[image: image1.png]




[image: image1.png]  Blue Ribbon Commission for Health Care Reform

August 23, 2007 AMENDED Meeting Notes v.2
Commissioners Present

Erik Ammidown
Elisabeth Arenales

Clarke Becker

Carrie Besnette

Christy Blakely

Peg Burnette

Dave Downs, MD

Steve ErkenBrack

Lisa Esgar

Linda Gorman

Julia Greene

R. Allan Jensen

Grant Jones

Bill Lindsay

Donna Marshall

Pam Nicholson

Ralph Pollock

David Rivera

Arnold Salazar

Mark Simon

Dan Stenersen

Steven Summer

Joan Weber

Lynn Westberg

Barbara Yondorf

Commissioners Absent

Don Kortz

Mark Wallace, MD

Commission Business

Bill Lindsay provided an overview of today’s meeting: 
· Meeting notes from July 17-18 and July 23 presented for review to be approved at next meeting.

· Presentation of modeling results on four proposals
· Communications and Outreach Committee report
· Advisory Task Force reports

Modeling Results for the Four Proposals

John Sheils of The Lewin Group presented the proof copy of the report detailing modeling results on the four health reform proposals.  He noted that the report is focused on policy tools and trade offs regarding cost and coverage.  Previous baseline reports in the appendices include:  Characteristics of the Uninsured in Colorado and Health Spending in Colorado.  The report details coverage strategies and model refinements.  He clarified that refinements are changes to the proposal specifications.  He noted that this process demanded tight turnarounds of both proposers and The Lewin Group.  

Mr. Sheils powerpoint presentation summarized key issues and modeling results for each proposal, including side by side comparisons of the proposals.

Better Health Care for Colorado
· Cost and Coverage Impact to reform the Colorado Health Care System

· Changes in one assumption 

· Explanation of the Key Design Elements under Policy Alternative

· Explanation of Eligibility for Colorado Medicaid and SCHIP
· Long-term care coverage data not yet available.  Modeling results on this portion of the proposal to be presented at September Commission meeting.
· People don’t want to spend 10 percent of income on coverage
· There is no mandate for “Better Health Care of Colorado”

· Up-front costs for emergency room

A Plan for Covering Colorado

· Federal waiver requested for non-custodial adults

“Changes in Sources of Coverage for Coloradoans in 2007-2008”

· Assumed mandate as voluntary program

· 2.7 million employees with employer-based coverage
· Uninsured 324,000 (no mandate)

· If insurance increases by 10 percent, most people can’t afford it and won’t have insurance

“Program Costs and Revenues under Health Reform Options”

· Free clinic offsets to the program and Medicaid disappears

· Six (6) percent payroll tax increase needed to get the $15 billion for the new revenues needed for CHSP
“Target Efficiency” Measures of Coverage for the Uninsured Under Reform Proposals
· Differences in number is due to the mandate

· Low income people are subsidized for health insurance
· $33,566 per newly insured person under CHSP (single payer: tax financed)
New Program Costs Under Proposals for 2007 Through 2016  (in millions)

· Net new dollars administered by the state (slide 10)
· Increase in costs are due to medical costs 
Affordability: Annual Premiums Less subsidies under The “Healthy Solutions for Colorado” Individual Mandate

· Affordability standard (7.5 percent of their income)
Affordability: Annual Premiums Less subsidies under The “Plan for Covering Coloradoans” Individual Mandate

· Affordability standard (7.5 percent of their income)

· Need to be comfortable with the costs
“Summary of Benefits Under a Typical Commercial Plan and Under the Four Health Reform Proposals”

· Comparison of the above information

· Healthy Solutions and Better Health reduces premiums 15% and 27% respectfully

“Reconciliation of Actuarial Estimates for Private Coverage with Model Estimates for Adults”

· Costs lower because of the younger insured

“Group and Non-group Premiums Comparison”

· Demograhics – insured are over 55 (for individuals) cost is higher

Health care costs rise faster than the revenue rise.

