURED. THIS UNCOMPENSATED GROUP CONSTITUTES 575,000 
INDIVIDUALS BEYOND THE EXISTING 25,000 IN THE COUNTY MEDICAL 
SERVICE PROGRAM. 


THE UNINSURED POPULATION IS MOSTLY COMPRISED OF CHILDREN, OF 
INDIVIDUALS WHO ARE EMPLOYED YET ARE OFFERED NO INSURANCE, AND 
THOSE WHO ARE VICTIMS OF STATE & FEDERAL POLICIES WHICH REDUCE 
ELIGIBILITY. THE BURDEN OF PROVIDING HEALTH CARE SERVICES TO THE 
POPULATION WHO ARE NOT ELIGIBILITY FOR COUNTY MEDICAL SERVICES REST 
WITH PRIVATE HOSPITALS AND PRIVATE PHYSICIANS. IN 1990 THE 
UNCOMPENSATED HEALTH CARE COST FOR HOSPITALS ALONE, REACHED $ 70 
MILLION. 
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BEGINNING JANUARY 1992 THE COUNTY BOARD OF SUPERVISORS WILL BEGIN 
TO GRAPPLE WITH INDIGENT CARE UNDER REALIGNMENT. AS THE POPULATION 
OF UNINSURED INCREASES AND AS THE COST FOR HEALTH CARE CONTINUES 
TO CLIMB, THE MESSAGE WE GET FROM SACRAMENTO IS THAT COUNTIES WILL 
HAVE TO LEARN TO DO MORE WITH LESS. ONCE AGAIN WE ARE FACED WITH 
VITAL HEALTH CARE CHALLENGES. WE WILL NEED TO DECIDE IF WE CAN 
OPERATE A $41 MILLION CMS PROGRAM ON A $27 MILLION BUDGET. WE ALSO 
MUST DECIDE IF WE CAN CONTINUE ASKING HOSPITALS & PRIVATE 
PHYSICIANS TO ABSORB MILLIONS IN UNCOMPENSATED CARE COST. 


THIS FISCAL YEAR WE REDUCE COUNTY OVERMATCH FUNDS TO OUR 
PSYCHIATRIC HOSPITAL BY $ 2. 5 MILLION. NEXT FISCAL YEAR, AN 
ADDITIONAL $4.4 MILLION IN TOBACCO TAX FUNDS ARE PROJECTED TO BE 
TAKEN AWAY, A DECREASE OF $6.9 MILLION FROM A $15.2 BASELINE 
BUDGET. MAINTAINING DELIVERY OF SERVICES TO OUR MOST VULNERABLE 
POPULATION CANNOT BE IGNORED, FUNDS MOST BE SOUGHT. 


I BELIEVE WE MUST TAKE IMMEDIATE ACTION TO REDESIGN OUR DRASTICALLY 
UNDER-FUNDED HEALTH CARE SYSTEM. TO ADDRESS THE ABOVE AREAS AND 
A HOST OF OTHER ISSUES WHICH ARE DIRECTLY RELATED TO THE QUALITY 
OF LIFE FOR THIS REGION. THE SOLUTION TO THIS COUNTY 1 S HEALTH CARE 
LIES IN THE COLLABORATION OF BUSINESS, GOVERNMENT, THE COMMUNITIES 
AT RISK, AND PROVIDERS WORKING TOGETHER TO ATTRACT NEW MONIES 
(WITHOUT NEW TAXES) AND TO MAKE OUR EXISTING FUNDS MORE EFFICIENT. 


WE MUST ALSO WORK TOWARDS EDUCATING THE PUBLIC TO ADJUST OUR 
EXPECTATIONS TO MEET AVAILABLE RESOURCES. 


