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Welcome and Commission Business




Bill Lindsay welcomed everyone to the meeting.  He noted that the majority of the meeting will focus on 5th proposal elements.  It will be important to stay at the strategic level.  He acknowledged that many will have thoughtful questions that require a lot of detail.  These will be noted and either addressed in the course of the meeting or referred to the Proposals committee for further clarification.  Mr. Lindsay asserted that it will be critical for the Commission to buy in or suggest modification on the Proposals Committee recommendations.

He noted that there were amendments made to the July 23 and August 23 meeting notes after they were sent to Commissioners.  Commissioners were asked to review the amended meeting notes and they were moved to an information item, for approval at the September 24 meeting.   The meeting notes from the July 17 and 18 meetings were approved as presented.
Proposed Revised Meeting Schedule
Mr. Lindsay presented the recommendation memo from the Operations and Proposals Committees regarding a proposed revised Commission meeting schedule.  He noted that the primary reason for change of meetings is due to the 5th proposal process.  Mr. Lindsay noted that Len Nichols from the New America Foundation will facilitate the Commission meeting on September 24 when the Commission reviews the final recommendations regarding the 5th proposal.  Commissioners who are unable to attend Commission meetings will have the opportunity to opportunity to participate by phone or submit comments to be read to the commission.

October Congressional District Hearings Schedule

Mr. Lindsay reviewed the schedule for the October Congressional District Hearings.  He asked that Commissioners that have not signed up with staff to participate at these meetings do so by the next day.  He noted that we do not want to assign commissioners to attend and ask Commissioners to sign up.  However, if there are holes, we will ask for volunteers.

Financial Report

Anita Wesley presented a summary financial report.  She noted that the Commission had revenues of $1.1 million received with another $60,000 remaining to be raised to reach the total budget goals.  Expenses as of July 31, 2007 total $461,368.50.  Ms. Wesley noted that most of the task force expenses had not yet posted as of the end of July.  Mr. Lindsay asserted that are confident that we are coming in right on target for the budget.

Final Report Process






Mr. Lindsay presented a draft outline for final report.  He noted that the Operations Committee made changes which were not reflected in document in the meeting packet.   The committee expanded the target length to no more than 50 pages, not including attachments or a minority report.  The committee also added a section on Areas for Further Study or Clarification--areas that the Commission did not have time to full flush out. Examples could include provider reimbursement or health information systems.  Not sure if there will be any, but wanted to have a placeholder in this report. A minority report is not assumed, but wanted to identify that there may be a need for one.

Questions/Discussion Points:
· Where would the Parking Lot Recommendations reside in the Final Report? 

· After activities of the commission 

· There may be a way to do broader recommendations with an identified place in the report for those recommendations.

· When do you expect the first draft?  

· December 5th. 

Other Business Items and Updates
Additional Stakeholder Meetings and Recruitment to Congressional District Meetings:

Ms. Wesley reported that she and Julia Green have been working together to structure how the additional stakeholder outreach will be organized.  Mapped out and identified key groups where you may have expertise and ask commissioners make a few additional phone calls. Dividing up a list of key groups who have not been spoken to or need to touch base again and will ask for no more than 5 phone calls. Hope to do this by the end of September. You will be give a script or a list of key points and feed into turnout for our community meetings. Ms. Greene asserted that the intention is make the commitment as least time consuming as possible.  

Legislative Briefing:

Mr. Lindsay reported that a legislative briefing is scheduled for Wednesday September 12th at the Supreme Court Chambers.  Tracy Johnson will do a summary of modeling results and Mark Wallace will talk about public comment. The briefing is open to the public 

Meeting with Senator Salazar:

Mr. Lindsay reported on the recent meeting with Senator Salazar.  Senator Salazar requested a meeting with Commissioners to learn about its work.  Twelve Commissioners participated and it was a very positive meeting.  Mr. Lindsay noted that the meeting ended with Senator Salazar asserting that the Commission’s work can inform the federal process. He asked the Commission to identify federal issues to inform the Senate Finance Committee.

Modeling Results Presentation





Tracy Johnson provided an introduction to the presentation from The Lewin Group regarding the long term care portion of the Better Health Care for Colorado proposal.  She noted that the reason this is being presented separately is because there were delays accessing the necessary data for this portion of the proposal to be modeled.  The Lewin group will cover background on what is long-term care, what portions of the proposal they were able to model and not able to model. Dr. Johnson noted that there is a qualitative difference between doing proposal to cover uninsured and doing a long-term care re-design.  If you want to focus on this population, you need a better sense on baseline data.

Dr. Johnson reviewed how proposers will be involved in the editing process.  She noted that proposers have been asked to review the sections of the report relating to their proposal and that she and Lewin are meeting with them via teleconference to review any requested changes.  She reported that she is also conducting exit interviews with each proposer.

Evelyn Murphy from The Lewin Group presented via phone the modeling results of the long term care provision in the Better Health Care for Colorado proposal.  ( See powerpoint presentation  “Better Health Care for Colorado Long Term Care Analysis”).  They provided an overview of long term care, specific aspects of the provisions found in the proposal and the modeling limitations. 
Questions/Discussion Points On Above Power Point Slides:

· Less costly than institutional care and Dan has said that sometimes is not.  Lewin: on average, costs to the state on home based care are less than institution.

· Not enough data: on the nursing facility side there is an assessment. While states collects data on home community based waivers, not of it is currently entered electronically and as a result there was no comparable data on ADL supervision requirements for people on waivers in the community. So when tried to look at changing clinical from 2 to 3, were able to look at nursing facility but not on community side.

