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Oregon Health Fund Board Strategies and Initiatives

To improve the healthcare system and the health of Oregonians...

We must link Oregon's reform efforts to national reform. 5.14
We must implement innovative public health programs to change individual behaviors. 5.86
We must lobby the Federal government for many of the recommendations presented

. 5.86
by the Federal Laws Committee.
The plan of action put forward by the Board must be staged over a period of 2 to 3 6.00
biennia (2009-2015). ’
We must establish statewide, uniform quality metrics, practice guidelines and 6.00
comparative effectivenenss guidelines. :
We must have reliable and transparent information for providers, purchasers and 6.00
consumers. )
The role and influence (power) of purchasers must be increased. 6.29
We must foster innovation in the delivery system at the community level. 6.43
We must focus on prevention. 6.43
We must align state policy and community partnerships to decrease disparities in

e A : 6.43

health status among Oregon's diverse and vulnerable populations.
We must create a statewide entity that is simultaneously accountable for quality 6.57
outcomes, cost containment and patient experience of care. ’
We must increase access to healthcare. 6.71
We must focus on the comprehensive management of chronic diseases. 7.00

Are there other assumptions for change, not listed here, that are important to you?

There is tension between evidence-based medicine and innovation. We want to promote innovation,
not more of the same. We need to start boldly, with a clear vision and targeted goals.
Staging is OK; lack of clarity is not.

We should collect feedback from keystakeholders in the process - so that our draft is vetted
(and adjusted) early in the process.

public insurance option, cost containment, consolidation of state health boards and Programs,
ERISA reform pay to play
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Other comments?

The phrases "purchasing power" and “cost containment” imply a potential adverserial relationship
with health care professionals. We should aim for a collaborative relationship.

The community model and rhetoric implies cooperation, not power. Language is important

as we go forward.

A. I'm not sure what "purchaser roles and power" are. | think we should attempt to address
purchaser roles in containing health insurance premium costs.

B. I'm also not sure what "aligning state policy and community partnerships" means.

I think we should attempt to decrease health disparities by supporting and strengthening
community collaboratives, among other strategies.

C. | think we need to be careful to not assume that clear cut guidelines exist for all health care.
I think we should focus on the care given to the 20% of patients who consume 80% of health
care services to ensure they are getting the best evidence based care possible.

D. I think we must attempt to ensure that Oregonians receive proven preventive services

and that they engage in healthy behaviors. But beyond that, | think health care that attempts to
MAINTAIN

health should be reimbursed equally with care that attempts to TREAT illness.

E. 1 think we should support by INCENTIVES innovative public health programs.
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Oregon Health Fund Board Strategies and Initiatives

Do you support the expansions of coverage proposed for 2009-2011.:

Yes No Maybe | Not now
Kids qp_ to 200% FPL with state contributions 60.0% SR - 0
(subsidies)
Preserving and expanding OHP Standard for adults 0 o 0
<100% FPL 50.0% 16.7% 33.3% 0

Comment

Kids at 200 percent of FPL in 2009
Adults 200 percent of FPL by 2011

I support expansion of coverage in 2009 - 2011 for ALL children and for adults up to 185% FPL.
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Oregon Health Fund Board Strategies and Initiatives

Do you support the use of provider taxes (tax rates to be determined by the
Governor, Legislature and stakeholders) to fund the 2009-2011 coverage
expansions?

Answer Options Response

Percent
Yes 83.3%
No 0.0%
Maybe 16.7%
Not now 0.0%
Comment

The rational that providers are essentially already covering this cost through charity care, etc
is the strongest reason for supporting this tax. In an ideal world the providers themselves
would make a specific proposal on how this "tax" would work. Also, we should be open

to expanding the benefit package (to OHP plus or reccomendations from our benefits
committee) to meet the needs of the individual and the needs of the providers.

Question is yes develop strategy for payroll talk

Support of provider tax is tied to consumers recoup windfall fall insuring the uninsurered

| support a tax on hospitals and ASCs less Medicaid/Medicare revenues.
I DO NOT support a tax on other provider categories.
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Oregon Health Fund Board Strategies and Initiatives

Do you support increasing Oregon's tobacco taxes for public health programs
that reduce tobacco use and obesity?

Answer Options Response

Percent
Yes 100.0%
No 0.0%
Maybe 0.0%
Not now 0.0%
Comment

However, if this portion of the proposal is going to turn public opinion against the entire
proposal (as a result of big tobacco organizing against the measure), then | would suggest
we wait on this and get the other parts of the proposal through first.

| support a tobacco tax increase dedicated to these AND OTHER public health issues.

Oregon Health Fund Board Strategies and Initiatives

Do you support increasing Oregon's tobacco taxes to pay for the System
Transformation strategies that will be included in the Board's plan?

Answer Options Response
Percent
Yes 33.3%
No 0.0%
Maybe 50.0%
Not now 16.7%

Comment
The system has enough money to pay for itself. We should use tobacco tax for public
health purposes.

This holds less political opportunity than using a tabacco tax for public health initiatives.
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Oregon Health Fund Board Strategies and Initiatives

Do you agree that a payroll tax should be reserved as a possible revenue
source for expansions of coverage in 2011 - 20157

. Response
Answer Options Percent
Yes 60.0%
No 0.0%
Maybe 40.0%
Not now 0.0%

Comment

I think we should explain the concept in our report and let the Legislature help us decide
when to move forward.

Proposing any further taxes requires prooven results towards cost containment efforts.
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Oregon Health Fund Board Strategies and Initiatives

To what degree is each of these items important for transforming the
healthcare system?

Uniform, statewide trusted data and information. 6.33
Unify purchasing power. 6.33
Enable a single authority to oversee and manage quality, cost, and patient 6.33
experience of care. '
Setting goals and standards for care and costs. 6.67
Fundamentally shift how care is delivered. 6.67
Seek Federal healthcare waivers and reforms. 6.67
Measuring and reporting success on reaching goals and adhering to 6.80
standards. )
Provide access to all citizens: "Bring everyone under the tent." 6.83
Implement new workforce strategies. 7.00
Comment

See earlier comments about the term "power". We have to work together, not overpower

Provide access to all Oregonians. This means any individual residing in the state whether
or not they are citizens.

A. | think that setting "standard of care" is a legal matter. As | mentioned, | think we
should focus on quality measures for CHF, CAD, DM, and COPD.

B. | support "fundamentally shifting how care is delivered" IF that means reimbursing for
care that is effective rather than for care that is simply delivered. IHHSs are part of this
shift.
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9. Do you endorse the idea of carrier and health facility performance reporting?

Response Response
Percent Count
Yes | | 100.0% 6
No 0.0% 0
Not sure 0.0% 0
Comment 2
answered question 6
skipped question 1
10. To what degree do you think carrier and health facility performance reporting is important for true reform?
Response Response
Percent Count
Very important | 50.0% 3
Important :] 16.7% 1
Moderately important I:] 16.7% 1
Of little importance I:] 16.7% 1
Not at all important 0.0% 0
Comment 1
answered question 6
skipped question 1
Comments
Health facility includes all health care providers not just hospital and clinic facilities.
WHAT performance is to be reported is the key.
It strikes me that "very important™ and "moderately important” are both "important”
thus I don't understand why "important” is listed separately. Better talk to the monkey about that.
Oregon Health Fund Board
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11. Do you endorse the idea of standardizing health insurance administrative practices?

Response Response

Percent Count
Yes | 66.7% 4
No 0.0% 0
Notsure | 33.3% 2
Comment 2
answered question 6
skipped question 1

12. To what degree do you think standardizing health insurance administrative practices is important for true reform?

Response Response

Percent Count
Very important | 40.0% 2
Important | 60.0% 3
Moderately important 0.0% 0
Of little importance 0.0% 0
Not at all important 0.0% 0
Comment 1
answered question 5
skipped question 2

Comments
Need to define administrative practices.

AND I think there is very likely value in the idea that health insurance administrative costs should be capped.
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13. Do you endorse the idea of the development and use of statewide evidence-based clinical practice guidelines?

Response Response

Percent
Yes | 50.0%
No 0.0%
Not sure | 50.0%
Comment

answered question

skipped question

Count

14. To what degree do you think the development and use of statewide evidence-based clinical practice guidelines are
important for true reform?

Response Response

Percent
Very important | | 40.0%
Important | | 40.0%

Moderately important I:l 20.0%

Of little importance 0.0%
Not at all important 0.0%
Comment

answered question

skipped question

Count

Comments

There is a constant tension between evidence-based care and innovation. We want to encourage process
innovation and be open to innovative therapies. On the other hand, we have to drive out the randomness of the
current system and promote rational use of resources.

Prefer the term best practices since not all procedures can be characterized as truly evidence-based
depending on the number of valid studies reported.

I am not sure what the impact on alternative care methods is. Would they be discouraged?
What does using evidenced based care standards for innovative efforts?

As | mentioned, | think we should be careful before supporting widespread practice guidelines.
CMS has had nothing but trouble trying to get their arms around this concept. Care must be evidence based
but there are many ways to effectively skin a cat.
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15. Do you endorse the idea of developing and using statewide comparative effectiveness reviews of medical technologies?

Response Response

Percent Count
Yes | | 100.0% 6
No 0.0% 0
Not sure 0.0% 0
Comment 1
answered question 6
skipped question 1

16. To what degree do you think developing and using statewide comparative effectiveness reviews of medical technologies
are important for true reform?

Response Response

Percent Count
Very important | 66.7% 4
Important | 33.3% 2
Moderately important 0.0% 0
Of little importance 0.0% 0
Not at all important 0.0% 0
Comment 0
answered question 6
skipped question 1

Comments

I think comparative USAGE reviews should also be included.
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17. Do you endorse the idea of developing and using statewide clinical quality measures?

Response Response

Percent Count
Yes | 83.3% 5
No 0.0% 0

Not sure l:] 16.7% 1

Comment 1
answered question 6
skipped question 1

18. To what degree do you think developing and using statewide clinical quality measures are important for true reform?

Response Response

Percent Count
Very important | 66.7% 4
Important :] 16.7% 1
Moderately important I:] 16.7% 1
Of little importance 0.0% 0
Not at all important 0.0% 0
Comment 0
answered question 6
skipped question 1

Comments
This is critical for effective chronic disease reimbursement and for reimbursing that disease management.
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19. Do you endorse the idea of a statewide electronic Physician Orders for Life-Sustaining Treatment (POLST) registry?

