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HEALTH CARE PREMIUMS AND SUBSIDIES

TUESDAY, MARCH 15, 1994

U.S. SENATE,
COMMITTEE ON FINANCE,
Washington, DC.

The hearing was convened, pursuant to notice, at 10:26 a.m., in
room SD-215, Dirksen Senate Office Building, Hon. Daniel Patrick
Moynihan (chairman of the committee) presiding.

Also present: Senators Bradley, Daschle, Breaux, Conrad, Pack-
wood, Dole, Roth, Chafee, Durenberger, and Grassley.

[The press release announcing the hearing follows:]

(Press Releases No. H-17 and 18, March 11, 1994]

FINANCE COMMITTEE SETS HEARINGS ON HEALTH PREMIUMS AND SUBSIDIES

WASHINGTON, DC-—Senator Daniel Patrick Moynihan (D-NY), Chairman of the
Senate Committee orn Finance, announced today that the Committee will continue
its examination of health care issues with hearings on health care premiums and

subsidies in reform provosals before Congress.
The hearings will beyin at 10:00 A.M. on Tuesday, March 15, 1994 in room SD-

215 of the Dirksen Senate Office Building and at 10.00 A M. on Thursday, March

17, 1994 in the same location,

“The Committee will examine ways that major reform proposals before the Con-
gress attempt to achieve universal coverage with and without mandates,” Senator
Moynihan said in announcing the hearing. “We will be particularly interested in the
structure of premiums and subsidies that are needed to implement various options.”

OPENING STATEMENT OF HON. DANIEL PATRICK MOYNIHAN,
A U.S. SENATOR FROM NEW YORK, CHAIRMAN, COMMITTEE
ON FINANCE i}

The CHAIRMAN. A very good morning once again. As I explained,
the Senate day began with a cloture vote which is always time con-
suming and usually unavailing. You do not happen to know how
the vote was going when you left?

" .?enabor PACKWOOD. It looked to me like the cloture was going to

ail.

The CHAIRMAN. Unavailing. There you see, there is some con-

stance observed in our activities.

We have a panel of most distinguished witnesses this morning,
some of whom we have heard before, all of whom we have had a
chance to talk to privately. The subject is health care premiums
and subsidies. As the New York Times/CBS poll described in some
length this morning, those two issues are the focus of the public’s
concern.

So I am looking forward to hearing from each of you in turn.

Senator Packwood?

(1
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OPENING STATEMENT OF HON. BOB PACKWOOD, A U.S,
SENATOR FROM OREGON

Senator PACKWOOD. It is good to see these witnesses. We have
seen Michael Graetz here many times in the past. It is good to
have you back. I know Dr. Enthoven has been here before.

Despite the title, we are clearly talking today about mandates
and whether or not we want mandates, among other things; and
if we want universal coverage, can we get there without mandates,
either an employer mandate similar to what we have in our em-
ployer/emplnﬁee system or an individual mandate not unlike Ger-
many or perhaps the State automobile insurance where we say to
people you must have it?

And if you answer the question, yes, we want universal coverage,
is there a way to get there without mandates? Is there a way to
get the 22-year-old immortal motorcycle rider without a mandate
to get health coverage if he does not have to get health coverage,;
or maybe we do not want universal coverage.

I would like to get universal coverage and I can accept a man-
date, if necessary, to get there. But my mind is open if we can get
there another way. It is interesting that of the bills before us, that
President Clinton’s has, of course, an employer mandate. Both Sen-
ator Chafee and Senator Nickles have individual mandates, not as
tightly enforceable as I think you would want to get universal cov-
erage, but they both have individual mandates. Then we have the
issue of who is going to pay how much.

I think there is a general agreement that the President’s 80/20
split between employers and individuals is too disproportionate on
employers. And you have the issue, what do you do about small
business that thinks it cannot afford any significant health insur-
ance. Do we give them tax credits? Do we give them a 5-year, 10-
year phase-in? If we do either, do we put off universal coverage too
far if we give them credits? Do we have the money to pay for it?

So as usual, Mr. Chairman, I say this each time, this is one of
the most important topics we have. This is one of the most impor-
tant topics. Every one that we have fits into that category.