· On slide #4, in the list of comprehensive long-term care—what does reimbursement for? Have acuity of justice, rates for non-institutional providers, revising nursing rates for behavioral issues, the goal being to study disparities that exist between rates in nursing and home based care and come up with a way to address the disparities.  Lack of acuity data on the community based side.
· Does the proposal eliminate the 6-8% of nursing homes? Didn’t even get to that point. The proposal says look at the rate set up, system, take into account acuity.  The proposal did not address that issue that you are raising.

Questions/Discussion Points regarding presumptive eligibility:
· Do states have acuity data? WA and MI do, they have assessment data electronically. PA is working towards it, but not sure on the other states.

· Cost savings result from people moving from hospital setting to community is that fair? No, cost savings from people who would have ended up in nursing home on Medicaid instead of receiving services in community.

· Children and developmental disability population in this consideration? No, not on that population due to wait lists so presumptive eligibility would not be helpful unless there was a triaging of the list.

· Which state made the 8% error and 1% error (Kansas 8%) and PA 2% and others had 0 or 1%

· Difference that caused Kansas to be at 8%? It was a relatively new program, but needs to follow up on what made it 8% versus the others.

· IN their modeling, 100 applications receive services over 60 days in error, who pays for that? Medicaid or bills left outstanding so provider or client eats it.  If you are able to enforce statements that individual   Client could get Medicaid rates by reimbursing them instead of directly paying for it.
· State cost figure that seems to have a typo—federal matching—it was an error so it would be 200,000.

Questions/Discussion Points regarding clinical eligibility:

· Did you have access to the BUS which is the electronic filing of the care plans once they go through that and all single entry points have access to the BUS.  Tracey said the state said that the data may be available, asking for turnaround time of two weeks which said it was impossible to pull that data and aggregate it in the way you wanted it.

· Thought there was data available in WA in regards to acuity levels regarding nursing home and home based care.  The assessment levels would be different state by state.
· The proposal says the people in community have to have 3 ADL as opposed to nursing home with 2 ADL.  Moving from 2 ADLs to 3 ADLs in the community?
· Moving to 3ADLs because they are interested in the nursing community, so the waiver population is an unintended consequence.   So 

Questions/Discussion Points regarding Financial Eligibility Change:

· How do you know they are at lower end of acuity scale? People who are getting kicked off waiting list because 2 ADL and no supervision.  Assuming if you are 2 ADL on personal care side, the more ADL, the more care you will need.
Question/Discussion Points-Financial and Clinical Eligibility Combined Impacts:

· Where did you get the waiting list? From the state
· On 138 with 150% and 200% of poverty level doesn’t that represent a savings? SEIU wanted to grandfather them and it would be a cost to the state. Going forward they shouldn’t be on there and it would be a savings.

· They are grandfathering people at a particular point in time not a policy

· Level of services and ability to stay out of a nursing home? Research is pretty thin on that and there are different types of services which make a difference and it depends on package. There is so little standardization so research thin on what works, what doesn’t work.

· If they can get out of bed, but not out of the house

· Can you move home medication to the state plan? No it is only personal care.

· The reason you are losing home modification is because you are losing the waiver.

Questions/Discussion Points-HCBS Waiver :
· Administrative costs for monitoring when people hit $600 cap—did you include admin costs? We included it, but it is not too different than what is done now in terms of the program in monitoring spending.  Is there some reason you think it should be different? There is no cap and utilization control, but having people submit receipts so you know ahead of time is a very different cost than what exists today.  This should be done in the pre-approval so what they are approving won’t exceed the costs per month.  Some states do a flexible approach with on average people can’t receive more than $600 so that allows you to respond to more intensive or limited needs.  You priced it is everyone getting $600/month? Yes.
Questions and Discussion Points-HCBS Non-Institutional Private Program:

· This is basically a buy in? Yes

· Is cost assumption based on buying in HBCS? They would not buy into acute care side and if they don’t get covered they are covered under SEIU acute care.  They didn’t integrate long-term into acute care 

· Acute Care Covered in Colorado: subsidies and benefit package with general comprehensive care. Their acute care will be fine, but on community care

· In all of this calculation you didn’t have children waivers, or children who have private insurance over 300% to stay in the home? The provisions don’t include parental income as it is disregarded which is primary reason why so few children will be affected with change regarding 150% poverty level.   Some waivers were left alone, like the autism waiver and nothing changed with those waivers.  Every one of those waivers has special populations and those that are most at risk.  When you said grandfathered in, you mean that when evaluated every year, they will continue to be eligible. Yes, it would be new applicants. Yes.  This is a vulnerable population.  SEIU is not saying that they are pushing for this.  

· Tracey: SEIU is not embracing this part of the policy as they are nervous about the impacts and who will be impacted and not impacted.  You have to get acuity data for this population.  

· Lewin: Reserve nursing facility for those at highest needs.
· Bill: Parking lot—this is a perfect example of what we want to be taking about.

· Lewin: some of the financial is because of the clinical.  

· Mark: does calculations take into effect by Colorado’s estimates with 2000 people in nursing homes with Medicaid that don’t belong there and could live in community with support. Was transition them out counted in? Not specifically. We did identify people who do not meet nursing care and on Medicaid.  Estimated a cost of discharging them.  Under SEIU’s proposal they would be grandfathered in.  

· Part of SEIU proposal: include certain ways to reduce nursing home clients and instead be in community with incentives were difficult to model for data and time restrictions.

· HCBS spenddown: what is the threshold? Is it an SSI standard?  It varied based on whether you met Medicaid resource level so for people.  When you spend down income what dollar amount do you have to go below before you are eligible at all?  Is it 150% of poverty level?  It is the 300% of SSI the $1863.  But that doesn’t jive with 150% of poverty level and 300% of SSI are eligible for PCS and on slide 10, under spenddown, allow people with 150% of FPL to 300% SSI and resources less than Medicaid limit.  If you are over 150% of FPL, what do you have to spend down to?  I believe what is specific threshold is 300% SSI. 