Response Response
Percent Count
Yes | | 100.0% 6
No 0.0% 0
Not sure 0.0% 0
Comment 0
answered question 6
skipped question 1
20. To what degree do you think a statewide POLST registry is important for true reform?
Response Response
Percent Count
Very important | I 33.3% 2
Important | | 33.3% 2
Moderately important | | 33.3% 2
Of little importance 0.0% 0
Not at all important 0.0% 0
Comment 0
answered question 6
skipped question 1
Oregon Health Fund Board
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21. Do you endorse the idea of establishing Integrated Health Homes as part of delivery system reform?

Response Response
Percent Count
Yes | 83.3% 5
No 0.0% 0
Not sure l:] 16.7% 1
Comment 3
answered question 6
skipped question 1
22. To what degree do you think Integrated Health Homes are important for true reform?
Response Response
Percent Count
Very important | 80.0% 4
Important :l 20.0% 1
Moderately important 0.0% 0
Of little importance 0.0% 0
Not at all important 0.0% 0
Comment 1
answered question 5
skipped question 2
Comments
The term has many meanings. We need many forms of delivery, including walk-in urgent care, home services, etc.
This is not simply a physician center primary care practice with extenders.
I am not sure if this is the holy grail or just another passing "great idea for system change."
I think we must start defining the key components of an IHH NOW. 1 also think that initially, IHHs should
be available to patients with chronic disease.
Oregon Health Fund Board
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23. Do you endorse the idea of integrating behavioral health and physical health within OHP as part of delivery system reform?

Response Response

Percent Count
Yes | 83.3% 5
No 0.0% 0

Not sure l:] 16.7% 1

Comment 1
answered question 6
skipped question 1

24. To what degree do you think the integration of behavioral health and physical health in OHP is important for true reform?

Response Response
Percent Count

Very important | 80.0% 4

Important :l 20.0% 1

Moderately important 0.0% 0
Of little importance 0.0% 0
Not at all important 0.0% 0

Comment 1
answered question 5
skipped question 2

Comments

I must have been asleep during any conversations about "integrating”" behavioral helath and physical health.
Clearly, coverage for behavioral health services is mandatory. Does that mean one must receive their behavioral
health care at the same time as their medical health care? | don't think so. | would like to learn more

about this "integration."

We absolutely must consolidate funding and accountability for whole person care.
The current silos fail individuals and society.
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25. Do you endorse the idea of supporting local community collaboratives as part of delivery system reform?

Response Response
Percent Count
Yes | | 100.0% 6
No 0.0% 0
Not sure 0.0% 0
Comment 2
answered question 6
skipped question 1
26. To what degree do you think local community collaboratives are important for true reform?
Response Response
Percent Count
Very important | 83.3% 5
Important :] 16.7% 1
Moderately important 0.0% 0
Of little importance 0.0% 0
Not at all important 0.0% 0
Comment 0
answered question 6
skipped question 1
Comments
This is likely the best idea on the table. Let's make communities accountable for population and individual
health, in the broadest sense.
Support AND strengthen.
Oregon Health Fund Board
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27. Do you endorse the idea of providing incentives for culturally-specific approaches to disease prevention and health

promotion?

Yes

No

Not sure

—

Response
Percent

83.3%

0.0%

16.7%

Comment

answered question

skipped question

Response
Count

28. To what degree do you think providing incentives for culturally-specific approaches to disease prevention and health
promotion are important for true reform?

Response Response
Percent Count
Very important | 50.0% 3
Important | 33.3% 2
Moderately important I:] 16.7% 1
Of little importance 0.0% 0
Not at all important 0.0% 0
Comment 1
answered question 6
skipped question 1
Comments
Part of a community system.
Oregon Health Fund Board
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29. Do you endorse the idea of establishing and funding community-based health initiatives focused on tobacco use and

obesity?

Response
Percent
Yes | | 100.0%
No 0.0%
Not sure 0.0%
Comment

answered question

skipped question

Response
Count

30. To what degree do you think establishing and funding community-based health initiatives focused on tobacco use and

obesity are important for true reform?

Response Response
Percent Count
Very important :] 16.7% 1
Important | 33.3% 2
Moderately important | 50.0% 3
Of little importance 0.0% 0
Not at all important 0.0% 0
Comment 1
answered question 6
skipped question 1
Comments
Need to focus on top five health conditions.
I don't support limiting their focus solely to tobacco use and obestity.
Very important for population. Only moderately important for system reform.
We have to reform the system even if we fail at public health.
Oregon Health Fund Board
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31. Do you endorse the idea of creating Accountable Health Communities?

Response Response

Percent Count
Yes | | 100.0% 5
No 0.0% 0
Not sure 0.0% 0
Comment 1
answered question 5
skipped question 2

32. To what degree do you think Accountable Care Communities are important for true reform?

Response Response

Percent Count
Very important | 66.7% 4
Important :] 16.7% 1
Moderately important I:] 16.7% 1
Of little importance 0.0% 0
Not at all important 0.0% 0
Comment 1
answered question 6
skipped question 1

Comments

I think community based strategies are key. Jonkopping Sweden shows what can be done in a community setting.

I don't know how important they will be when all is said and done BUT they may prove to be key.
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33. Do you endorse the idea of establishing a uniform healthcare data collection program?

Response Response
Percent Count
Yes | | 100.0% 6
No 0.0% 0
Not sure 0.0% 0
Comment 0
answered question 6
skipped question 1
34. To what degree do you think a uniform healthcare data collection program is important for true reform?
Response Response
Percent Count
Veryimportant [ | 16.7% 1
Important | 50.0% 3
Moderately important | 33.3% 2
Of little importance 0.0% 0
Not at all important 0.0% 0
Comment 1
answered question 6
skipped question 1
Comments
Important, but we have to change the system with whatever data we have in hand.
Oregon Health Fund Board
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35. Do you endorse the idea of monitoring the insured market at the community level?

Response Response
Percent Count
Yes | 40.0% 2
No 0.0% 0
Not sure | 60.0% 3
Comment 2
answered question 5
skipped question 2
36. To what degree do you think monitoring the insured market at the community level is important to true reform?
Response Response
Percent Count
Very important 0.0% 0
Important | | 100.0% 3
Moderately important 0.0% 0
Of little importance 0.0% 0
Not at all important 0.0% 0
Comment 0
answered question 3
skipped question 4
Oregon Health Fund Board
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37. Do you endorse the idea of requiring local community review of healthcare systems' capital expenditure plans?

Response
Percent

Yes [ ] 16.7%
No [ 16.7%

Not sure | 66.7%

Comment

answered question

skipped question

Response
Count

38. To what degree do you think local community review of healthcare systems' capital expenditure plans is important to true

reform?
Response Response
Percent Count
Very important | 66.7% 2
Important 0.0% 0
Moderately important 0.0% 0
Of little importance | 33.3% 1
Not at all important 0.0% 0
Comment 1
answered question 3
skipped question 4
Comments
Community strategies and accountability are very important. I'm not sure how review would work
Agree we need a review and approval process but it may need to be at a higher than local level for review.
Oregon Health Fund Board
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39. Do you endorse the idea of requiring that insurers disclose the percentage increase in their contracted payment rates to

providers?

Yes |

No [
Not sure I:]

Response
Percent

66.7%

16.7%

16.7%

Comment

answered question

skipped question

Response
Count

40. To what degree do you think that insurers disclosure of the percentage increase in their contracted payment rates to

providers is important to true reform?

Response Response
Percent Count
Very important | 80.0% 4
Important 0.0% 0
Moderately important 0.0% 0
Of little importance I:I 20.0% 1
Not at all important 0.0% 0
Comment 2
answered question 5
skipped question 2
Comments
Transparency is key. We should have one price, in time.
not sure
I think ALL transparency issues are very important.
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41. Do you endorse the idea of increased collection, analysis and reporting of workforce data?

Response

Percent

Yes | | 100.0%

No 0.0%

Not sure 0.0%
Comment

answered question

skipped question

Response
Count

42. To what degree do you think increased collection, analysis and reporting of workforce data is important to true reform?

Response Response
Percent Count
Very important | 66.7% 4
Important | 33.3% 2
Moderately important 0.0% 0
Of little importance 0.0% 0
Not at all important 0.0% 0
Comment 1
answered question 6
skipped question 1
Comments
We can and must address workforce needs with the data we have.
More and better data would be helpful, but is not essential.
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43. Do you endorse the idea of developing recommendations for healthcare workforce training programs?

Response
Percent
Yes | | 100.0%
No 0.0%
Not sure 0.0%
Comment

answered question

skipped question

Response
Count

44. To what degree do you think developing recommendations for healthcare workforce training programs is important to true

reform?
Response Response
Percent Count
Very important | 66.7% 4
Important | 33.3% 2
Moderately important 0.0% 0
Of little importance 0.0% 0
Not at all important 0.0% 0
Comment 0
answered question 6
skipped question 1
Comments
We need to think about new kinds of workers and training, not just building more of the same.
A new and sufficient workforce is essential for the health of our population
Not just recommendations. There needs to be implementation of plans to meet future work force needs
throughout the state.
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45. Do you endorse the idea of developing recommendations for incentives to recruit and retain providers?

Response Response
Percent Count
Yes | 83.3% 5
No 0.0% 0
Not sure l:] 16.7% 1
Comment 1
answered question 6
skipped question 1
46. To what degree do you think developing incentives to recruit and retain providers is important to true reform?
Response Response
Percent Count
Very important | I 40.0% 2
Important | | 40.0% 2
Moderately important I:l 20.0% 1
Of little importance 0.0% 0
Not at all important 0.0% 0
Comment 1
answered question 5
skipped question 2
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47. Do you endorse the idea of designating a responsible entity for developing a statewide healthcare workforce strategy?

