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DRAFT
July 23, 2007 Commission Meeting Notes
Commissioners Present

Elisabeth Arenales 
Carrie A. Besnette 
David A. Downs, Jr. MD
Steve ErkenBrack 
Linda Gorman 
Julia Greene 
R. Allan Jensen
Don Kortz 
Bill Lindsay 
David F. Rivera 
Arnold Salazar
Mark Simon 
Joan M. Weber

Mark Wallace
Barbara Yondorf

Commissioners Absent

Erik Ammidown

Clarke D. Becker 
Christy Blakely 
Peg Burnette 
Lisa M. Esgar

Grant Jones
Donna Marshall

Pam Nicholson 
Ralph Pollock 
Daniel Stenersen 
Steven J. Summer
Lynn Westberg

Commission Business

Discussion about how to make Commission decisions on the consolidated proposal – consensus? Supermajority? Simple majority?
· Concern re: simple majority on critical decisions, e.g., should there be individual mandate, etc. Proposal needs to have considerable momentum behind it.

· One commissioner noted that the bylaws say “consensus.” Process has already been compromised – e.g., questions to frame today’s discussion came from staff. Timeline has been a sticking point that has kept Commission from adequately discussing key issues.

· Does supermajority decide what goes in to consolidated proposal – or what doesn’t go in? 
· Whatever Proposals Committee recommends, it will come to full Commission.

· How will committees make decisions? Since so many Commission decisions depend on committee decisions, this is important. Supermajority in committee could be appropriate, as long as small group isn’t marginalized. If significant dissension, that will be part of discussion before full Commission takes action.

· How keep moving forward if it’s an issue that significantly affects other elements of the proposal?

· Hard to determine these things in abstract.
· Super majority would be 18-9. Very hard to get to 2:1 majority in any group. Could hamstring Commission from making any decisions. Ten people could stop what 17 want to do.

· One commissioner noted that only 13 people were in room today. Very concerned that Commission would not be able to make any decisions.

· Could get very different decision depending upon who is in the room.

· Compromise: at least 60% instead of 67% of those present, not of the Commission as a whole.

· Not sure if it’s 60% of Commission or 60% of quorum. (Per bylaws: quorum is one-half Commission, or at least 14.)

· Proxies? No provision in bylaws for that.

· Comment: In most people’s lives, things are not chosen by majority vote. Focus instead: How can you make everyone happy by enabling them to pick their own health plan?

· Consolidated proposal will have great significance. Bear in mind we’ll be spending money to model it. Needs more behind it than just a simple majority vote. Dissenting opinion will not have 

· Committee can work in simple majority environment. Commission then entertain dissenting views and works on 60% or 67% supermajority.

· Bias of committee will affect outcome. Will we be biased to inclusion or exclusion? Will affect what goes to full Commission is critical.

Motion from Allan Jensen: 

Strive for Consensus; simple majority in committee; moving anything forward to technical evaluator requires supermajority of 60%.

Discussion from Mark Simon:

If dissension, mediate in order to attempt to generate consensus.

Motion passed unanimously.

Discussion about Key Questions from July 18 meeting
(see handout, “Tentative Answers to Key Questions”)

Technical advisor Sarah Schulte reviewed Commission discussion and preliminary agreements from July 18 regarding the key questions that will help the Proposal Committee develop the consolidated proposal.

1. What will be the role of the individual?

· Suggestion: Note that those with financial means have responsibility to pay for care; everyone has responsibility to take care of themselves.

· If we provide subsidies, everyone will have the financial means.

· May want to give everyone ability to pay but may not have funding or political will to support them.

· Clarification: Did Commission also agree that individual has responsibility to ensure that provider gets paid? You have responsibility to contribute your fair share but also to help ensure that providers are paid for services.

· Statement leaves out affordability; should be included.

· Suggestion: Leave only “individuals expected to pay for health care.” 

· Eliminate statement about individual responsibility to take care of selves. Implies government control over behaviors, impossible and inappropriate.