· Getting stuck on the word spenddown because this is what SEIU called it.  She will do a graphic

· The disability community would be ballistic if this proposal went forward.

· Those of us who are long-term experts this is a level of detail that goes beyond some of us.  This presentation shows we have potential, but there are some downsides. We should have an ad-hoc committee to come back with recommendations.
· SEIU was trying to be thoughtful in addressing a difficult issue and they are frustrated with the limitations.  Where does this fit with their proposal? Is this an addendum? They are putting it through a copy edit process.  They are comfortable with clinical eligibility, but unclear on financial eligibility. 

· Bill suggests that we keep this on our radar screen for today. When we finish discussion on 5th proposal we can touch base.

· We need to have this discussion before we go out into the public.
· Commissioners decision, not SEIU to take pieces out of the proposal.

· This was part of their original proposal, not ours.  If they want to keep it in, they can.  Whether we want to include any of these as part of a 5th proposal is up to the Commission as well as addressing it in the final report.
· Does this save a little a lot, does it cost more?  No answer yet

Commissioner Requests of The Lewin Group
· Put together a graphic that can summarize this? Yes, who is in, who is out, who loses.

5th Proposal Elements








Mr. Lindsay stated that the Commission needs to get a degree of concurrence at the meeting to get something to Lewin to model, but that this is not final.  We want them to run some numbers to see what we are dealing with.  The Commission reserves the ability to come back and add and/or modify pieces as we learn more.
The Proposals committee has two more meetings.  Their final recommendations will be presented at September 24th Commission meeting, including recommendations on cost reduction, quality improvement and Medicaid reform.  Lewin will submit the first modeling results on the 5th Proposal on approximately October 11th.  
Sarah Schulte provided a presentation regarding the 5th Proposal.  She noted that all Commissioners were invited to participate. The committee has met six times since July Commission meeting. The committee reviewed all ideas submitted in the 28 comprehensive proposals submitted to the Commission and went through a process of developing answer the questions in the “Solicitation for Health Reforms Proposals.  They began their work with the answers to key questions developed by the full Commission in July:
· Every Colorado resident must have health coverage

· Employers are not required to offer coverage

· Government will provide subsidies to ensure affordability
Ms. Schulte presented the recommendations of the Proposals committee to date.
Recommendation #1: Individual Mandate

· Require every legal resident of Colorado to have basic plan coverage
· Enforce through tax penalty equal to one year’s worth of coverage

· Create affordability exception

Questions/Discussion Points:

· Group felt this is a recommendation that should be moved forward but there is concern with the mandate idea.
· PARKING LOT: The key is every legal resident of Colorado and the committee has not addressed those who are not legal to have basic coverage. 

· The question of enforcement is a critical piece and in the committee they talked about enforcement activities, but decided not to move ahead with those activities, but enforcement would occur at the end of the year with tax filings with a penalty of one year with premium.  There was discussion on providing an exception for people who met income test without subsidy, but has some other significant mitigating factors with financial strains.

· Any indication from the advisory groups on where we are with the first bullet? At the business task force, the individual mandate was acceptable and all of the committee members were in favor of placing that responsibility at the individual level.  They did identify concerns with administrative costs going up with playing an enforcement role, and if wages have to increase to afford the mandate, but in general thought it would be a good thing.

· Vulnerable populations task force had two concerns: it may shift onus of costs.  They expressed concern that there is no mandate for anyone else to do anything.

· Even people with 400% of poverty may have an issue with meeting requirements and that affordability will be a requirement.

· No data available to model take up and Lewin has no flexibility for individual behavior. What people do with take up is intertwined with penalty.  Assuming that Lewin can model this is a grave mistake.  What if I can’t afford to pay the tax penalty?  Need to be specific about the remedies.  Lewin hasn’t modeled administrative costs very well. 

· Medicaid requires emergency coverage for undocumented residents and they shouldn’t be excluded from this as this is a federal requirement. These are people you want to enroll anyway so they don’t continually access care through the emergency room. 

· Support for a concept of individual mandate ties to affordability and enforceability.  If you have something that is limited to mandate in name and not reality, this will fall apart.  Many of these pieces fit together, but need to make this affordable and have people in this pool.  What about a payroll reduction piece?

· Affordability, Lewin responded to early models showed that everyone would obey the law.  Included in the model is people who spend 9% of income on premiums and Lewin assumes you can afford it.  
· This puts individuals at risk and it is inappropriate to put a mandate on individuals and no one else. The solution is not giving more money to insurance companies and we are using tax payer dollars to subsidize it which is outrageous.  We have no mandates for insurance companies, providers or employers.  

· Lewin should model tax incentives. 

· There are significant mandates on insurers and governments.

· HB1023 says that public benefits are not allowed to flow to undocumented residents and federal is only to stabilize them in emergency department.

· Low-income data shows going above 2-3% shows they will not participate. 
· There is an individual mandate, but that doesn’t mean that others aren’t being asked to do other things in the proposal. 
· The 5th Proposal shouldn’t have everything that is in the rest of the proposals, it should be something different. 
· This is a lynchpin and it has come up several times, any approach has drawbacks.

· No matter which version of what we are recommending, 2/3 of uninsured because of substantial subsidies up to 300% of poverty and some won’t pay anything with falling under 200% of poverty.

STRAW POLL VOTE: 
Modeling the Individual Mandate Recommendation
IN FAVOR: 19; OPPOSED: 4; Total Commissioners present: 23

Recommendation #2: Expand Eligibility
· Expand Medicaid an CHP+ coverage for parents and childless adults up to 200% of poverty 

· Where should we set the federal poverty level?  Initially started at 250% for all populations with assumption that they don’t have money to pay out of pocket premiums.  Question to move to 200%

· Childless Adults: can we get any federal dollars to expand Medicaid program to this population.  This is an expensive population.