WITHIN THIS REDESIGN OF HEALTH CARE SERVICES, SPECIFIC ATTENTION 
MUST BE FOCUSED ON THE HEALTH NEEDS OF THE UNDERCLASS AND THE 
PARTICULAR PROBLEMS WHICH ETHNIC MINORITIES FACE IN OBTAINING 
ADEQUATE RESOURCES. PREVENTION STRATEGIES MUST BE DEVELOPED IN ALL 
OF THE MAJOR AREAS WHICH FOCUS ON THE HIGHEST RISK POPULATIONS 
WITHIN THIS COMMUNITY. THE FAILURE TO SPECIFICALLY ADDRESS THE 
WIDENING GAP WHICH THE AFRICAN AMERICAN AND HISPANIC COMMUNITIES 
FACE REGARDING HEALTH STATUS WILL NO LONGER BE ACCEPTABLE. 


CONSEQUENTLY I PROPOSED THAT THE RECENT ACTION APPROVED BY THE 
BOARD ON JULY 23,1991 REGARDING THE DEVELOPMENT OF A TASK FORCE BE 
ACTED UPON IMMEDIATE AND THAT THIS TASK FORCE BE DEVELOPED INTO A 
BLUE RIBBON COMMISSION WHICH INCLUDES REPRESENTATIVES OF THE 
FOLLOWING: 


CHAMBER OF COMMERCE, ONE OR TWO HOSPITAL S, COUNTY MEDICAL 
SERVICES, NATIONAL MEDICAL ASSOCIATION, COMMUNITY CLINIC, UCSD, 
SEVERAL LARGE EMPLOYER REPRESENTATIVES, AND XYZ 
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THE OBJECTIVES OF THIS BLUE RIBBON COMMISSION WILL INCLUDE THE 
FOLLOWING ACCOMPLISHMENTS: 


+ THE IDENTIFICATIONS OF INITIATIVES WHICH HAVE BEEN UNDERTAKEN 
& ADDRESS ACCESS TO CARE PROBLEMS AND UNCOMPENSATED CARE ISSUES; 


+ TO FOCUS PARTICULAR ATTENTION ON THOSE PROGRAMS WHICH PROVIDE 
POSITIVE INCENTIVES FOR PATIENT COMPLIANCE AND BEHAVIOR CHANGE( AT 
THE INDIVIDUAL Level AND FOR STRUCTURAL EFFICIENCIES (AT THE 
PROGRAM OR INSTITUTIONAL LEVEL) i 


+ TO ASSIST THE COUNTY DEPARTMENT OF HEALTH SERVICES IN THE 
DEVELOPMENT OF A PLAN TO REORGANIZE INDIGENT HEALTH CARE SYSTEMS, 
FOR AN EFFECTIVE DATE OF JULY 1, 1992. THIS PLAN SHALL EXAMINE: 


A. THE MAL-DISTRIBUTION OF HEALTH CARE RESOURCES 


B. SYSTEMS INEFFICIENCIES AND FRAGMENTATION (INHERENT IN THIS IS 
POLICY MODIFICATIONS/IMPLICATIONS) 


C. COORDINATION OF PUBLIC HEALTH AND SOCIAL SERVICES 


D. OPPORTUNITIES TO INCREASE FEDERAL, STATE AND PRIVATE RESOURCES 
(INHERENT IS LIMITED REPORTING, EFFECTIVE EVALUATION AND LOCAL 
CONTROL) 


IN CONCLUSION, ANY SOLUTIONS TO THE CHALLENGES OF NEXT YEAR AND 
INTO THE REMAINDER OF THIS DECADE, WILL REQUIRE LEADERSHIP IN 
ADDRESSING THE PROBLEMS CITED. I FORESEE THAT THE PUBLIC AND 
PRIVATE PARTNERSHIP ESTABLISHED BY THIS COUNTY BOARD OF SUPERVISORS 
CAN ONLY GROW STRONGER DURING THIS DECADE . 
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San Diego Association of Govemmmfs 


BOARD OF DIRECTORS 


October 23, 1992 


DRAFT REGIONWIDE APPROACH FOR SITING 
DRUG AND ALCOHOL RECOVERY FACILITIES 


Introduction 


AGENDA REPORT No.: R B-31 
-.. , '~ 


•• •• 
Action Requested: ACC:ElYr FOR 


DISTRIBUTION 


Several months ago at the request of the County of San Diego, a Recovery Facilities Siting 
Subcommittee of the Regional Growth Management Technical Committee was appointed to 
discuss drug and alcohol recovery facility siting issues. Applicants for these facilities often 
experience difficulties in obtaining approvals due to local opposition, lengthy permitting 
processes, and a complex array of regulations regionwide. 