Given the number of questions related to the modeling results on the Colorado Health Services Plan proposal, Mr. Sheils paused his powerpoint presentation and walked attendees through more detailed information contained in the proof report.  

Figure 60 – Single Payer in 2007-2008
· 13 percent administrative costs
· No profits in Medicare
· One set of rules for networks
Figure 64 – 

· Companies with less than 10 employees get hit with the additional tax

Figure 65 – Impact of the CHSP Single Payer on Family Health Spending in 2007/2008 (millions)

· Employers are saving money 
Figure 66 – Change in Average Family Health 

· Hospitals break even, depending on circumstances

· Not specific to a single payer

Public Comments

· Cited 8 percent income tax assumption in Colorado Health Services Plan proposal, would like it reduced to 4-6 percent

· Report needs a table behind every graph

· Cost of care for 140,000 Alzheimer patients; the state will have difficulty dealing with this concern

· How public health can be addressed?

Commissioners’ comments regarding modeling presentation:

Mr. Lindsay asked Commissioners to offer their comments regarding the presentation of modeling results.  Commissioners offered the following comment:
· Very comprehensive data was presented.
· How do we make a decision based on this information?

· What can be modeled?

· The charts that were used are great!  Representation of the data.

· A good foundation.  Reconfigure the use of the health-care dollar.

· Best and clearest presentation, thus far.

· Residue or consequence?  Address these issues.
· Need questions answered that may not have been covered in the report.

· May need another presentation that clarifies some questions.

· Proposals need to be accurately presented.

· Eleven (11) counties in Colorado that have 2-10 people per square mile.  And how to apply this information to those people.
Fifth Proposal – Update 
Sarah Schulte presented an overview of the proposals committee progress to date on suggested elements for the 5th proposal.  Bill Lindsay facilitated a discussion regarding these elements and recommended that the group focus on the structural issues.  
Commissioner Questions and Comments 

Individual Mandate Discussion

· What are the consequences of not mandating insurance coverage when modeling result show that an individual mandate is important for coverage?

· Would like to see date from other parts of the country regarding how individual mandates work.

· We shouldn’t continue to shift the cost/misery to those how are uninsured. Don’t want to increase misery index.  Should differentiate between those who can/can’t afford.
· Should not require insurance for drivers’ license  
· Should consider affordability; standard for mandate 
· What’s the least expensive way to provide coverage , e.g. increase government program reimbursement, bay be less expensive than mandate 
· Individual mandate needs real enforcement  mechanism
· We should consider tax credit for those who are insured.   
· Accountability instead of punitive and use tools such as garnishment and increased outreach to those who qualify for subsidy

· Hard to enroll eligible families – having individual mandate changes messages—  
· Must have affordability standard 
· Lewin Group will give thought to minimum enforcement mechanisms 
· Use providers to identify the uninsured -- Have a social worker go to the person and have them sign the paperwork  

Role of Employer Discussion

· What should an employer role be?    

· Requirements for employers who are not providing coverage

· Should consider wage rates of firms that do not offer coverage  

· Small employers want to offer  coverage for health and prevention,  but they don’t have resources

· Change employer mandate to an employer opportunity.

· Employer -- develop a benefit package that is meaningful and affordable to employees

· Target benefits

Rating Discussion

· Why is the rating determined by age and geographic area?  

· We want to bring in the young –healthy – age rating  
· But penalizing older people/ should we segment by age and geography? Penalizing those in high-cost areas?  
· Subsidies based on age help – but still those over subsidy level  
· Rating makes a big different in who purchase – it allows health rating, healthy buy  
· Can use rating bands like 25% variation based on age – most states use this in reform

· Have to consider age distribution in the population

· Rate regulation  - set price artificially reduces incentives for insurers to address specific issues
· VT, NY, MA used community rating and GE – destroyed their markets

· How  does geography rating work?  Premiums based on provider rates and practice patterns.