· Create medically needy, buy-in, and medically correctable programs
· Medically Needy: most states have medically needy program 

· Buy-in: six or seven states have this program

· Medically correctable program: someone who cannot go back to work because they cannot afford a prosthetic and the program would be set up purchase that item.

· Expand Medicaid benefits to include dental coverage for adults; expand CHP+ to include a Medicaid-like wrap-around benefit

· Dental: look at the whole person
· Expand CHP: give medical package when found medically necessary

Questions/Discussion Points:

· We need to determine what dental is, is it medically necessary?
· Annual review of benefits for dental

· PARKING LOT: Dental Discussion

· Discussion on 250% threshold for children: 250% gives you $2 instead of $1, if we aren’t doing that we need to cover in some other way.

· Cost issue of taking everyone to 250% or split parents and kids.  The committee agreed to try to keep them together with a common benefit plan for kids and parents that could look like CHP with Medicaid wrap around services

· If you don’t include the children here where you get a federal match, then they fall under subsidies. 

· One of discussions in the committee is do you build a rich recommendation that has a significant price tag or do a more modest recommendation.  The committee moved forward with the more expensive recommendation and after Lewin comes back with information, there may be discussion on how to pull back.

STRAW POLL: 
How many people would like Lewin to price out both the 200% and 250% options regarding children? 
IN FAVOR: 21; OPPOSED: 0 
Recommendation #3: Provide subsidies for low-income families and individuals
· Provide subsidies for purchase of private basic plan coverage for individuals and families between 200% and 400% of poverty

· Committee has developed three subsidy schedules for Lewin to model
· Require those receiving a subsidy to purchase their coverage through the Coverage Clearinghouse
Questions/Discussion Points:
· If you are eligible for a subsidy, you are required to use your subsidy in your employer plan, but if you have a bad employer plan, what can you do?
· For modeling you have to include data from all employer plans in the state

· There are two requirements that are inconsistent.  For bullet #3, if you are working you have to buy their employer’s plan, but if it is a bad plan there has been discussion in the committee about opting for another plan.
· If you have employer coverage and you get a subsidy, how do you get your subsidy?  Do you have to go through Clearinghouse and they write your employer a check? They would write a check and not an administrator. 

· There is an existing program in Wisconsin on significant administrative costs that should be taken into account before going to modeling.
· Discussion regarding recommending the modeling of Schedules A-C, but there was no decision made as of yet.
· Are we going to set a threshold minimum for “employer coverage”?
· The Committee does not have a recommendation regarding this minimum.
Public Comment

· Please re-visit mandates. You have to follow the money. Mandates necessitate subsidies and that is the only fair thing to do. The subsidies are subsidizing insurance companies, not people.  Insurance companies will remain actuarially. The issue of covering uninsured, but it is more of an issue of the costs of coverage.  Re-visit your statute and certainly the uninsured is a piece of it, but controlling the costs was a big piece of it.

· Importance about subsidies. You cannot ask people who live on less than what you pay in taxes to come up with $175 to $200 per month for health insurance coverage.  It is very much reflective of the truth of our lives (the uninsured) to start that subsidization level at 250% otherwise your affordability exception will become the lack of affordability rule. On behalf of the low-income wage earner, please 200% FPL to start subsidies is too low and you will wind up with people who cannot get health insurance they need.

· Question regarding “there will be a minimum benefit package for those who are subject to the mandate”, what do you mean by “all”?  It means all legal residents.

· The enforcement issue: there is an appropriation for any individuals incarcerated $127 per bed, $64,000 charge the legislature must pay.  If you are looking to jail people as an enforcement activity, there are great additional costs.
· Interested in shared responsibility and requiring all stakeholders to be at the table.  We would support a more robust subsidy schedule and drawing a line in the sand at 200% FPL is arbitrary and would not hit many people.

· Would like to see adding an adult dental benefit.  
Recommendation #4: Create issue and rating rules in the subsidy program
· Basic plans are community-rated for the individual; plans are paid based on age and geography with end of year risk-adjustment.

· Catastrophic coverage is available at no-cost to those who reach their annual benefit cap and spend a certain % of their income on out-of-pocket costs; paid through reinsurance pool.

· Optional comprehensive coverage available for additional cost; rated as if subscriber were healthy; excess cost paid through risk-spreading mechanism.

Commentator Points:

· Talking around 200-400% FPL for the subsidy program separate from Medicaid/CHP
· Rating rules: everyone is entitled to a good solid plan 
· If you are only making $20000 and are facing a $4000 plan, you can’t pay, so at this income level, this is how much you are going to pay.  
· Location and age are fairly good proxies of healthcare costs.
· There is a way to do a year end risk adjustment so that if a particular plan got slammed, we could do that at the end of the year to see what experience people have added.
· 90% of people won’t bust through the basic plan, but clearly there will be people who bust through the basic plan. One idea was to just cover it, but then you aren’t giving them a basic plan, you are giving them a comprehensive plan.  
· Decided to try this concept: recommend for modeling—once you have busted through that cap and you have spent a certain percentage of income out of pocket for premiums and out of pocket expenses, you are eligible for coverage.  
· In the subsidy program, subsidize purchase of basic plan (not one size fits all) and there is a safety net for catastrophic expenses.
· What if I want to buy up?  Discussion was around having just decided they don’t have the money and that is why they qualify for this program, but if they want to use their disposable income or a relative wants to buy it, then yes they can buy up.  Optional additional coverage would be rated as if they were healthy, but they have to pay costs out of pocket yourself.
Questions/Discussion Points:

· Talked about setting parameters about what basic plan should include, but not specifically design the plan.
· Dental: should we do anything about dental in this package?  You could have a dental benefit as a separate benefit, but add a subsidy similar to the one already provided.