Yes

No

Not sure

Response
Percent

| 100.0%

0.0%

0.0%

Comment

answered question

skipped question

Response

Count

48. To what degree do you think designating a responsible entity for developing a statewide healthcare workforce strategy is

important to true reform?

Response Response
Percent Count
Very important 50.0% 3
Important 50.0% 3
Moderately important 0.0% 0
Of little importance 0.0% 0
Not at all important 0.0% 0
Comment 2
answered question 6
skipped question 1
Comments
incentives may be more than just money.
We need to create financial incentives for primary care and rural providers.
Yes. This is primarily because we need to define new jobs, required training and credentialing,
in addition to training docs and nurses as we now know them.
We need real accountability for this process, but it could potentially be done in a way other than a single entity.
Thank you for including these workforce questions.
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49. Do you endorse the idea of establishing a purchasing cooperative for public purchasers?

Response Response
Percent Count
Yes | | 100.0% 5
No 0.0% 0
Not sure 0.0% 0
Comment 1
answered question 5
skipped question 2
50. To what degree do you think a purchasing cooperative for public purchasers is important to true reform?
Response Response
Percent Count
Very important | 50.0% 3
Important | 33.3% 2
Moderately important I:] 16.7% 1
Of little importance 0.0% 0
Not at all important 0.0% 0
Comment 1
answered question 6
skipped question 1
Comments
Absolutely key.
I am unsure how effective this will be in containing costs.
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51. Do you endorse the idea of establishing common contract standards among state purchasers (e.g., quality metrics,
integrated health homes, practice guidelines)?

Response Response

Percent Count
Yes | 83.3% 5
No 0.0% 0

Not sure I:] 16.7% 1

Comment 2
answered question 6
skipped question 1

52. To what degree do you think common contract standards among state purchasers (e.g., quality metrics, integrated health
homes, practice guidelines) are important to true reform?

Response Response

Percent Count
Very important | 80.0% 4
Important 0.0% 0

Moderately important I:I 20.0% 1

Of little importance 0.0% 0
Not at all important 0.0% 0
Comment 0

answered question 5

skipped question 2

Comments
Also, simplified benefit plans.

| just don't know.
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53. Do you endorse the idea of using patient decision aids within state purchasing programs?

Response

Percent

Yes | | 100.0%

No 0.0%

Not sure 0.0%
Comment

answered question

skipped question

Response
Count

54. To what degree do you think using patient decision aids within state purchasing programs is important to true reform?

Response Response
Percent Count
Very important | 66.7% 4
Important | 33.3% 2
Moderately important 0.0% 0
Of little importance 0.0% 0
Not at all important 0.0% 0
Comment 2
answered question 6
skipped question 1
Comments
The system must be patient centered in many respects, including giving patients the information they need
to care for themselves and to make responsible decisions.
This is a transparency issue to me.
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55. Do you endorse the idea of requiring health plans that contract with the state to use the Oregon Prescription Drug Program

(OPDP) unless there are greater savings elsewhere?

Response
Percent
Yes | 66.7%
No 0.0%
Not sure | 33.3%
Comment

answered question

skipped question

Response
Count

56. To what degree do you think requiring health plans that contract with the state to use the Oregon Prescription Drug

Program (OPDP) is important to true reform?

Response Response
Percent Count
Very important | 75.0% 3
Important | 25.0% 1
Moderately important 0.0% 0
Of little importance 0.0% 0
Not at all important 0.0% 0
Comment 0
answered question 4
skipped question 3
Comments
This seems like a no brainer. In fact, on a pure "equity" basis, why shouldn't drugs be available to everyone
on the same price basis.
I think this needs more study. For example, would setting prices at OPDP levels or below accomplish
the same thing?
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57. Do you endorse the idea of requiring regulatory review and approval of insurers' administrative costs?

Response

Percent

Yes | 66.7%
No [ ] 16.7%
Notsure [ ] 16.7%
Comment

answered question

skipped question

Response
Count

58. To what degree do you think regulatory review and approval of insurers' administrative costs is important to true reform?

Response Response
Percent Count
Very important | 50.0% 3
Important :] 16.7% 1
Moderately important I:] 16.7% 1
Of little importance I:] 16.7% 1
Not at all important 0.0% 0
Comment 0
answered question 6
skipped question 1
Comments
I think we need to get to policy and administrative simplification, and thus reduction of transaction costs
throughout healthcare. Regulation may add costs. I'm sceptical that regulation benefits consumers over
time
At least for "basic" coverage policies.
I think this may be more appropriately handled in contract form.
Again, and capping the administrative costs
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59. Do you endorse the idea of setting ceilings on provider prices?

Response Response

Percent Count
Yes 0.0%
No 0.0%
Not sure | | 100.0%
Comment

answered question

skipped question

60. To what degree do you think setting ceilings on provider prices is important to true reform?

Response Response
Percent Count

Very important | 40.0%

Important :l 20.0%

Moderately important | 40.0%
Of little importance 0.0%
Not at all important 0.0%

Comment

answered question

skipped question

Comments
We have to move this system to price transparency and global budget accountability.
Regulation of unit prices does not achieve that goal, but may be a tool along the way.

On the surface, this sounds like a very interesting proposal. | don't clearly understand what the adverse
impacts or unintended consquences might be.

I think there might be great merit to setting ceilings on hospital and ASC rates fore the next biennium assuming
access is expanded.
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61. Do you endorse the creation of an Oregon Health Authority with broad powers and accountability for quality, cost and

access in Oregon's health care system?

Response
Percent
Yes | | 100.0%
No 0.0%
Not sure 0.0%
Comment

answered question

skipped question

Response
Count

62. To what degree do you think an Oregon Health Authority with broad powers and accountability for quality, cost and access

in Oregon's health care system is important to true reform?

Response Response
Percent Count
Very important | 83.3% 5
Important I:] 16.7% 1
Moderately important 0.0% 0
Of little importance 0.0% 0
Not at all important 0.0% 0
Comment 0
answered question 6
skipped question 1
Comments
I think this is more or less the same as a purchasing collaborative, starting with state purchasing
and expanding to other social groups.
"Broad powers" is the key. | think we need to minimize the "politicalization™ of health care
policy as much as possible. A benevolent ultimate authority would be better.
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63. Do you endorse the idea of developing a health insurance exchange for the individual market?

Response Response

Percent Count
Yes | 66.7% 4
No 0.0% 0
Notsure | 33.3% 2
Comment 5
answered question 6
skipped question 1

64. To what degree do you think a health insurance exchange for the individual market is important to true reform?

Response Response

Percent Count
Very important | 25.0% 1
Important | 50.0% 2
Moderately important | 25.0% 1
Of little importance 0.0% 0
Not at all important 0.0% 0
Comment 0
answered question 4
skipped question 3

Comments
In the future.
I think all insurance for the individual and small group market should be sold in simple policy forms,

with a simple web-based application protocol, and managed for the common good. Ideally, with community rating,
guaranteed issue, and a narrow payment band. Alternatively, we could and should build community care clinics and

forget insurance altogether.

Depends on what the exchange actually does.

For everyone.

I think this is another area that requires further study.

I am not sure of the value that an exchange can bring outside of an individual mandate.
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65. Do you endorse the idea of developing a publicly-owned health plan?

Response Response

Percent Count
Yes | 50.0% 3
No [ ] 16.7% 1
Notsure | 33.3% 2
Comment 3
answered question 6
skipped question 1

66. To what degree do you think a publicly-owned health plan is important to true reform?

Response Response

Percent Count
Very important | 50.0% 1
Important 0.0% 0
Moderately important 0.0% 0
Of little importance | 50.0% 1
Not at all important 0.0% 0
Comment 2
answered question 2
skipped question 5

Comments
i don't know what this is.

This seems like an idea that is worth exploring. | don't think we really explored the realities of implementing
this type of program.

Another area for further study in my opinion. | currently believe there is little value in doing so but am not
prepared to take a stand based on my current knowledge of this issue.

not sure. Depends on how we control costs.

Not sure. Could be very important.
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Oregon Health Fund Board Strategies and Initiatives

To have a truly healthy Oregon:

The cost of healthcare in Oregon should decrease, or increase at a 5 80
rate of no more than CPI +2%. ’
Oregon communities should lead the nation in key population health 6.00
benchmarks across all demographic groups. :
We should provide every Oregonian with access to healthcare 6.33
coverage by 2015. ’
Oregon communities should meet or exceed every major national

: 6.33
healthcare quality benchmark.

Comment

We should settle for nothing less. Berwick says we could reduce US health care costs by
30%!

Need to provide coverage for all Oregonians before 2015.

These are good goals and it seems we should lead with them rather than discuss them at
the end of any public presentation.

Noble goals, indeed. | would personally be ecstatic if we could achieve near-universal
coverage, a 50% reduction in the rate of increases in health care costs, and being in the
top 25% of states in terms of healty care quality and population health benchmarks by
2015. | am not personally stuck on "world class." In the top 25% sounds good to me.

Is there anything else?

We need to set a big vision and articulate a sense of urgency to all Oregonians.

A. There was no mention in this survey of a health insurance premium tax. | support a
combination of a health insurance premium tax (including TSAs but not at a level that
would jeapordize the entire expansion should an ERISA challenge arise) in addition to a
hospital and ASC tax.

B. There was no mention of a beer and wine tax increase dedicated to public health
issues. | support such an increase.

C. There was no mention of HIT. Once we receive the HIIAC report, | believe we must
AT ONCE begin to investigate how the state can stimulate adoption of this technology.
D. There was no mention of reimbursement reform. | believe we must begin to
reimburse effective chronic disease management NOW.