· Without age and geography rating, groups would self –insure; subsidies need to reflect higher premiums for older and certain geographic areas.
· What is medically necessary
Benefits Package Discussion

· Benefit package should address physical and mental benefits.  

· Based subsidy on income  

· Have people looked at benefit packages for different age groups?
· Create a variety of minimum benefit packages to provide choice – designed to reach the people who are uninsured
· Committee should develop an operable plan for developing benefits instead of detailing packages/possibly develop general guidelines
· Standard benefit packages increased understanding of coverage by consumers and providers.  Need to make benefits simpler
Public Comment
· Did not realize that Commission endorsed mandates.  They are onerous.  The Commission has moved from reform to covering the uninsured.  Affordability and financial hardship are part of charge, minimum benefits don’t help.

· The top 10 percent of spenders are different  every year / who will get out this year?

· Need to look at 10M definitions like safety, effectiveness, etc.
Approval of 5th proposal elements

Bill Lindsay asked Commissioners to weigh in on the elements presented and to provide feedback to the Proposals Committee to guide their on-going work on the 5th proposal.  He asked how the Commission will make decisions to guide the committee’s work.  
He and Sarah walked Commissioners through each of the committees recommendations and after discussion, asked members to indicate if they supported the committee’s recommendation.  The discussion of the insurance exchange was deferred to the next Commission meeting.

Summary of decisions on committee recommendations
	Recommendation #2- Insurance Market Reforms including guanratee issue of basic benefits plans and elimination of health status rating

	Number of votes for

	Individual  Mandate
	17

	Guarantee Issue of base plan
	19

	Eliminate rating by health status for all products
	16

	Eliminate health status
	


After additional discussion, the Commission agreed to send recommendation #2 back to the proposals committee.
	Recommendation #5 Reform Medicaid to improve coverage and access
	Vote For
	Votes Against

	Medicaid expansion 
	14
	0

	Pay sound rates to managed care companies
	16
	

	Enroll 50% of Medicaid recipients in managed care
	17
	0

	Increase provider reimbursement to 75% of Medicare
	18
	0

	Provide one year guaranteed eligibility  to Medicaid recipients
	18
	0


	Recommendation #6 Expand Medicaid and CHP+ to 200% FPL for parents
	Vote For
	Votes Against

	Expand Medicaid and CHP+ to 200% of poverty for parents
	18
	0

	Children already covered up to 200% of poverty
	
	

	Keep families together
	
	


	Recommendation #7
	Vote For
	Votes Against

	Create an Optional Gov’t Portable Plan
	14
	0


The Commissioners also voted 18/1/1 to  have the Proposals Committee define a set of employer responsibility.
Commissioners agreed that another meeting should be scheduled in September for the Commission to review elements and finalize the development of the 5th proposal.  Commissioners were asked to share their availability with staff via e-mail by Monday, August 27, 2007.

Advisory Task Forces Preliminary Reports 
Business Advisory Task Force
Report presented by Kelly Esselman, Mountain States Employers Council.  The Business Task Force has met on three occasions. Ms Esselman cautioned that their discussion on the issues in the preliminary report is ongoing and there may not be unanimity on all discussion points in the report.  In future meetings, Task Force members will continue to explore these issues as it prepares a final report to the Commission.  

Report Highlights:
· employer mandates generally would be harmful to business. 

· creates an unequal playing field because not all employers would be subject to the mandates (ERISA Employers, out-state employers).

· would likely increase costs to business. 

· there may be a place for individual mandates.

· could have a negative cost consequence on business if wages must increase so that the employee can afford the mandate.

· Individual mandates appropriately place responsibility for insurance on individuals rather than the employer. 

· Reducing the uninsured population would reduce the cost shifting to business that occurs today to pay for the medical care that uninsured individuals receive.

· concern regarding potential additional administrative costs on employers associated with enforcing an individual mandate.