· Rural community would be concerned about geographic ratings.

· The reason you do geographic rating is to reflect local medical costs. For instance, medical costs are higher in Aspen than in Denver.  The more you equalize it, the more you have lower cost areas paying up.

· Most rural communities do better with geographic rating

· There are some exceptions in that Pueblo’s rates are higher

· Modeling question: why do you want to use risk adjustment and why were pretending that it is not comprehensive coverage.  In terms of modeling, how do we model risk adjustment costs, how commission should set costs and are we modeling a comprehensive plan?

· Sarah clarified the use of the term risk adjust and will make change to risk adjustment term to indicate end of year adjustment based on claims

· None of the models include start up costs so the numbers we are getting back are as if the program is established.  There are different start up costs for each proposal.
· This is going to cost a fortune to implement and maintain.  We are either going to buy people medical care or we are not.   We are trying to keep price of policy down for at least 90% of people in Colorado.  If people are going to buy up then we are going to leave them underinsured.  We need to use the Connector as a way to get people coverage, but a single entity to pay the bill and fight with the insurance.   
· We need to re-visit the issue of how we are rating it, but first get this information to Lewin to look at results.  

· Concern that catastrophic costs piece is going to be extremely administratively difficult for both the individual as well as the administrator. 

· Better to have basic coverage and if a catastrophic event, there is a review process to determine eligibility.

· We have tried to keep everyone at the table, but we have done a superb job of dealing with 90% of the uninsured. The problem with the 10% is that they have a substantial need that we would like to address, but they also drive most of the cost. 

· We are fundamentally changing the individual insurance market.   We need to keep in mind that as we change the rules, we are changing them for everyone not just the uninsured.
· Clarification on basic plans: basic plan coverage which takes several different forms, but not unlimited.  Allow people to buy up or add things to the basic plan.

· Catastrophic coverage isn’t going to help. If you go over the benefit cap, you are going over with catastrophic health needs that are things above and beyond insurance coverage.  
· While we are looking at the edges, there are a lot of working people who are uninsured that will benefit from a basic package.  We really address a big chuck of the 780,000 uninsured. Cost and coverage.

· Please keep an open mind and stay at the table.  If there are areas that need to be further studied, Commission will state that in the final report.

· There is nothing that says that this needs to be one sweeping change, but instead put out the road map of how to get there.  Can’t be all steps at once.

Recommendation #5: Create a Connector and a Coverage Clearinghouse
· Create a Connector program for employers and employees that would define benefit plans, provide consumer information, and increase portability of employer-sponsored plans
· Create a Coverage Clearinghouse to:

· Administer the subsidy program

· Administer a Connector program

Commentator Points:

· Needed some sort of umbrella entity that is the Clearinghouse that has the following functions: administering subsidy program (determine eligibility and how much and distribute to appropriate entity), consumer education and outreach (transparency) and Connector program with two goals: greater choice to employees and greater portability to individuals.

· Two key issues: governance structure of Clearinghouse and oversight structure (public funds for subsidies so need accountability). Health plans participating in Connector need oversight.

· Most robust discussion around governance: some said it should be independent authority and insulate from politics and political process, some said it should be governmental entity, one should be non-profit insulated from government.

· Non-binding vote: support for all three, but support of some blend with insulation from political process, but need a governmental function.

Questions/Discussion Points:

· Connector should provide a fall back plan that individuals can access when employers don’t have coverage.  Would like to see Proposals Committee revisit this discussion with the upcoming Medicaid reform and cost and quality discussions before a Commission decision is made on moving it forward into modeling as she doesn’t believe it is ready for modeling.

· Connector: website where patients fill in the information which determines their eligibility (Medicaid, CHP) and then they get directed to those relevant pages.
· The committee discussed eliminating the county by county eligibility program and making it a statewide program.

· Single point of entry and clearinghouse

· A Clearinghouse will influence your costs and Lewin will ask: who is administering the benefits, who is determining eligibility.

· Connector should be bare bones so it can be cost-effective.

· Terminology: clearinghouse is big oversight function was supposed to be like a global supermarket that maybe has the subsidy program under it, clearinghouse for information, and if there is one place to shop they go here.
· The Connector needs to keep things close to home, as worried about one big entity.  

· It is an option, not a requirement for people purchasing in the individual market who are not eligible for the subsidy.

Recommendation #6: Change issue and rating rules in the individual market
· Require guarantee issue of all products in the individual market

· Eliminate health status rating for basic plan coverage

· Limit health status rating for all other plans

· Create a reinsurance pool to spread risk

· Create anti-gaming provisions

Commentator Points:

· This would be the non-subsidized marketplace.  Fair amount of discussion around the above points. With this recommendation, remember that insurance has been mandated.  

· Eliminate health status rating for basic plan coverage and should say ONLY.  The concern is if the insurance company can’t rate based on risk, everyone will take the richer plan.  

· Limit health status rating for basic plan coverage: didn’t get into the details, limitation on what the rate up would be.

· Create a reinsurance pool to spread risk: if people who have large significant claims would be spread across the industry to avoid one particular company taking a disproportionate hit.

· Anti-gaming provisions: what rules can be created so a healthy person gets basic plan, but when he becomes unhealthy, he moves to a more robust plan.  Or when a person buys a plan as a young person, but then marries and wants to move to a different plan.

Questions/Discussion Points:

· Age and geographic rating doesn’t show up on the slide both inside and outside the pool.  
· Disagreement in group on whether combine individual and small group market and eliminate health status rating.  Rating based on age includes a component that when you get older you get sicker so it compounds that expense.