To help deal with these siting issues, the Subcommittee drafted a regionwide approach which 
included recommendations regarding the local permit process and educational efforts that should 
be undertaken by the County Department of Health Services. 


On October 8, the Regional Growth Management Technical Committee discussed the list of 
recommendations and voted to forward them to the Board for distribution as items for local 
jurisdiction consideration. The Technical Committee recognizes that it may be difficult to reach 
consensus on a regional approach because of differing local conditions and regulations. A more 
coordinated regional approach, however, could help expedite the siting of these needed facilities. 


Therefore, it is my 


RECOMMENDATION . 
that the Board accept for distribution to the _member agencies the following items for 
consideration regarding the siting of drug and alcohol recovery facilities. The member agencies 
would be asked to review and comment on these points: 


I. Local jurisdictions should consider amending their zoning ordinances to include the 
following permitting processes/zones for drug and alcohol recovery facilities. 


A. In multi-family, commercial, and industrial zones an administrative permit (or less 
restrictive process if preferred, e.g.,-use by right) could be used for processing 7-12 
bed drug and alcohol recovery facilities. An -adm1nistrative permit could be 







approved at the department level unless a hearing is requested by the appliCant, 
person receiving notice (property owners within 300 feet), or other person authorized 
to request such hearing in accordance with local ordinance. Hearings (if requested) 
could be held at the department level, with appeals to the Planning Commission, City 
Council or another designated decision-making body. 


B. For 13 or more bed facilities in any zone and 7-12 bed facilities in single family 
zones, a conditional use permit (or other less restrictive process if preferred) could 
be used. Conditional use permits are typically approved by Planning Commissions 
or other decision-making bodies. 


2. Local jurisdictions should consider streamlining the permit process for drug and alcohol 
recovery facili~es by taking some or all of the following steps: 


A. Holding a pre-application conference during which information regarding the process 
could be given to the applicant, a contact person could be designated, and the 
applicant and city/county staff could discuss and agree upon a time schedule for 
processing the required permits 


B. Noticing of public and community groups once an application has been deemed 
complete (this means that two notices would be sent out; the first upon completion 
of the application and the second giving notice of a decision/hearing date) 


C. Encouraging the applicant to contact property owners/tenants in area to inform them 
of project proposal 


D. Assigning priority status to drug and alcohol recovery facility applications 


E. Setting time limits for applicant responses to staff comments with extensions by 
mutual agreement 


F. Limiting hearing continuances 


G. Limiting appeals to one 


3. JUij.sdictions should consider waiving or reducing fees for drug and alcohol recovery 
facility applications. 


' . 


4. The County Department of Health Services should prepare information sheets describing 
typical drug and alcohol recovery facilities. The information sheet could be sent out with 
the public notice to better infonn surrounding property owners of the details of the 
proposed use. 


5. The County Department of Health Services should prepare an informational pamphlet for 
providers which _explains the permitting process and includes information about local 
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jurisdiction regulations and fees. (The information contained in the attachment to this 
report describing local jurisdiction regulations oould be used to prepare a pamphlet.) - -


6. The Department of Health Services should make informational presentations to planning 
staff, community planning groups, elected officials, and planning commissions, as deemed 
necessary, to educate them about drug and alcohol recovery facilities. 


During their discussion, the Technical Committee also requested local jurisdiction comments on 
the following drug and alcohol recovery facilities issues: (1) whether the state is doing an 
adequate job in regulating these facilities; (2) the difficulty of enforcing conditions and 
monitoring the operation of these facilities; and (3) whether over-concentration of facilities is 
a problem. 