· question as to whether or not there may be a shift of population from the uninsured to the underinsured because of the basic plan’s modest annual maximum level of benefits.

· May reduce the likelihood of adverse selection inside employer plans which currently occurs.

· Depending on the form of coverage and requirements of the individual mandate, cost to employers could be significantly increased.

General Observations

· The proposals do not fully address medical care cost drivers, thus health care costs will likely continue to increase rapidly, resulting in future increased costs for employers.

· Some questions about Lewin Group data
· Solutions must take into consideration adverse economic impacts on the state and business climate.

· Be wary of any financing measures that are directed at specific products and/or industries.

· Need  additional discussion around seasonal and migrant workers.

· Reinsurance provisions are unclear and need more study.

· How to take costs out of the overall system has not been adequately addressed.

· Exchange or Connector – although viewed as potentially useful; if it were set up poorly it could be disastrous.  

Provider Advisory Task Force
Report presented by B.J. Scott, Peak Vista Community Health Centers. The Provider Advisory Task Force has met on four occasions.  the Task Force feels that without fundamental change to the health care “non-system,” providing coverage alone will fall short of the Commission’s goal of improving the health of the citizens of Colorado.  

Key Issues:
· Expanding coverage in Colorado while the surrounding states do not could increase the  risk of drawing uninsured from other states;

· All plans call for decreasing the numbers of uninsured, but do not speak to specific plans to assure that there are sufficient numbers of primary or specialty care providers necessary to care for this increased number of patients; in short, access to coverage does not equate with access to care;
· The plans contain little specificity on the re-organization of care delivery into coherent systems with aligned incentives that will improve the health and wellbeing of our communities;

· All of the proposals rely on gaining efficiency/effectiveness by increasing health information technology adoption, but with few specific plans for increasing the use of IT in medical practices, let alone mechanisms for funding this expensive resource.

The last three points are critical to affecting a sustainable health care cost trend and improving the health of our state.  The Task force will provide suggestions on measures that could accelerate these processes in their final report.

Rural Advisory Task Force
Report presented by Matt Heimerich, Action 22, Crowley County Commissioner.  The Rural Taskforce met three times. In response to a request from the Proposals Committee, the taskforce is also developing specific recommendations regarding effective strategies in rural Colorado. 

Key considerations:
The group identified certain key characteristics of rural Colorado that informed their analysis of the proposals:

· Large numbers of uninsured and underinsured

· Economy dependent upon small employers 

· Distance

· Workforce availability

· Reliance on safety net

· Less access to capital

· IT infrastructure less developed than in urban areas

General reactions to the proposals
· Access to coverage doesn’t equal access to care, especially in rural Colorado. Expanding insurance coverage in rural areas is moot unless there are sufficient providers, of all types, to serve them. Some counties in Colorado have no Medicaid providers.  
· Plan designs that depend on economies of scale – e.g., managed care and case management models – are more problematic in rural areas, because of lack of infrastructure, providers, support staff and distance.

· Safety net providers in rural communities are many times the primary – or indeed only – source of access to health care services. Any proposal that weakens this resource must be carefully implemented. 

· Keep things simple for employers-will benefit rural business. Small rural employers don’t have administrative or personnel resources to manage complex compliance issues.

· Proposals that expand coverage for public programs could incent these employers to stop offering insurance themselves, putting even more rural Coloradans into public programs. 
·  Using the tax system to enforce an individual mandate could push more people into the underground cash economy, which is more prevalent in rural communities than in urban areas. 

· Subsidies for care when the federal poverty level is increased will cover a proportionately larger number of people in rural Colorado. 

· Some of the plans had dramatic cliff effects that would disproportionately affect rural populations, because of the large number of individuals who fall between 200 and 300% FPL in rural areas.

· Dental health must be included in preventive health care services. Many rural areas lack fluoridation, so access to dental care is especially important in these areas.