· Potential for employers plans competing with less expensive individual plans.  Could have a flow of employees from employer plan to the individuals plan, which could cause the employers plan not to qualify with the provider because of loss of employees.   Then employer plan could be re-rated.
· The current marketplace, you are health status rated as a small employer. This will even the playing field.  If anything, it will tip the balance a little more in favor of small employers, but won’t exacerbate the problem.
· Make the premium subsidy not a function of income and utilization so you address the people who really need the care.
· Committee had a strong debate on how to use health status and whether the vote on implications on small business versus individual marketplace.  We weren’t able to vet that properly.  Would like to take exception that the individual market is working as someone who tries to retire with health concerns, it is expensive.  The issue that hasn’t been discussed is the underwriting and young and healthy people are going to have to subsidize older and less healthy population.

· There is a social issue as to fairness of insuring people.  

· Government covers the sick and the private market will cover the healthy.  We could say that Cover Colorado could be much larger in what they cover.  Do you want to rely on the private market where you take the good and the bad? Or no, the private take the healthy and public take the sick.

· There is nothing that says you can’t do rate banding, take into account health status.  IF you look at public education, we don’t say your kid is dumb so we are going to charge him twice as much.  Need to find a way to adequately spread the risk.

· The Commission is going to have decided are we shifting the risk and to whom?

· Discussed that the rules should be the same inside (in subsidized) and outside. Inside is age rating and outside add experience rating.  We don’t have to agree on the percentages for modeling.

· Do we eliminate health status rating for the plan? Or some elements for the plan?

· Need to be clear about anti-gaming.

· The role of private insurance and the public program and that is a core item in this concept.

Recommendation #7: Create 3-4 basic plans that must be offered by all carriers
· Create three to four basic plans that must be offered by all carriers in all health insurance markets in Colorado

· Each plan will contain the basic plan coverage

· Create a process for annual development of basic plans by a multi-stakeholder group

Commentator Points:

· Three to four basic plans would be actuarial equivalent so there isn’t gaming between the plans.  

· To develop process for annual development: State already has a basic plan, but it is not reviewed annually so they may get off track from what they were to do originally.

Questions/Discussion Points:

· Thought there was an amount of money that it had to be a certain value on the market.  Yes, that was actuarial and looking at $170-$200 per member per month.

· Do the employers have to offer all four?  No, the difference is if it is an individual mandate then employer plan has to meet minimum standard.

· Does Connector use the same plans? Yes and that would be one of the values and benefit of the Connector.

· CLARIFICATION: Bill will clarify the first bullet point regarding “all carriers”

· Some people thought it was three to four different plans with HMO, PPO

· Actuarial value was going to be the driving force

· How many insurers will you drive out of Colorado? 

· Specifications for Lewin: actuarial value

· TABLE DISCUSSION: Three to four different plan details (HMO, PPO)

· Committee is recommending that we model the CSAHU plan to get something on paper to take a look at, but not endorse those particular components.

· When committee came up with this recommendation it was about competition to see price and quality pieces. Trying to increase competition amongst health carriers so they would have to respond to consumers.

· This may increase the costs of health insurance as the costs depend on competition meaning the number of insurers.

· Sarah added requiring carriers to show how much additional coverage over the basic plan coverage to the list for the Proposals Committee to consider.
Recommendation #8: No employer mandate to cover employees

· Do not require employers to cover their employees

· Require employers who do not offer coverage to set up 125 plans for their employees

· Should additional employer roles be added?

Commentator Points:

· Regarding the first bullet point, even though you aren’t requiring to cover, businesses will see impact from individual mandates (increased wages or require/request employer will provide group coverage)
· There is also a question about employers covering directly by offering insurance, or a payroll tax?
· Setting up 125 plans are seen as administrative costs, but less onerous to set up a 125 plan than some of the other options.  Employees can use pre tax coverage.
· With the subsidy programs, you are asking employers a lot.  Coverage is same or better or goes into something like the Connector.

Questions/Discussion Points:

· CLARIFICATION: bullet to say Section 125 plans, not 125 plans
· Section 125 plans provide for several different types of plans.  This would be a premium only plan and allowing employees to pay on a pre-tax basis. The negative is the owner cannot participate in this if they own less than 2%.
· If you buy your own insurance, you should be able to write it off like businesses can.  This can be used as an incentive to buy into insurance.
· Non-profits get no benefits for buying insurance for their employees.   
· The Business Task Force was very concerned to employer mandate, but you can’t have every employer play on that field due to ERISA.   Will have other economic impacts for employers and state if you put too much pressure on the employer.
· Commissioner recommended to include the following in the Recommendation: Encourage employers to offer coverage through the employer model.  For individuals whose employers don’t pay coverage should pay administrative costs through the Connector.  
· There is a basic fairness issue on dealing with the level playing field with employers who are providing coverage vs. those who are not covering employees. 
· There is not a sense of unfairness between employers who provide coverage vs. those who don’t.  This is treated in labor market issue as you compete to hire employees through incentives like benefits.
· If there is the sense that we are all in this together, then everyone needs to contribute: ex. automatic payroll deduction to send to health plan.
· Need a clarification on this recommendation as it wasn’t clear that we couldn’t ask employers to contribute a little bit. 
· Ask employers which do not cover employees to contribute .05 cents an hour per employee to raise a pot of money.
· Include some nominal contribution to defray costs?
· The potential risk that we provide an incentive for employers to drop health insurance because it is cheaper.
· Troubled by the thought of inflicting pain on everybody, whereas I want to inflict pain on nobody.  We are talking about an individual mandate to not penalize everyone, but to get people covered. 
· Employer pay $1 per employee for Catastrophic cost resource pool
· What is the problem? It is not small employers, but microemployers (those with 5 or less employees) who can’t implement something like a wellness program.  60% don’t offer insurance.
· NEXT STEP: Business Task Force will put this on the agenda for discussion on different viewpoints on above topics.  At the Business Task Force, please ask about Connector fee and payroll deduction, are there are different roles for non-profit, profit and how long they are in business