E. There was no specific mention of safety net clinics. | support strengthening these
clinics to the extent possible.
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TRUSTED INFORMATION

SOURCE

« Uniform Statewide Data
« Carrier & Health Facility

STRATEGIC DOMAINS FOR CHANGE

SET HIGH STANDARDS

* Clinical Quality Measures
« Health/Outcomes Targets

Performance Reporting
* Evidence-based treatment &
effectiveness information

MEASURE & REPORT

SUCCESS
Public Reporting
y Legislature

\ 4

« Clinical Guidelines & Standards
« Per capita/CPI cost increase targets
« Standardized insurance admin practices

» Consumers, Providers,
Purchasers, Carriers

Target Populations (‘09)
« All Kids <200% FPL
« Adults < 100% FPL

BRING EVERYONE UNDER THE TENT

Propose Financing Approaches (‘09)
« Alternative Provider Tax(es)
« Increase Tobacco Tax

2011 — 2015 Expansions
* Linked to cost containment success &
available funding

Cooperative Purchasing
« Public Employers or Pub & Pvt Employers
> Common Contracts
> Patient Decision Aids

UNIFY PURCHASING POWER

Insurance Exchange Publicly-Owned

* Individual Market

Health Plan
» Small Group Market

Alternative

Regulation

* Insurer administrative costs
» Set provider price ceilings

New Care Models
* Integrt.Health Homes
» Behaviorial health

integration

Initiatives

Public Health
¢ Community Centered

STIMULATE SYSTEM INNOVATION

Community-Based
* Collaboratives
» Accountable Health Communities

Health Equities
* Outreach, education, disease mgmt,
translation, provider training

HEALTH CARE WORKFORCE STRATEGIES

* Good information
 Recruitment, retention

» New models to “work at top of license”

* Training programs
* Licensing

ADVOCACY
« Seek reform partnerships with Federal govt.

OREGON HEALTH AUTHORITY







PROBLEMS AND
PRIMARY CAUSES
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Oregon Health Fund Board
Strategy Model: Straw Comprehensive Plan (7/24/08)

HEALTH CARE COSTS TOO
MUCH & the

HEALTH CARE SYSTEM IS
NOT FOCUSED ON
IMPROVING HEALTH

GOALS AND
STRATEGIES

Why?

1. Consumers and Purchasers do
not exert significant influence
on costs

0 Lack of useful comparative

information

o Group purchasers are weak and

disorganized

2. Limited incentives for
efficiency, quality and
innovation in the delivery
system

0 Lack of standardization

0 Under use of clinical practice

guidelines

o FFS payment system provides

incentives for increased volume,
not efficiency or quality

0 Local delivery systems are

fragmented and uncoordinated

0 Lack of IT infrastructure

(cont.)

SYSTEM
TRANSFORMATION

Outcome Measures (Costs):

=  Total costs

=  OHP costs

=  Commercial premiums/
self-insured costs

Targets:
=  Total costincreases =
CPI+2%

Outcome Measures (Quality):
= Health Status

= Life Expectancy

= Infant Mortality

= Others TBD

Targets: TBD

RECOMMENDATIONS AND INITIATIVES UNDER
CONSIDERATION

A 4

Set Uniform Standards

Standardize insurance administrative practices

Establish standardized clinical quality measures

Develop evidence-based clinical practice guidelines

Develop coverage guidelines based on comparative effectiveness research
Create statewide POLST registry

YVVYVYVY

A 4

Measure and Report

Uniform health care data collection: all payers, all lines of business, all services
Monitor insured market at community level

Public reporting of planned hospital and ASC capital expenditures

Payer contract reporting

YV VYV

Core Strategy

Structure the health care
market to reward
efficient and high quality
insurers and providers

Set high standards and
measure success

A 4

Unify Purchasing Power
»  Develop Purchasing Cooperative built around public sector purchasers
»  Common contract standards among state purchasers, e.g.,
0  Quality metrics
Integrated Health Home
Clinical practice guidelines
Comparative effectiveness guidelines
Payment for administrative services
Patient decision aids
o0  OPDP as prescription drug benchmark
»  Consider creation of Insurance Exchanae for individual market

Oo0Oo0o0O0

A 4

Introduce New Models of Care through Community-based Innovation
Integrated Health Homes (IHHSs)

Integration of behavioral health in OHP

Support community collaboratives

Create Accountable Health Communities

Incentives for culturally-specific approaches to disease prevention and health
promotion

YVVVY

Expand use of Health Information Technology
> [pending recommendations from Governor’s health Information Infrastructure
Advisory Committee]






PROBLEMS AND
PRIMARY CAUSES

HEALTH CARE COSTS TOO
MUCH and the

HEALTH CARE SYSTEM IS
NOT FOCUSED ON
IMPROVING HEALTH

DRAFT  si01/08 5:25 pm

Oregon Health Fund Board
Strategy Model: Straw Comprehensive Plan (7/24/08)

GOALS AND
STRATEGIES

Why?

3. Lack of effective competition
in some areas

A 4

Strategy:

Create mechanisms to
compensate for weak
competition

RECOMMENDATIONS AND INITIATIVES UNDER
CONSIDERATION

4. Poor health and quality of care
drive up costs

o Lifestyle/ behaviors

o Environmental factors

0 Quality of care

A 4

Strategy:

Develop comprehensive
approach to improve the
health of the population

A 4

Regulation

»  Regulatory review and approval of insurers’ administrative costs component of
regulated rates

»  Set ceilings on price increases

5. Cost Shift

0 Uncompensated/ charity care

0 Under-compensated care:
Medicaid and Medicare

Strategy:
Address root causes of
cost shift

A 4

Invest in Population Health

»  Establish and fund community-centered health initiatives focusing on tobacco use
and obesity

»  Support community collaboratives

»  Create Accountable Health Communities

6. Health care workforce supply
and composition are
misaligned with needs

Strategy:
Plan for tomorrow’s
workforce

A 4

Reduce the Cost Shift

»  Reduce uncompensated/ charity care: expand OHP, stabilize and expand private-
sponsored coverage

»  Medicaid deductions from revenue: improve provider payment in OHP

»  Medicare deductions from revenue: expand Medicare Advantage; payment reform
for “low-reimbursed” states

A 4

Designate responsible entity for developing statewide health care workforce
strategy
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Strateqy Model: Straw Comprehensive Plan (7/24/08)

PROBLEMS AND
PRIMARY CAUSES

GOALS AND
STRATEGIES

COVERAGE AND ACCESS TO
CARE ARE DECLINING

PROVIDE COVERAGE
AND ACCESS TO CARE
FOR ALL OREGONIANS

(“BRING EVERYONE
UNDER THE TENT”")

RECOMMENDATIONS AND INITIATIVES UNDER
CONSIDERATION

Why? Outcome Measures (Access):
| | = % Uninsured
iah = Access to care for
1. High costs needed services Cost containment initiatives [see previous pages]

Targets: TBD

Strategy:
Contain costs
[see previous pages]

A 4

2. Lack of public funding for
coverage of people who
cannot afford it

Strategy:

Public support for
coverage of unemployed
and low-income people

LACK OF SYSTEM-WIDE
OVERSIGHT &
ACCOUNTABILITY

Why? Fragmented state policy

Il

Strategy:

Create an “integrator/
coordinator” — with
authority — for state
health policy

A 4

Expand public programs and leverage federal funds
2009-11

>

Expand eligibility for OHP, financed by provider tax and tobacco tax
o  Enroll children with income <300% FPL
o Expand coverage in OHP Standard for adults <100% FPL

Provide assistance to Oregonians who do not have access to coverage
2011-15

>

>

Provide financial assistance (state contributions on a sliding scale) to people 100-
300% FPL
Offer tax assistance to people 300-400% FPL

Coverage expansions linked to cost containment successes and available funding

Create Oregon Health Authority

Y VYV

A robust state entity with broad authority

Strong citizen board

Competent professional staff and appropriate financing

Objectivity and credibility to rise above politics of the moment and act in the best
interests of Oregonians







Notes from Conference Call
with
Professor Jacob S. Hacker
University of California, Berkeley

Friday, August 1, 2008
1:30 pm to 2:45 pm PDT

Participants:

Jacob S. Hacker, PhD Barney Speight
Bill Thorndike, OHFB Sean Kolmer
Tom Chamberlain, OHFB Tina Edlund

Ray Miao, OHFB (?)

Betty Johnson Ellen Pinney

Remarks by Professor Hacker:

Brief background on current environment (costs, uninsured and under-insured,
mortality and morbidity among uninsured and underinsured, performance of US
health care sector with other industrialized nations).
MA has set the agenda for reform at the state level; three (3) concerns

> Didn’t ask for shared responsibility

> No guarantee of long-term cost containment

> No guarantee of defined benefit package
Should require public plan option with defined set of guaranteed benefits along side
private plan offerings; a Medicare-like plan option.
He developed “Health Care for America” for Economic Policy Institute ( see
www.sharedprosperity.org ); a national health care reform proposal.
Shared Risk (basic level of coverage), Shared Responsibility (shared cost),
Individual Responsibility (incumbent to sign-up)
Public plan would be available within Exchange with other private insurance
options.
Public plan would have lower administrative costs (similar to Medicare)
Public plan would advance approaches to improve quality and cost effectiveness
(medical homes, continuity of care, comparative effectiveness, quality standards,
etc.)
Public plan would create competition within an Exchange with private sector
options.
His national proposal scored well by Lewin & Associates (23% lower premium than
private sector plans)
At the state level, the low-cost, public plan would be offered within a state exchange.
The public plan could be: 1) Created in agency-like structure within state
government to negotiate rates, administer benefits, etc. or 2) a separate risk pool




http://www.sharedprosperity.org/



within a state’s public employee plan where other public employers, non-profits and
small business could participate.

e Other regulatory changes necessary: community rating, guaranteed issue with no
pre-existing condition exclustions/limitations, cap on total annual individual/family
out-of-pocket costs.

e Generous subsidies for low and moderate income households

e Employers either offer coverage or pay payroll tax (5% - 7%)

e Overall savings for public plan would come from: 1) better negotiations with
providers due to large number of enrollees and sponsorship of previously uninsured
patients; 2) Administrative savings (significantly lower marketing costs, no profit
margins); 3) Effective admnistration quality standards; 4) purchasing power for
pharmaceuticals

e State plan may not need extremely large reserves and surplus if guaranteed by full
faith and credit of state or regular legislative funds appropriation.

Professor Hacker will be available for follow-up questions.