Discussion 


The County requested assistance from the Regional Growth. Management Technical Committee 
in formulating alternative ways to facilitate the siting of drug and alcohol recovery facilities. 
This request followed a previous referral to SANDAG from the County regarding a proposal to 
allow 7-12 bed drug and alcohol recovery facilities by right in single family and other zones in 
the unincorporated area. On October 25, 1991, a report was presented to SANDAG regarding 
the cities' responses to the County's proposal. Generally, the cities were not in favor of 
allowing 7-12 bed facilities by right (i.e., without a permit) in their jurisdictions. 


The Recovery Facilities Siting Subcommittee was appointed to work on a regionwide approach 
for siting drug and alcohol recovery facilities. The Subcommittee addressed those drug and 
alcohol recovery facilities which are often termed assisted or transitional living facilities. This 
category of facilities serves people who still need assistance in dealing with their lives once they · 
are drug or alcohol free. It is defined in the state's Health and Safety Code, Chapter 7.5, 
Section 11834.11 as follows: 


... alcoholism or drug abuse recovery or treatment facility means any facility, place, 
or building which provides 24-hour residential nonmedical services in a group setting 
to adults, which may include, but need not be limited to, mothers over 18 years of 
age and their children, and __ emancipated minors, who are recovering from alcohol, 
drug, or drug and alcohol misuse and are currently capable of meeting their life 
support .needs independently, but who temporarily need guidance, counseling, or 
other aloohol or drug recovery services. 


Executive Director 


Attachment 
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JURISDICTION 


CARLSBAD 


CHULA VISTA 


CORONADO 


DELMAR 


' 


EL CAJON 


ENCINITAS 


ESCONDIDO 


IMPERIAL BEACH 


LA MESA 


LEMON GROVE 


NATIONAL CITY 


OCEANSIDE 


LOCAL JURISDICTION REGULATIONS FOR SITING 
DRUG & ALCOHOL RECOVERY FACILITIES 


9/17/92 


PERMIT· REQUIRED SINGLE FAMILY MULTI-FAMILY COMMERCIAL 


CUP R3 C2 


CUP Would be considered in any zone 


MISCELLANEOUS 


Planned Communities, 
Residential 
Professional, 
Residential Waterway 


MUP i Determination of use; staff would recommend zones to be used 


CUP, Design Review Determination of Use 
Permit 


CUP R2,R3 ,R3R,R4,R5 Cl,C2,CR RP,OP, Office 


MUP Any residential zone Office Professional 
Zone 


CUP RA,RE,RT,Rl R2, R3, R4 Commercial Tourist Hospital Professional 


CUP Considered in all zones 


By Right, Site All residential R2 and R3 with C and CN By Right Note: Access to major 
Development Permit, zones with CUP Site Development collector req. for all 
CUP Permit sites in residential 


zones 


CUP RL,RM RM,RMH 


By Right, CUP All Commercial Institutional Zones By 
(Except Auto) with Right 


CUP 


CUP RM,RH CP 


'• 
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JURISDICTION 


POWAY 


CITY OF SAN 
DIEGO 


SAN MARCOS 


SANTEE 


SOLANA BEACH 
' 


VISTA 


COUNTY OF SAN 
DIEGO 


LOCAL JURISDICTION REGULATIONS FOR SITING 
DRUG & ALCOHOL RECOVERY FACIUTIES 


9/17/92 


PERMIT REQUIRED SINGLE FAMILY MULTI-FAMILY COMMERCIAL MISCELLANEOUS 


CUP Residential Single RA,RC 
Family 2 


CUP All Zones except At zoned areas of the Coastal Zone Subject to the Floodplain Fringe 
' Overlay Zone or in Future Urbanizing Area 


CUP All zones except R 1 


• 
CUP R2 R7, R14 


By Right, CUP All residential zones with CUP Heavy Commercial By Industrial with CUP 
Right 


CUP All residential zones An Interpretation of Use May be Considered in 
Any Other Zone 


By Right, CUP CUP CUP Residential/ By Right in: Agricutural, Limited 
Commercial Residential/Office Control Holding Area, 


i By Right Professional, General and General Rural with 
I 


Commercial/Residential CUP 
, General Commercial/ 


Limited Residential, 
Commercial, and 
Medical Center 
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