Recommendation #9: Create an Optional Continuous Coverage Portable Plan 
· Create a voluntary program, similar to Medicare
· Provide one benefit plan

· Provide continuous enrollment regardless of changes in employment and income

· Finance program through government subsidies and employer contributions for which enrollees are eligible; collect income tax surcharge for those who enroll

Commentator Points:

· Behind it is the concept that people want something like the Medicare program or they don’t balk at government programs.
· There are a substantial number of people who don’t want Single Payer Program.

· You do not have to join this plan, but it is one plan that would like CHP+

· You would sign up for permanency with continuous coverage.

· Pay through income tax sliding surcharge.

· No mandate, but employer would pay Optional Continuous Coverage program. Then individual pays tax based on income.  There is no geographic or age rating. No Cobra.

· There is a lot of difficult things we would have to work out to make this work: what happens if it attracts good risks more than bad, the husband wants to sign up, but not the wife…

· Strictly optional
Questions/Discussion Points:

· This would be a better plan than the basic plan.
· No mobility? Yes, there would be no mobility, but we would need to work out early year issues. You also don’t want people to sign up when sick and lost a job.

· It would be continuous coverage, but will it save us money?  Don’t think it will, but there is an efficient mechanism to collect money so it is taken out of paycheck.

· Can anyone model this? What size pool of participants to make it viable?

· This could be part of the 5th Proposal, but we would be dealing with a significant number of federal waivers or legislation.  That doesn’t make it a bad idea, but need people to understand what we are up against.

Recommendation #10: Improve Enrollment in Medicaid and CHP+
· Provide one-year continuous eligibility in Medicaid
· Provide presumptive eligibility for parents in Medicaid
· Create single state-level entity for determining Medicaid and CHP+ eligibility

Commentator Points:

· Instead of cycling back in and out of the program sometimes on a monthly basis, you get in for a year.  This will substantially alleviate administrative costs.
· If the children are receiving it, most likely the parents will qualify.

· Not sure what the entity would look like, but combination of internet access and local sites throughout the state (Connector sites or some other form).

· The system through the counties is not working.

Questions/Discussion Points:

· CLARIFICATION: Add “everyone in Medicaid” to bullet point number 2 and delete “parents”.
· Did committee talk about streamlining administrative costs on provider and payers costs on private side?  Yes, started conversation but it will continue at next meeting.

· “Single-state level entity” means what? Discussed that the single-state level would do eligibility.

Recommendation #11: Improve Access to care in the Medicaid program
· Pay sound rates to managed care companies

· Enroll 50% of Medicaid recipients in managed care

· Increase provider reimbursement to 75% of Medicare

· Improve supports to Medicaid providers

Commentator Points:
· The 50% is a minimum in integrated delivery system

· CLARIFICATION: 75% as discussed was physician only

· CLARIFICATION: Not to bring rates down, but up to 75%

· We are going to have a sub-committee discussing Medicaid reform and discuss on Sept 18th.

Questions/Discussion Points:

· On the first bullet point, why is managed care singled out?  It is managed care that gets the reimbursement hike.  Don’t differentiate.

· Why did we just single out physicians for the 75%?

· There wasn’t clarity on what all providers should be, so the people were sure on the physician rate, but unclear on other statute rate requirements.

· The 75% for physicians is to send a signal to promote concept and use physicians as an entry point.

· How you pay providers is as important as how much you pay providers.  Worth modeling it as 75% and 100% to see how much it would cost to go to 100%.

· Would like to see a bullet on here relating to hospitals.  
· As a principal that is fine, but need to give information to Lewin.

· We do have 100% for physicians modeled already.

· We have exhausted the number of tweaks we can ask Lewin to do.

· Stick with 75% for physicians now for modeling
· PARKING LOT: Look at hospital reimbursement 

Recommendation #12: Expand access to care for all Coloradoans
· Expand scope of practice for providers such as licensed practical nurses
· Provider 24 hour/7 day a week nurse line for all Colorado residents

Commentator Points:

· Concerns that if we get everyone covered, then we won’t have enough providers to care for them.

· This recommendation is to improve numbers of practitioners in the field

· Nurse Line: Sentiment behind this is to provide real time case management to help individuals with decisions, such as go to ER or see doctor in morning.

Questions/Discussion Points:

· CLARIFICATION: Thought expanded scope of practice for providers should cover other types of nurses, such as Advanced Practice Nurses.
· Very important to sustain primary care workforce.  Used to be 40% went into primary care, now it is around 20%.  The biggest problem is business sustainability.  The current entering class will come out with $200,000 in debt.
· Two things to do: reduce debt with debt forgiveness programs for primary care training and stay in Colorado in rural areas and expand scope of practice and develop relationships with primary physicians.

· Public Health: expand access by using public health system?

· Home and community based service waivers and expanding access, then we need to look at reimbursement rates for home based health care in addition to hospitals.

· Attendants at $8-$10 have a lot of turnover, whereas at $12/hour providers stability.

Recommendation #13: Finance program costs
· Maximize federal funding through expanding Medicaid and CHP

· Secure tobacco settlement dollars

· Increase tobacco and alcohol taxes

· Implement snack and soda tax

· Sell Pinnacol Assurance

· Redirect uncompensated care dollars like CICP

· Implement provider taxes, if necessary

Commentator Points:
· We were not charged with how to finance this, but Lewin has asked to model it because we need to know the winners or losers.
· Want to play by the same rules as the other proposers.