Prepared by Barney Speight from notes taken during conference call.
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HEALTH CARE FOR AMERICA

A proposal for guaranteed,
affordable health care for all Americans
building on Medicare and
employment-based insurance

BY JACOB S. HACKER

ﬁ merica’s $2.2-trillion-a-year medical complex is enormously wasteful, ill-targeted, inefficient, and unfair. The best
edical care is extremely good, but the Rube Goldberg system through which that care is financed is extremely
bad—and falling apart. One out of three non-elderly Americans spend some time without health insurance every two
years, and the majority of those remain uninsured for more than nine months.! Meanwhile, runaway health costs have
become an increasingly grave threat, not just to the security of family finances, but also to corporate America’s bottom
line. The United States spends much more as a share of its economy on health care than any other nation, and yet all this
spending has failed to buy Americans the one thing that health insurance is
supposed to provide: health security.
Health insecurity is not confined to one part of the population. It is ex-
perienced by all Americans: those without insurance as well as those who

AGENDA FOR

SHARED

risk losing coverage; those who are impoverished as well as those with higher
incomes who experience catastrophic costs; those who are sick or injured as
well as those who are just one sickness or injury away from financial calamity.

As health care costs have skyrocketed and the proportion of Americans with PROSPERITY

stable benefits has eroded, health insecurity has become a shared American

experience, felt by those who thought they had it made as well as those just The Economic Polic
struggling to get by. Inst; el . fy
This growing problem is pushing health care reform back onto the agenda nstitute initiative for

of American politics after more than a decade of neglect. And yet, nothing solutions that match the

guarantees that this debate will end differently than previous battles. Again and scale of the problems.
again in the 20th century—most recently, in the early 1990s—efforts to make
health insurance an integral piece of the American social fabric were stymied. www.SharedProsperity.org

The stakes are too high to allow reform to be blocked again. America’s economy,
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the finances of its middle class, the quality of its medical care, and the health of its citizens all hang in the balance.

To avoid the dismal fate of previous reform campaigns, a successful agenda must take seriously the political con-
straints and organizational realities that have hamstrung reform efforts in the past. Limits on public budgets, resistance
to measures that might be seen as taking away what Americans already have, and the embedded realities of the present
system all stand squarely in the path of grand policy redesigns—from single-payer national health insurance, to individ-
ual mandates requiring that everyone purchase private coverage, to a universe of individualized Health Savings Accounts.
Instead, the most promising route forward is to build on the most popular elements of the present structure—Medicare
and employment-based health insurance for well-compensated workers—through a series of large-scale changes that are

straightforward, politically doable, self-reinforcing, and guaranteed to produce expanded health security.

A true guarantee of affordable health care

Health Care for America embodies this strategy.” It would extend insurance to all non-elderly Americans through a new
Medicare-like program and workplace health insurance, while creating an effective framework for controlling medical costs
and improving health outcomes to guarantee affordable, quality care to all. It is at once comprehensive, realistic, consistent
with American values and beliefs, and grounded in the best elements of the present system. It combines employer and per-
sonal responsibility with a strong public commitment to ensuring that American workers and their families and American
employers can afford coverage. It promises better care, lower costs, more choice, healthier citizens, and immensely stronger
guarantees for workers and their families. And it promises real savings for employers and state governments—without un-
raveling existing sources of health security, without forcing workers to obtain coverage on their own, and without pressuring
patients into Health Savings Accounts or tightly managed health maintenance organizations (HMOs).

What Health Care for America would do is simple: every legal resident of the United States who lacks access to
Medicare or good workplace coverage would be able to buy into the “Health Care for America Plan,” a new public in-
surance pool modeled after Medicare. This new program would team up with Medicare to bargain for lower prices and
upgrade the quality of care so that every enrollee would have access to either an affordable Medicare-like plan with free
choice of providers or to a selection of comprehensive private plans.

At the same time, employers would be asked to either provide coverage as good as this new plan or, failing that,
make a relatively modest payroll-based contribution to the Health Care for America Plan to help finance coverage for
their workers. At a stroke, then, no one with a direct or family tie to the workforce would remain uninsured. The self-
employed could buy into the plan by paying the same payroll-based contribution; those without workplace ties would
be able to buy into Health Care for America by paying an income-related premium. The states would be given powerful
incentives to enroll any remaining uninsured.

Equally important is what Health Care for America would 7oz do. It would not eliminate private employment-based
insurance. It would not allow employers to retreat from the financing of a reasonable share of the cost of health insur-
ance. It would not leave Americans coping with ever-higher private insurance premiums with an inadequate voucher, or
pressure them to enroll in HMOs that do not cover care from the doctors they know and trust. It would not break up
the large insurance groups in the public and private sectors that are best capable of pooling risks today. And it certainly
would not encourage individualized Health Savings Accounts that threaten to further fragment the insurance market
and leave Americans even less protected against medical costs. Instead, Health Care for America would preserve what
works in American health financing and replace what does not—through a simple yet comprehensive strategy that holds
out the best promise of controlling costs, improving quality, and guaranteeing health security.

Health Care for America is not single payer—a vision that, for both political and budgetary reasons, is unlikely to be
achieved in the near future. Nonetheless, Health Care for America does embody many of the key virtues of a universal
Medicare-like program. At heart, it rests on the time-tested idea of social insurance, the notion that major financial risks

should be pooled as widely as possible across rich and poor, healthy and sick, young and old. Health Care for America
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would create a large publicly overseen insurance pool that would bargain for lower prices, capitalize on the vast admin-
istrative efficiencies of a single insurer, and use its reach and purchasing power to spearhead improvements in the quality
and cost-effectiveness of medical care.

Health Care for America also rests on the conviction that the Medicare model has a proven track record—and a
huge amount of untapped potential—when it comes to controlling costs and improving care. Sustaining Medicare’s
vital promise to the aged and disabled does not require abandoning the Medicare model, as critics of the program
frequently claim. It requires extending the model to those without secure workplace coverage, filling some of the glar-
ing gaps that remain in Medicare, and allowing the two programs to work jointly to hold down costs and improve the
quality of care.

Health Care for America would be good not just for American families, but also for American corporations. It
would make it easier for firms to provide coverage on their own by reducing the burden of uncompensated care and
the cost to employers of covering workers’ employed dependents (because all employers would be required to con-
tribute to the cost of covering their own workers). It would also offer substantial savings to employers that decided to
buy into the Health Care for America Plan—an option that many small and low-wage employers would likely seize.
Employers that chose to enroll their workers would be free to supplement Health Care for America benefits, allow-
ing them to provide better coverage at a lower cost. Yet, unlike many other approaches promising business savings,
this approach would guarantee that every employer either provided good private coverage or enrolled its workers in a
broad insurance pool and contributed to its cost.

If one word captures the essence of Health Care for America, it is “guaranteed.” Health Care for America would
guarantee coverage; it would guarantee a generous package of benefits; it would guarantee greater choice; and it would
guarantee real savings and improved quality. The lack of such guarantees is at the heart of health insecurity in the United
States today. To fulfill these guarantees, Health Care for America would create a new public—private partnership with
powerful built-in incentives to control costs while improving quality. The stakeholders in our crumbling system would

forge a new and stronger social contract for the 21st century.

How Health Care for America would provide affordable coverage to all

Health Care for America has just three central elements:

e the new Health Care for America Plan, which would be open to any legal U.S. resident without good workplace
coverage;’

e a requirement that employers (and the self-employed) either purchase coverage comparable to Health Care for
America for all their workers or pay a relatively modest payroll contribution (6% of payroll) to fund Health Care for
America coverage for all their employees;

e arequirement that Americans who remain without insurance take responsibility for their and their families” health

by purchasing private coverage or buying into the Health Care for America Plan.*

The benefits of the Health Care for America Plan would be comprehensive. Besides Medicare benefits, the plan would
cover mental health and maternal and child health and include strict limits on total out-of-pocket spending. (Medicare
currently lacks such limits, and Health Care for America would authorize a study of how best to incorporate cost-shar-
ing limits into Medicare in the future.) Health Care for America would also provide drug coverage directly, rather than
solely through private plans. And it would allow Medicare to provide drug coverage directly on behalf of the elderly and
disabled as well. In addition, a new independent Benefits Advisory Commission would be created to determine what
both the Health Care for America Plan and Medicare should cover going forward, allowing the harmonization of the two
programs’ benefits over time. To encourage better health, preventive and well-child care and covered screenings would be

provided to all beneficiaries at no out-of-pocket charge.
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The Health Care for America Plan would provide extensive assistance to enrollees to help them afford coverage. For
those enrolled in the plan at their place of work, anyone whose income was below 200% of the poverty level would pay
no additional premiums. (The poverty line in 2006 was roughly $10,000 for an individual and $20,000 for a family of
four.) The maximum monthly premium—phased in between 200% and 300% of the poverty level—would be $70 for
an individual, $140 for a couple, $130 for a single-parent family, and $200 for all other families.

In sum, every American with a direct or family tie to the workforce—a group that includes more than 80% of the
currently uninsured and more than 90% of all non-elderly Americans—would be automatically covered by either private
insurance or the Health Care for America Plan.” Employers, in turn, would contribute a share of earnings on behalf of
every individual or family enrolled in Health Care for America. And Americans with family incomes above 200% of the
poverty level who enrolled in Health Care for America through their place of work would pay a monthly premium based
on family income, as just detailed.

Non-elderly beneficiaries of Medicaid and S-CHIP (the State Children’s Health Insurance Program) would be en-
rolled in the Health Care for America Plan, either through their employers if working or individually if not. Enrollment
in the plan would relieve the states of a significant share of the burden of these programs, providing states with strong
incentives to streamline enrollment. To ensure that former Medicaid and S-CHIP beneficiaries received coverage at least
as generous as that which they had enjoyed previously, the states would be required to provide wraparound benefits.
(States could also elect to pay Health Care for America to provide such wraparound coverage.) Moreover, all low-income
enrollees in the Health Care for America Plan would receive cost-sharing subsidies to ensure that co-payments or deduct-
ibles did not deter them from seeking necessary care.

For the small share of people without direct or family ties to the workforce and ineligible for Medicaid, S-CHIP, or
Medicare, the Health Care for America Plan would be available as an attractive new coverage option. Premiums would
again be based on income, ranging from no premium in the case of those with incomes below the poverty line to the
average actuarial cost of coverage for all enrollees in Health Care for America in the case of those with incomes above
400% of the poverty level. In other words, Health Care for America would allow higher-income individuals without
workplace ties to buy into the program for a premium that did not vary with age, region, or health status (a so-called
community-rated premium).