· What about guy who don’t work fulltime or full year because they want to ski.

· “Individuals have responsibilities to larger community.” Does that mean you have right to compel others to act in certain way? You can’t force people to be responsible. This statement undermines free society.

· Response: All have responsibility to take care of selves. Individuals “own” this. 
· Rebuttal: Think about promiscuous sex. It adds a lot to health care costs. Does this mean the state forbids promiscuous sex? This statement transfers power from individual to legislative body.

· Response: Think the Commission was actually trying to limit government’s role – giving insurers flexibility to rate up or down for behaviors w/o government saying they cannot or by how much. Point is well taken, though – must find balance.

· Comment: Not sure how you determine if individuals have resources to pay for care – can’t do during delivery of services. Also: individual responsibility to take care of selves is nice philosophy; not sure how you operationalize it.

· When we talk about “responsibility,” need to consider what is possible and appropriate for at-risk and vulnerable populations.

· Suggestion: To degree we can leave out values statements, we’ll be better off. Can’t agree on those – can agree on delivery systems.

· Suggestion: Comfortable with work that was done last week – these statements are good direction to give the committee to help in their work.
· Don’t word-smith but remove values statements – stick with broad policy guidance.

· Response: Can’t remove values, SB 208 is itself a values statement.

· Rebuttal: This document is supposed to simply give direction to the committee; don’t get hung up.

· One of the goals of this statement was to communicate notions about prevention and wellness – don’t want to lose that.

Summary of agreement: Individuals have responsibility to arrange for payment of care. Remove values statements.
2. Will there be an individual mandate?
· 3 of the 4 proposals being modeled include individual mandates – don’t think we advance the exploration of options by including one in our own proposal.

· Response: Can’t hamper ourselves – may have other elements from the 4 proposals that we want to include. Need to look at alternatives that we haven’t yet examined in the other proposals.
· Uninsurance for health care is about the same as for auto insurance. What do we lose policy and cost-wise in order to gain just a couple of percentage points in number of uninsured?

· Rebuttal: Want 5th proposal to help us explore areas (e.g., regulatory reform) that haven’t been examined yet. 

· Massachusetts is backing away from their individual mandate. Also, individual mandate amounts to tax. 

· We have some mandates that aren’t working well now. 30% employers don’t cover workers comp, despite the fact that it’s required. Same with auto insurance mandate.  
· Rebuttal: These may not be germane comparisons, since there are no subsidies to help pay for them.

· Tied to our requirement that individuals take responsibility for care. Don’t want to unintentionally increase uncompensated care.

· Rand Corp. study shows that take-up of insurance, even with subsidies, isn’t very good. Need mandate to improve effectiveness of policy.

· If we’re clear about what people are required to have access to/responsibility for, not unreasonable to include mandate.

· Enforceability is key. If have individual mandate, need workable enforcement mechanism.

· Give committee freedom to apply these ideas. These are all things we need to look at – but the Committee will do that.

· Could ask Lewin to model it both ways.

· Individual mandate can minimize problem of adverse selection in public programs.

· Remember goal: More health care for more people. Individual mandate implies insurance model. Need to look at take-up rates, etc.; no data on take-up rates since 1997. Concern that what will come out of modeling is not data but estimates based on flawed assumptions.

Summary of agreement: Committee will start by including individual mandate
3. What will be the role of employers?
· Clarification: Not saying no employer mandates, just no to forcing employers to buy health insurance for employees.

· Suggestion: Add “health insurance.”

Summary of agreement: Keep statement the same with addition noted above.

Public comment
· Appalled. DMCC poll showed that 83% of people have insurance voluntarily. 40% of uninsured are between 18-24; half of those choose not to get it. Want to force everyone to buy insurance when only 20% of 17% could afford to do it under current system. Must look at populations that don’t have insurance, and understand why. Why mess with everyone else, when people say they’re satisfied with their care and most voluntarily purchase insurance? Same applies to employers. Most voluntarily provide it. Why force them?
· Disagreement with previous statement. Based on high cost of care and lack of access, Commission is charged with making affordable health care accessible to all.