· Modified community rating, when based on geographic considerations, can be problematic in rural areas. In rural areas, acquisition of care is typically more costly; patients are older, less affluent, less likely to be insured. 
· The IT infrastructure is less developed in rural Colorado. 
· Rural areas and providers have less access to capital. Any reform proposal that requires capital investment will be slower to develop in rural areas.  

· Processes – application, enrollment, billing – should be simplified. We encourage more entry points to the public system and simpler administrative systems.

· Distance will always have an impact on any reform ideas in rural Colorado. It will impact cost, access and efficiency.

· While the Rural Taskforce included numerous constituencies, including businesses and consumers, it was largely provider focused. The group was conscious of the need to ensure that all constituencies’ views are included in their final report.
Vulnerable Populations Advisory Task Force
Report presented by Christy Blakely and Mark Simon.  The Vulnerable Populations Task Force has met four times. They began by defining Vulnerable Populations to assist in identifying their target population. To date the Task Force has completed a detailed evaluation of three of the four proposals.    Members have demonstrated a commitment to completing their charge with thoroughness and is very invested in this process. They are passionate about the outcome of the Commission’s work.

Key issues:
· Proposed coverage in some cases expands but does not address all the needs of the Vulnerable Populations. Task Force would require more detail on coverage to determine if the proposals cover specific areas of concern to Vulnerable Populations (for example: dental, mental health, long term care, in home support, vision, durable medical, off label pharmacy).  In addition, other ancillary services which facilitate utilization of health care by Vulnerable populations such as transportation, housing, food, childcare, and cultural sensitivity are not addressed.
· Complexity of plans may lead to lack of access due to lack of understanding (people don’t choose they refuse); details should be at a sixth grade level when presented to the public

· Proposals must not set care at a lower level (less care) than the current state mandates (for example: newborn mandate 20-20-20)

· There is a lack of specificity of  benefits for mental health and risk of reduction in coverage compared to recent state mandated expansion
· Lack of specificity in coverage of long-term care & long term care support services

· Under or undefined Appeals Process, including use of Ombudsman

· Sustainability in the context of a reserve fund for maintenance of state funding in case of economic down turn (only single payer had some reserve(trust funds))

· Need to plan for independent program evaluation after implementation

· Need to tie subsidies to a “Living Wage” and not Poverty level in order to allow home ownership when possible (necessary to forestall institutionalization). If tied to FPL would need to allow  > 400% FPL in Denver Metro area as a Living Wage.

· A need to specifically define “under insurance” 

· Recognition that the uninsured are disenfranchised and frequently represented by vulnerable populations

· A need for Colorado to strive for a barrier free health care system (a caring system)

· A concern that the only proposal that would increase access for vulnerable populations is one that would eliminate the free market economy of healthcare and this may be untenable to the legislature.
Request for Additional meeting
Mark Simon presented a request for an additional meeting for the Vulnerable Populations Advisory Task Force.  Given the size of this group and the level of detail they have given to their review of proposals, the task force requested one additional meeting of no more than two hours to allow them to complete their work and final report for the Commission.  He clarified that they will still complete their work by September 30, 2007.  Commissioners agreed to grant their request.

Community Outreach

Elisabeth Arenales pointed Commissioners to the memo in their packets detailing the schedule for the October Congressional District Hearings as well as a proposal for additional community outreach activities.  She noted that Craig had been added to the list of communities for the October hearings.  Commissioners were asked to indicate which meetings they can attend via e-mail to Anita Wesley.

Julia Greene presented a proposal for additional outreach to key stakeholder groups in September. 
Next Meeting and Adjourn

Bill Lindsay thanked all the Task Forces for all their hard work.  He praised Tracy Johnson for her amazing work with the modeling process and assisting in communications related to this aspect of the Commission’s work.
The next meeting of the Commission is scheduled for Monday, September 10, 2007 from 8:00am-5:00pm at COPIC, Mile High Room, 7351 Lowry Blvd., Denver, CO  80230.

The meeting was adjourned at 5:00 p.m.
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