Coverage under the Health Care for America Plan would be continuous and guaranteed. Once an individual or

family was enrolled, they would remain covered unless they gained qualified private workplace coverage.

Building on the best aspects of workplace insurance

while filling the gaps

Health Care for America capitalizes on the untapped potential of workplace insurance to ensure that virtually everyone
has coverage. But while employers would play an important role in making Health Care for America work, they would
not be asked to make an open-ended commitment. Most, in fact, would save money under the plan, and employers as
a whole would reap substantial savings, especially over time.

While the workplace would be the main conduit of coverage, employers would no longer need to take on the admin-
istrative burden of providing insurance themselves. For a relatively modest cost, they could simply enroll their workers in
the Health Care for America Plan. Employers enrolling their workers for the first time would be eligible for transitional
subsidies that would ensure that no firm faced a substantial new burden.

Even employers that did not take advantage of this cost-saving option would gain immensely. Uncompensated care
would all but disappear, bringing down private premiums. (In 2005, annual premium costs for family health insurance
provided by private employers were $922 higher due to the cost of care for the uninsured, while premiums for individual
coverage were $341 higher.®) Health Care for America would also spearhead quality improvement measures that would

spill over into private practice, as Medicare’s technology standards do now. And since all employers would be required
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to contribute to the cost of covering their workers, firms that now cover their workers” employed spouses or domestic
partners—a common expense for larger firms—would see their costs drop.”

For most workers with good coverage, Health Care for America would change little—Dbesides eliminating the
very real threat of /osing coverage. Employers that provide generous insurance are largely big corporations with high
wages, precisely the employers most likely to continue to sponsor tax-favored coverage, rather than pay the pay-
roll-based contribution to enroll their workers in the Health Care for America Plan. Thus, enrollees in the Health
Care for America Plan would mostly be current beneficiaries of Medicaid and S-CHID, low-wage employees, and
the working uninsured, as well as early retirees, contingent workers, and the self-employed. All these groups have
weak access to employment-based insurance and insecure access to any insurance, and all would be vastly better off
because of Health Care for America.

To be sure, some employers would be required to upgrade their plans to make them comparable to the Health Care for
America Plan. Others might find it cheaper to provide current levels of coverage by enrolling their workers in the Health
Care for America Plan and providing supplemental benefits. Nonetheless, detailed estimates based on economic simulations
of the plan suggest that roughly half of non-elderly Americans would remain in workplace health insurance, with nearly all
of the other half enrolling in the Health Care for America Plan.® (A small share of non-elderly Americans covered under
TRICARE, the Department of Defense’s health care program for members of the uniformed services, their families, and
survivors, would be enrolled in neither.) Thus, among working-age Americans and their families, there would be a roughly
50/50 division of enrollment in employment-based coverage and the Health Care for America Plan.

For non-workers ineligible for Medicaid, S-CHIP, or Medicare—including early retirees—states would be required
to set up effective enrollment and outreach systems that enrolled people when they sought state assistance or obtained
hospital care. States would also be encouraged to subsidize the (community-rated) premiums paid by higher-income
non-workers, especially those that were temporarily unemployed. In the case of early retirees, employers could contribute
to the cost of the Health Care for American Plan on a tax-free basis. Most employers would find this a much less expen-
sive way of providing retiree coverage, which is currently unraveling due to rising costs.

In sum, Health Care for America would level the playing field, ensuring that every firm made at least a modest
contribution to the cost of coverage for every worker. Meanwhile, Americans without ties to the workforce would
be enrolled in the Health Care for America Plan through an individual buy-in, through state antipoverty and un-
employment insurance programs, or through new efforts to reach the uninsured when they sought medical care

without insurance.

Using the Medicare model to contain costs and improve quality

The other side of Health Care for America’s pragmatic approach is its commitment to build on the success and potential
of Medicare, America’s most popular and familiar health program. For millions of Americans who are now uninsured or
lack secure or affordable workplace coverage, the Health Care for America Plan would be an extremely attractive option.
Through it, roughly half of non-elderly Americans would have access to a good public insurance plan with free choice
of providers. At the same time, the Health Care for America Plan would give enrollees access to a range of high-quality
comprehensive health plans that would offer broad, easily comparable benefits.

A single national insurance pool covering nearly half the population would create huge administrative efficiencies.
Medicare’s administrative costs amount to roughly 2% of total program spending, compared with 14%, on average, in
the private sector.’

Because Medicare and the Health Care for America Plan would bargain jointly for lower prices and join forces to
improve quality, they would have enormous combined leverage to hold down costs. Cross-national evidence and the his-
torical experience of Medicare show conclusively that concentrated purchasing power is by far the most effective means

by which to restrain the price of medical services (see the accompanying box on the cost-control advantages of Medi-
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EVIDENCE ON THE COST CONTROL ADVANTAGES
OF A SIZABLE MEDICARE-LIKE PLAN

Despite Medicare’s older and less healthy population,
“Medicare’s per enrollee spending has grown at a rate
that is about 1 percentage point lower than for pri-
vate insurance over the 1970-2002 period,” and these
“[d]ifferences have been more pronounced since 1985.
(Medicare Payment Advisory Commission, Report to the
Congress: Medicare Payment Policy, Washington, D.C.:
MedPAC, 2005.)

The United States has not contained costs (pub-
lic and private) as effectively as nations with broader
public coverage. As the OECD Observer notes (March
6, 2004): “U.S. health expenditure grew 2.3 times faster
than GDP, rising from 13% in 1997 to 14.6% in 2002.
Across other OECD countries, health expenditure out-
paced economic growth by 1.7 times!” According to
OECD Health Data 2006 (Paris: OECD, October 2006),
between 1985 and 2004 health spending as a share of
the economy increased by more than 51% in the United
States—from 10.1% of GDP to 15.3%—compared with
an average increase of 34% in the other affluent OECD
nations to 9.4% of GDP. The same report also shows
that the United States continues to have the highest
per capita health care spending among industrialized
countries. In 2004, U.S. spending per capita (56,102, ad-
justed for purchasing power parity) was more than two
times the median for affluent OECD countries ($2,961).
(These calculations exclude Korea, Mexico, Hungary,
Poland, Turkey, and the Czech and Slovak republics.)

What accounts for these stark differences? Accord-
ing to a study published in the May/June 2006 issue of
Health Affairs (Anderson et al., “Health Care Spending
and Use of Information Technology in OECD Counttries,’

as summarized at www.cmwf.org/usr_doc/Anderson_
hltcarespendinfotechOECD_itl.pdf), “Higher prices, not
higher utilization or resources, appear to be the main
driver [of higher U.S. spending]. More spending does
not translate into more services. In 2003, the U.S. had
fewer physicians, nurses, and hospital beds than the
median OECD country. And while the U.S. adopts many
clinical technologies earlier than other nations, ulti-
mately it does not make them more widely available,
nor does it always provide the most sophisticated pro-
cedures compared with other countries.”

Indeed, in a recent report (“U.S. Health System
Performance: A National Scorecard” (Schoen et al.,
Health Affairs, web exclusive, 2006)), the United States
comes up short on key health indicators, including
“deaths before age seventy-five from conditions that
are at least partially preventable or modifiable with
timely and effective health care. The United States
ranked fifteenth out of nineteen countries on this
indicator as of 1998....The United States ranked last
on infant mortality out of twenty-three industrialized
countries as of 2002." In 2002, the Institute of Medi-
cine estimated that lack of health insurance causes
roughly 18,000 unnecessary deaths each year among
working-age adults in the United States. (Care With-
out Coverage: Too Little, Too Late, Washington, D.C.:
The National Academies Press).

However, according to OECD Health Data 2006, the
United States is slightly above the OECD average when
it comes to life expectancy at age 65—which may reflect
in part the universal, guaranteed coverage provided by
Medicare to America’s elderly.

care-like plans). Other nations spend much less for the same medical services than we do because their insurance systems
bargain for lower prices. And though Medicare covers less than a seventh of the U.S. population, it has still controlled costs
substantially better than the private sector, especially since the introduction of payment controls in the mid-1980s.

To ensure that bargaining for lower prices does not come at the expense of high-quality care, Medicare and Health
Care for America would also team up to monitor and improve the quality of care by applying the positive models already
PAGE 6
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developed or under development within Medicare and in the increasingly successful Military Health System. Using the
extensive database of patient experiences it could amass, Medicare and Health Care for America would come up with
guidelines for best practices, create new funding streams for the coordinated treatment of chronic medical conditions,
provide comparative quality information about individual providers and medical institutions, encourage prevention and
screening, and carefully assess the effectiveness of new medical technology. These innovations would be made available
to private payers, and, as they do today, many would likely follow the lead of the public insurance pool in its coverage
and payment decisions.

The Health Care for America proposal promises to restrain costs not just because it creates a large public insurance
pool. The structure of the proposal also ensures that the sector best able to control costs is rewarded with additional pa-
tients over time. Because employers covering approximately half of workers would continue to provide private insurance,
employers and insurers would be free to experiment with their own cost-control strategies, so long as these strategies did
not involve cutting benefits or shifting more costs onto workers. And if employers and insurers effectively held down
costs, then private insurance would become increasingly attractive in comparison with the Health Care for America Plan.
If, by contrast, private premiums were not kept in line, an increasing share of employers would enroll their workers in
the Health Care for America Plan.

Thus, rather than a constant tug of war, Health Care for America would create a constructive public—private dy-
namic that would reward the sector best able to control costs—and without holding the health security of ordinary
Americans in the balance.

Health Care for America’s realistic financing

Health Care for America would require new federal spending. But because the majority of workers who now have em-
ployment-based coverage would retain private workplace insurance when the new Health Care for America Plan was in
place, federal spending would be much lower than it would be under a universal Medicare plan. Furthermore, most of
the necessary financing would come from those benefiting directly from the new Health Care for America Plan—name-
ly, from employers that make the payroll-based contribution for guaranteed health insurance for their workers and from
higher-income individuals who pay income-related premiums when enrolling in the Health Care for America Plan.