· This was a process of brainstorm a lot of alternatives and use the dot method, but it had to raise substantial monies ($50 million). 
Questions/Discussion Points:

· A consumptive tax excluding essentials that would be an option.
· What is the practicality of it on a state basis?  

· Provider tax

· 28 other hospitals rely on dollars coming in as source of infrastructure for the safety net.   

· The Business Task Force is concerned that you are taxing those industries with large employment and may cause unintended consequences. 

· How would the business community pay for healthcare reform?  

· Need to look at a whole multitude of funding options and need to look at wider options.

· Secure Tobacco Dollars: this has been a very contentious issue in the state.   We wouldn’t want to bump programs that are currently funded by this program.

· Proposal Committee: look at finance options tomorrow.

· We shouldn’t put more stuff in here and troubled by point 2 and last two points included in this because it messes with what the deliver system is.   Not bothered by alcohol, tobacco and snack tax because they cause problems with health care.

· If you tax providers, they are going to pass it on to the consumers with the rate system.

· Look at a broader form of income tax?

· One commissioner cannot support giving Lewin this list as the Commission has not adequately researched and understand the complexities of each of these items. This is so huge that a sub-committee is needed.

· We told proposers they didn’t have to come up with financing and then we had them come up with their list.  The Lewin model means they have to have sources attached to them.

· A number of states have snack and soda tax so that would be worth doing as it comes up in public meetings.

· Rather have an income tax than a sales tax which is so regressive.

· PARKING LOT: Study financing options and we will have to expand list to pay for it.

STRAW POLL:

Go forward with looking at alcohol, tobacco, snack, soda, income and provider tax financing options and possibly an employer assessment after receiving feedback from employer task force.
IN FAVOR: ALL (15); OPPOSED: 0; ABSTAIN: 0
PARKING LOT ITEMS

· Undocumented: required to be in the system? (Recommendation #1)
· Auto-enrollment up front (Recommendation #1)

· We haven’t gotten into enough detail on how they (risk spreading, re-insurance pool, wrap around) would work together? Parents and children 200% and 250%. (Recommendation #2)

· Tax Incentives (Recommendation 1 and 3)
· On Recommendation 3: Last bullet point add “individual”
· Specifics on Catastrophic Type Care (Recommendation 4)
· Subsidized versus Non-Subsidized (Recommendation 4 and 6)
· Put a cap on spending on percentage of income for out of pocket costs (Recommendation 4)
· Additional Role of Employers (Recommendation 8)
· Provider reimbursement up to 75%--do we just start with physicians or add hospitals and other providers (Recommendation 11)
· Other Financing Vehicles: do we need to add more to the list? Is it sufficient to make up the deficit? (Recommendation 13)
· Not enough clarity of Connector and Clearinghouse and governance for both (Recommendation 5)
· Direct Lewin that Recommendation 9 is priced distinctly (Recommendation 9)
Public Comment

· On Recommendation 13, strongly recommend you delete the provider taxes for estimates. This is very onerous and physicians will be distressed because many of them, particularly primary care and we will have fewer physicians willing to see Medicare patients. On Recommendation 12, expanding the scope of practice for LPN, would say yes to Licensed Nurse Practitioners and Advanced Nurse Practitioners.  Discussion about #6 and #7, Cover Colorado as a safety net. That is not an affordable option.  
· Colorado is one of the worst participating states in Medicare because of reimbursement. We need to look hard at compensate those who are bringing care to the table.  Colorado Medical Society will step up to 75%, but a number of clinicians won’t see that as adequate.  In Section 125, there are three legal requirements.  The amount of time spent on wellness prevention, HIT, chronic care and you have bit a huge enchilada on insurance care.  We don’t allocate the resources for providers to focus on prevention.  We spend 6.1% providing health insurance and as a private employer, I already feel like I am taking the burden.  How much I am paying in premium, is this really an improvement from an employer perspective.  This solution has to help us stay in business.

· Refer to recommendation 6, if health status rating for all plans for those not subsidized with income over 400% FPL, that creates problems for those of us with chronic or terminal diseases.  I understand difficulties in preventing gaming of the system.  My fear that with health status rating, we will be excluded from coverage.  6500 people are on Cover Colorado because of pre-existing conditions. There are 350,000 who could be on it, but can’t because of costs for co-pays and deductibles.  Securitization is a waste, but re-allocation is something all together different.  
· Dental care is not a Medicare benefit. There is a need to increase those and look at CHP to enhance those rates.  

· Reiterate point to look at how business can participate and the additional roles.  What is it that business can bring to the table.  Expanding access either on vulnerable populations or in Commission is the communities of color.  Expand safety net for communities of color. Comment on public input: it would be helpful to be done before decisions made.

STRAW POLL (re-done after public comment)
The approval of the balance of all but the items above in the parking lot section with clarification on dental provider comments.
IN FAVOR:11; OPPOSED: 2; ABSTAIN: 0

Parking Lot Modeling Questions for Tracy

· There is a lot of recent work shows the individual market spreads risk pretty well.  So we will set up something that will take that over and there is an administrative cost to this risk pooling and that will need to be done by an agency so how will you model that?
· At what price would you model Recommendation #9?
Dissenting Opinion Process

· TABLED TO NEXT MEETING

Final Comments 

· The Commission decided on an Ad-hoc committee to answer individual Commissioners’ questions regarding Lewin modeling.
· Main concern is that the core items are in the parking lot and how should they be addressed.
The meeting was adjourned at 6:03pm.  The next meeting of the Commission is scheduled for Monday, September 24, 2007 from 8:00am-5:00pm at COPIC Companies.
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