· Don’t treat these questions as isolated issues. They interact. Also, it’s reductionist to assume that values are not reflected in these statements, however they are written.

· Suggest amendment to #1:  “Individuals have responsibility to pay according to their capacity to do so.”

· Many of us cannot afford to pay for health insurance, even when it’s offered. Can’t make choice in favor of health insurance because don’t have capacity.

· Remind Commission of other discussion last week:

· Agreed that “all” should be covered, and cost should be shared by all.

· Individual and community responsibility were points of agreement.

· Does minimum benefit package include follow-up care? If it does not, will be under-insurance. 

4. What will be the role of government?
· Statement does not reflect richness of discussion. Talked about stewardship, education, market rules. 

· Government has some role as regulator – committee needs to discuss that.
· Change first line to read “subsidies to obtain coverage.” Way it’s written presumes insurance-based coverage similar to current. Have concerns about government dollars going to private companies.

· Much of the cost problem derives from fragmented delivery system. Need discussion about government subsidizing system infrastructure, esp. related to HIT.

· Need to look at costs contributed by government regulation. There’s good data about that – it’s a significant problem.
· Can’t talk about #4 w/o simultaneously talking about #5. Huge part of problem is underpaying Medicaid providers and shifting those costs to private payers. A lot of things in #4 will have significant price tags – need to see cost/benefit.

· If we take phased approach, could address some of this – e.g., start by fixing Medicaid/CHP+ before we expand the programs. Regulatory reforms to save money could also be part of first phase. Want to start with approaches that yield greatest benefit to public.

· Can Lewin model impact of increased Medicaid reimbursements on reducing cost-shift? Need a sense of that info.
· What is role of government for enrollment, e.g., in CHP+?

Summary of agreements: Phased approach; look at costs/benefits of government regulation.

6. Will portability or continuity of coverage be assured?
· More of a phase-in thing that comes down the line as changes are made. Don’t think we can implement that at start.

8. What will minimum benefits be?
· Want to isolate that from political process, to extent possible.

· “Separate minimum benefit standard” – ensure that it’s equal with others.
· What does “actuarial value for a package” (sentence 2) mean?

· Establish value, e.g., people must have package worth $XXX/month. Then let market decide what benefits are included, and allow both group and individual coverage.

· Lots of people interested in looking at “voluntary single payer” program – that is, tax-funded program in addition to insurance-based system, to expand choice. Could we model that? Lots of hurdles; could be interesting concept. Should try not to disrupt existing arrangements – fix rest of system. So let’s design choices for them. This would be a way to provide a choice that would appeal to single-payer proponents.
· Would need to understand how many people would have to participate in order to make it feasible? If fewer than the entire population of the state, let’s look at it.

· CCMU proposal had nonprofit entity, default enrollment for people who didn’t sign up for other programs. Is this what we’re talking about? 
· Not at this point.

· Talked about wrap-around package to supplement minimum benefit package, through either reinsurance or other mechanism. Committee will discuss.

Public Comment
· Appalled, but for different reasons. Guiding principles and criteria should be up on the wall. Commission already has ground rules – why is so hard to decide how to make decisions? Don’t focus just on the few – look at everyone in Colorado. Real problem is 3rd party payment system and link between insurance and employment. Commission must address those.
· Shared risk should be primary principle of insurance; when we move people into catastrophic coverage, each individual becomes a risk center. High-deductible policies are major driver of uncompensated care. If could eliminate system inefficiencies of government programs, would have enough money to cover all uninsured and under-insured.

Next Meeting

The meeting was adjourned at 10:30am.  The next meeting of the Commission is scheduled for Thursday, August 23, 2007 from 8:00am-5:00pm at the Englewood City Center, 2nd Floor Community Rm., 1000 Englewood Pkwy, Englewood, CO  80010.
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