A good deal of the additional financing would come from the reduction of federal spending for S-CHIP and Med-
icaid, and from the redirection of current state spending on these programs. (Despite requiring that the states continue
to contribute to the cost of public health insurance, this proposal would still provide substantial savings to the states.) In
addition, the movement of workers from tax-favored private coverage into Health Care for America would reduce federal
tax subsidies for employment-based insurance. And payroll and income tax receipts would rise due to the substitution
of wages for health benefits among firms that pay less for insurance than they would have without reform.

The remaining federal costs could be financed by various combinations of liquor and tobacco taxes and other dedicated
levies and general revenues. Past estimates suggest that this approach has a relatively modest net federal cost compared
with other comprehensive proposals, many of which would cover fewer Americans.'” Moreover, Health Care for America
requires much less new tax financing (even including the payroll-based contribution) than a single-payer proposal.

The main reason why Health Care for America is comparatively inexpensive is that higher-wage and larger employers
would continue to offer qualified coverage privately. For large employers with higher payrolls, private employment-based
coverage would remain a good deal—especially since this proposal would not eliminate the tax-favored status of private
coverage. For employers not enjoying the administrative economies of large-group purchase or with lower payrolls, the
Health Care for America Plan would be the better option. Thus, most of the new federal spending would be targeted on
those firms and workers least capable of providing or obtaining insurance today.

Because an employer’s size and payroll would be the main determinants of whether firms would benefit from enroll-
ing their workers in the Health Care for America Plan, there is limited reason to worry about “adverse selection”—that
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is, the disproportionate enrollment of high-risk workforces in the Health Care for America Plan. Lower-wage workers
and the currently uninsured—the two main groups enrolled in the Health Care for America Plan—differ little from the
rest of the population in their basic health characteristics overall.!' While some degree of adverse selection is unavoidable,
the Health Care for America Plan would be such a large pool enrolling such a substantial share of the population that it
should have little problem spreading this small amount of extra risk.

Finally, and most important, Health Care for America promises substantial cost savings over time for employers,
individuals, states, and the federal government. By bargaining for lower prices and encouraging cost-effective care, the
Health Care for America Plan—working with Medicare—provides the best realistic hope for finally bringing American
health spending under control.

Not only would the Health Care for America Plan reap the rewards of these efforts, so too would Medicare. The
serious cost pressures on Medicare—driven overwhelmingly by general medical inflation rather than the aging of the
population—have led to calls for restructuring the program in ways that would leave its beneficiaries ever more at risk.
Health Care for America represents a different bargain: Medicare beneficiaries and younger workers would be united
through a new social compact that extends Medicare-like coverage across the generational divide to ensure health secu-

rity, improve medical quality, and better control costs.

Why Health Care for America is what Americans want

Americans are ready for a bold proposal for change like Health Care for America. Most believe the present system is
broken, and most are willing to support fundamental change even if it means new taxes or an enhanced government role.
Americans do not believe they should be on their own when it comes to health care. They want employers to remain
in the game, and they are skeptical of measures, such as Health Savings Accounts, that would shift more costs and risks
onto them. Overwhelming majorities of insured Americans worry that they won’t be able to afford care in the future, and
a substantial majority of those who currently have insurance fear losing coverage altogether.!

An innovative public opinion project sponsored by the Herndon Alliance has examined Americans’ core values with
regard to health reform (for more, see the box on public opinion and health reform). It finds that Americans want a
proposal that guarantees standard health benefits from a choice of public or private coverage. Guaranteed coverage, good
standard benefits, shared responsibility and risk, and a choice between public and private plans are all key elements of
the Health Care for America Plan.

Other surveys indicate that a Medicare-like program covering all Americans beats the current system hands down.
However, Americans are even more receptive to a mandate on employers to provide coverage—the most popular reform
option in most polls.”® In a poll done after the 2006 election, among those wanting to expand health care coverage the
two most popular options were an employer mandate (44%) and an expansion of existing public programs (32%)—the
twin foundations of Health Care for America.'

Health Care for America respects these longstanding views. It requires that employers insure their workers, but
provides employers with the Health Care for America Plan as a modestly priced option through which their workers can
obtain insurance, thus ensuring that this requirement is not unduly burdensome.

Health Care for America also responds directly to two other key elements of public opinion. First, most Americans do
not recognize the full extent to which they pay for health care through forgone cash wages and the revenue cost of health
care tax breaks. Rather than suddenly confront Americans with these huge hidden costs (a political nonstarter proposed by
both Medicare for All plans and individual mandate initiatives), Health Care for America would largely preserve the current
division of employer and individual responsibility, while nonetheless delivering major savings to business.

Second, and no less important, Americans remain extremely wary of tightly managed health plans like HMOs,
which have not only lost out in the market but have also been the target of political backlashes nationwide.”> And yet,

nearly all proposals relying on private plan competition rely for much of their savings on the rapid further movement
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PUBLIC OPINION AND HEALTH REFORM:
THE HERNDON ALLIANCE'’S FINDINGS

Over the past year, an innovative research project has
examined American public opinion about health care
reform, with a particular focus on the Health Care for
America approach. The goal of the project, coordinated
by a consortium of organizations called the Herndon
Alliance, is to develop new strategic initiatives that can
attract the enthusiasm of voters who traditionally sup-
port reform as well as the swing constituencies whose
support will be most contested in any political battle.
Combining the distinctive approaches of two estab-
lished firms, American Environics and Lake Research
Partners, the effort marries sophisticated social values
research and the more traditional tools of focus groups
and public opinion polls.

The Herndon process developed and tested a strate-
gicinitiative that includes the core elements of the Health

approach had very strong support from all voters: 8 on a
scale of 10. “Base” voters, defined as those who strongly
support the value of universal health care, gave it a 9.1,
while three key swing constituencies rated it from 7.8 to
8.0. The study found that this approach was sturdy when
voters were presented with some of the expected attacks
onit. For example, each swing voter group favored access
to a guaranteed affordable health plan and the choice to
use a private plan, despite the argument that requiring
such a choice will push people into inferior public plans.
In addition, respondents expressed only mild concern
that choice and quality of health care would decline, less
than usually seen with universal health care proposals.
The Herndon Alliance expects to launch a more in-
depth look at public opinion about various policy op-
tions congruent with the Health Care for America pro-

Care for America proposal. The research found that this posal in the coming year.

of Americans into HMO-style plans, with restricted choice of providers. To get this movement underway, these plans
would impose substantial penalties on those who want to have a free-choice, comprehensive plan.

Health Care for America does not need to rely on pushing Americans into HMO:s. Its savings instead come princi-
pally from the ability of Medicare and Health Care for America to bargain jointly for lower prices while upgrading the
quality of care. Though the Health Care for America insurance pool would allow Americans to purchase good private
plans, all Americans enrolled in the program would be guaranteed a reasonably priced fee-for-service health plan with
free choice of providers at no extra cost to them.

To pass the test of public opinion, a reform proposal should be simple, rest on familiar foundations, and not be
threatening to those Americans relatively happy with their coverage today. Health Care for America is such a proposal. It
contains no complex purchasing pools or complicated new tax credits, no tough new incentives for HMO enrollment,
and no unpopular changes in the tax treatment of health benefits. Instead, it builds on the most popular elements of
the present system, changing little for most Americans with secure insurance today, except to promise them true health

security at last.

A time for vision

Over the last generation, Americans have grown more economically insecure even as the nation’s economy has expanded
handsomely. In nearly every facet of our economic lives—our jobs, our family finances, our pension plans, and above all
our health insurance—risk and responsibility have shifted from the broad shoulders of employers and government onto
the fragile backs of American workers and their families. This great risk shift must end, and the place to push back first
is health care, the epicenter of economic insecurity in the United States today.'®
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Health Care for America would provide the health security that is sorely lacking, guaranteeing affordable, quality
health care to all. Without upending our system, it would create a new framework ensuring that everyone is covered, that
risk is spread broadly, and that costs are controlled and quality improved.

Health Care for America is consistent with American values, politically realistic, and based on real-world successes.
It draws on the best elements of existing ideas for reform—combining a requirement on employers to insure their work-
ers, a new Medicare-like plan covering tens of millions of Americans, and an individual coverage requirement on those
without workplace ties—to create a flexible framework for affordable, quality universal health care that can evolve over

time in the right direction for Americans.

Jacob S. Hacker is professor of political science and resident fellow of the Institution for Social and Policy Studies, Yale Univer-
sity, and a fellow at the New America Foundation. His latest book is The Great Risk Shift: The Assault on American Jobs,
Families, Health Care, and Retirement —And How You Can Fight Back (Oxford University Press, 2006).

Endnotes

1. Families USA, One in Three: Nonelderly Americans Without Health Insurance, 2002-2003 (Washington, D.C.: Families USA,
2005), available online at www.familiesusa.org/assets/pdfs/82million_uninsured_report6fdc.pdf

2. 'This proposal builds on a plan developed in 2001 for the “Covering America” project sponsored by the Robert Wood Johnson
Foundation. Although key features of the proposal have not changed, a number of provisions have been altered or updated.
Readers interested in the earlier proposal (“Medicare Plus”) and the cost and coverage estimates for this earlier proposal that
were produced by the Lewin Group can find them at www.greatriskshift.com/ideas.html.

For simplicity, legal U.S. residents are hereafter referred to as “Americans.”

4. All Americans would eventually be required to show proof of coverage by attaching a standard insurance verification form to
their federal income tax return. Because all workers and their families would be enrolled automatically in either Health Care
for America or employer-sponsored plans, the individual mandate would have true significance only for the small share of
Americans who both lack ties to the workforce and are currently ineligible for Medicaid or S-CHIP (the State Children’s Health
Insurance Program). To reach those in this population who do not file tax returns, states would be given powerful incentives to
enroll non-workers in Health Care for America. They would also be encouraged to subsidize Health Care for America coverage
for the temporarily unemployed, and to establish mechanisms for enrolling the uninsured in Health Care for America when
they sought care.

5. 'The estimate of the share of the non-elderly population with ties to the workforce is drawn from the 2006 Current Population Sur-
vey and represents the proportion of non-elderly individuals living in households with positive earnings. The exact share is 94%.

6. Families USA, Paying a Premium: The Added Cost of Care for the Uninsured (Washington, D.C.: Families USA, 2005), available
online at www.familiesusa.org/resources/publications/reports/paying-a-premium.heml.

7.  Firms that do not cover all their workers would be required to pay 6% of payroll for health insurance (with transitional rate re-
ductions available to newly insuring firms). Usually, this payment would fund coverage under the Health Care for America Plan.
However, if a firm’s worker was insured by another firm, the share of payroll contributed on behalf of that worker would be remitted
to the firm sponsoring coverage. The contribution rate would be the same whether workers were full time or part time.

8. 'These estimates, prepared by the Lewin Group in response to an earlier version of this proposal, are available at http://www.
esresearch.org/publications/SheilsLewinall/E-Hacker. pdf.

9.  Private administrative costs are taken from National Health Expenditure data, available at www.cms.hhs.gov/NationalHealthEx-
pendData/downloads/nhe2004.zip. Administrative and net costs of private health insurance (including profits) were 14.4% of pri-
vate insurance payments in 2004. Medicare’s administrative costs are calculated from tables I1.B1 and II1.B1 of the 2006 Medicare
Trustees Report, available at www.cms.hhs.gov/ReportsTrustFunds/downloads/tr2006.pdf. The estimate includes “administrative
expenses” from table IL.B1 ($6.1 billion) and “fraud and abuse control” costs from table II1.B1 ($1.1 billion)—which sum to ad-
ministrative costs of 2.1% of expenditures ($336.4 billion).

10. As part of the Agenda for Shared Prosperity project, the Economic Policy Institute plans to commission independent estimates
of the cost and coverage impact of the Health Care for America proposal.
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11.

12.

13.

14.

15.

16.

Although some of the uninsured are in poor health (in part because they lack insurance), many are young and inexpensive to
insure. Past estimates suggest that the overall costs of uninsured Americans should be about equal to the rest of the population
once they are covered. See Alice M. Rivlin, David M. Cutler, and Len M. Nichols, “Cost Estimates: Authors Respond,” Health
Affairs Supplement (Spring 1994), p. 55; . Anthony Hammond, “Actuarial Memorandum: Premiums in Regional Health Al-
liances under the Clinton Administration’s Proposed Health Security Act,” Health Insurance Market Reform, Hearing before
the Committee on Finance, United States Senate, 103rd Congress, 2nd Session, 1 February 1994, Washington: U.S. GPO,
1994, pp. 102-4. The same is true of lower-wage workers. They are more likely to have a work-limiting health condition than
higher-wage workers but also younger. And the overall incidence of work-limiting health problems even among low-wage work-
ers is less than 10 percent. See Peter Schochet and Anu Rangarajan, Characteristics of Low-Wage Workers and Their Labor Market
Experiences: Evidence from the Mid- to Late 1990s, Report Prepared by Mathematica Policy Research, Inc., for the Office of the
Assistant Secretary for Planning and Evaluation, U.S. Department of Health and Human Services (Washington, D.C., 2004),
available at http://aspe.hhs.gov/hsp/low-wage-workers04/.

For a good recent compendium of polls, see Ruy Teixeira, “What the Public Really Wants on Health Care,” The Century Foun-
dation, December 4, 2006, available online at http://tcf.org/publications/healthcare/wtprw.healthcare. pdf.

In a December 2003 Harvard School of Public Health/Robert Wood Johnson/ICR poll, 76% of respondents supported em-
ployers being required to offer a health plan, while 54% supported an individual coverage mandate. See Teixeira (ibid.).

Kaiser Family Foundation/Harvard School of Public Health, “The Public’s Health Care Agenda for the New Congress and
Presidential Campaign,” December 2006, available online at www.kff.org/kaiserpolls/upload/7597.pdf. The third option, new
tax credits for private insurance, garnered support from 24% of those favoring action.

HMO enrollment as a share of all health plan enrollment nearly doubled between 1988 and 1996, but has since fallen dramati-
cally—and in 2005 was only around a third higher than it had been in 1988. Moreover, HMO coverage has shifted away from
more tightly managed group and staff model plans toward mixed and open models. See Kaiser Family Foundation, “Trends and
Indicators in a Changing Health Care Marketplace,” available online at www.kff.org/insurance/7031/index.cfm (visited January
2,2007).

See Jacob S. Hacker, 7he Great Risk Shifi: The Assault on American Jobs, Families, Health Care, and Retirement—And How You
Can Fight Back (New York: Oxford University Press, 2006).
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12 GOALS OF THE OREGON HEALTH FUND

“The intent of the Healthy Oregon Act is to develop an Oregon Health Fund program comprehensive plan, based upon
the principles set forth in section 3 of this 2007 Act, that meets the intended goals of the program....”

(1) Cover the current uninsured population in Oregon through the expansion of the state Medicaid
program, the Oregon State Children’s Health Insurance Program and the Family Health Insurance
Assistance Program

(2) Reform the health care delivery system to maximize federal and other public resources without
compromising proven programs supported by federal law that ensure to vulnerable populations
access to efficient and high quality care;

(3) Ensure that all Oregonians have timely access to and participate in a health benefit plan that
provides high quality, effective, safe, patient-centered, evidence-based and affordable health care
delivered at the lowest cost;

(4) Develop a method to finance the coverage of a defined set of essential health services for
Oregonians that is not necessarily tied directly to employment;

(5) Allow the potential for employees, employers, individuals and unions to participate in the
program, or to purchase primary coverage or offer, purchase or bargain for coverage of benefits
beyond the defined set of essential health services;

(6) Allow for a system of public and private health care partnerships that integrate public
involvement and oversight, consumer choice and competition within the health care market;

(7) Use proven models of health care benefits, service delivery and payments that control costs and
over utilization, with emphasis on preventive care and chronic disease management using evidence-
based outcomes and a health benefit model that promotes a primary care medical home;

(8) Provide services for dignified end-of-life care;

(9) Restructure the health care system so that payments for services are fair and proportionate
among various populations, health care programs and providers;

(10) Fund a high gquality and transparent health care delivery system that will be held to high
standards of transparency and accountability and allows users and purchasers to know what they
are receiving for their money;

(11) Ensure that funding for health care is equitable and affordable for all Oregon residents,
especially the uninsured; and

(12) Ensure, to the greatest extent possible, that annual inflation in the cost of providing access to
essential health care services does not exceed the increase in the cost of living for the previous
calendar year, based on the Portland-Salem, OR-WA, Consumer Price Index. for All Urban
Consumers for All Items, as published by the Bureau of Labor Statistics of the United States
Department of Labor.







Recommendations from Oregon Health Fund Board
to
Governor Ted Kulongoski

Relating to Expansions of Coverage & Associated Financing, 2009 — 2011:

Coverage Expansions, 2009 — 2011

The first stage of assuring that affordable, quality health care is available to all Oregonians
is financing an expansion of the Oregon Health Plan (OHP) as follows:

1. Enroll children < 19 years of age with family incomes of 185% FPL or less. This action
can be achieved within the current federal waiver.

2. Enroll children < 19 years of age with family incomes greater than 185% FPL and up to
200% FPL. This action will require a new waiver from the federal government.

3. Enroll children < 19 years of age with family incomes greater than 200% FPL and up to
300% FPL. This action will require a new waiver from the federal government which will
include authority to require premium-sharing based on family income.

4. Permit children < 19 years of age with family incomes greater than 300%FPL to enroll
in the program. No new federal waivers are necessary for this group since there would be
no state contributions toward the cost of premiums.

5. Maintain the current enrollment in the OHP Standard program (estimated 24,000) and
expand coverage to an additional 100,000 Oregonians > 19 years of age with incomes up to
100% FPL.

Financing, 2009 - 2011

The Finance Committee of the Oregon Health Fund Board studied various approaches to
raising revenue to provide affordable, quality health care for all Oregonians. While a
payroll tax was recommended as the preferred option, its primary purpose was to finance
coverage for Oregonians working for employers that do not offer group health insurance.
The Board believes a payroll tax option should be reserved for subsequent coverage
expansions aimed at this population.

Oregon currently uses a combination of provider taxes to fund the existing OHP Standard
program. Changes in federal regulation require Oregon to modify the Managed Care
Organization tax; a statutory “sunset” requires legislative reauthorization of the current
hospital tax. The loss of these revenue sources would eliminate funding for the Oregon
Health Plan Standard population.





The preferred financing strategy for the coverage expansions outlined above should be
some combination of provider taxes.

Renewal and restructuring of the existing provider taxes would enable the state to secure
more federal Medicaid funds for Oregonians and expand coverage for the uninsured. The
Board, however, is not in a position to recommend the best “balance” or “mix” between the
two provider taxes, nor the specific tax rates. The Board defers to the Governor,
Legislature and interested stakeholders to resolve these issues.

An Advisory on Provider Taxes

In endorsing the use of provider taxes to finance the stated coverage
expansions, the Board expresses concern about the potential negative
impact such taxes could have on current purchasers (individuals and
groups) of health insurance. In theory, the revenue raised from provider
taxes, when matched by federal funds, should substantially reduce the
“cost shift” associated with unfunded health care provided to the
uninsured. The result should be a moderation in the increase of provider
prices (especially hospitals) and health insurance premiums: The cost of
unfunded health care now funded in the price and premium would be
replaced by an explicit funding mechanism.

The Board believes that a new provider tax program must be
accompanied with rigorous oversight of both hospital and insurer
financial performance to avoid passing the tax on to current purchasers
of health insurance who are already bearing unsustainable increases in
health care costs.

Tobacco Taxes

Oregon’s tobacco taxes should be increased. Oregon is the only state that
has, in essence, reduced its tobacco tax (with the sunset of a 10 cent levy
in 2004).

The Board believes revenue raised by increasing tobacco taxes should be
directed to investments in new public health initiatives (with emphasis on
tobacco use and obesity) and investments in new state activities that will
be outlined in the Board’s final comprehensive plan.