The CHAIRMAN. We are running a natural experiment on the im-
mortal 22-year-old motorcyclist in our chief of staff, who has re-
cently been married. [Laughter.]

Senator PACKWOOD. Does he have health insurance?

The CHAIRMAN. We will check him out in 3 months.

Senator Durenberger?

Senator DURENBERGER. I welcome the opportunity to be here.

The CHAIRMAN. Senator Chafee?

Senator CHAFEE. N¢, nothing. Thank you, Mr. Chairman.

The CHAIRMAN. Thank you.

Well, then we will get right to it. Stuart Butler, good morning,
sir.
STATEMENT OF STUART M. BUTLER, PH.D,, VICE-PRESIDENT

AND DIRECTOR OF DOMESTIC AND ECONOMIC POLICY

STUDIES, THE HERITAGE FOUNDATION, WASHINGTON, DC

Dr. BUTLER. Thank you, Mr. Chairman, for the opportunity to
testify on the subject of securing universal coverage against the po-
tentially devastating costs of medical care.
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In my testimony I compare two possible ways of achieving this
oal. One is an employer mandate, specifically the Clinton Admin-
istration’s Health Security Act; the other is a system based on indi-
vidual tax credits. Here I focus on a consumer choice legislation in-
troduced by Senator Nickles with 24 additional Scnate cosponsors.
My comments are based on a new study of these two bills, under-
taken for the Heritage Foundation by Lewin-VHI. Let me begin by
noting that an employer mandate is really a disguised mandate on
employees, because an employer mandate simply means that em-
gloyers are required to earmark part of a worker’s compensation to
uy health care. So there is ne free lunch for the employee.

Most of the cost of that mandate is passed through to that em-
ployee in reduced wages. A review by Lewis-VHI of the literature
on pass-throughs suggests that wages will on average be reduced
by 88 percent of the employer’s cost of a health care mandate.

Last December’s Lewin-VHI analysis of President Clinton’s legis-
lation did not include an estimate of this wage affect associated
with an employer mandate. It estimated only the net change in ex-
plicit household health care spending.

But a family could enjoy a small reduction in health spending,
yet be hit by a far larger cut in wages. So we asked Lewin-VHI to
reanalyze the Clinton plan, estimating the combined effects of
changes in health spending and changes in wages. The results are
quite startling and are included in my full written testimony.

In summary, the new analysis shows an employer mandate
would cut wages in 1998 by almost $21 billion and cost between
$150,000 and $350,000 jobs, generally among low-wage workers.
Workers in firms not now providing insurance would face wage
cuts averaging $1200 in 1998 under the Clinton plan.

When this hidden wage cut is included as a household cost of
health care, which in reality it is, it turns out that rather than re-
ducing household health spending in 1998 by $26.5 billion the drop
under the Clinton plan would be only $7.7 billion.

This has a significant effect on the balance between winners and
losers under the Clinton plan. The proportion of working age
households whose total health spending rises by more than $1,000
under the Health Security Act jumps to 31 percent when wage af-
fects are included, up from 17 percent when the affect is ignored.

No less than 53 percent of working age households would pay
more under the Clinton plan in the form of direct health costs and
wage cuts.

Now compare this with the Nickles consumer choice legislation.
This bill would change the way in which Americans get tax relief
for health care costs. It would replace the current exclusion for
company-sponsored insurance with a new refundable tax credit for
insurance from any licensed source, as well as for out-of-pocket ex-
penses and contributions to a medical savings account.

Much like the child care credit, the health credit would be on a
sliding scale based on income and total health costs. In addition,
employees would have the right to cash out the actuarial value of
their current employer-paid health plan, the value being based on
age, sex and geography, and put as much of that money as they
wished towardg a fealth plan of their choice from some other orga-

nization.
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They would have to obtain at least catastrophic insurance. Insur-
ance underwriting for setting insurance premiums would be limited
by law to age, sex and reogra?h_y. not health status. Unlike today,
families under the Nickles bill would enjoy full tax relief in the
form of the refundable credit for a nonemployer plan.

What this means is that families could pick a plan and the
health benefits they really wanted and keep the plan from job-to-
job without interruption. The plan would be owned by them, not
their employer, as is the case today.

Families could have a plan offered through a union, perhaps the
Farm Bureau or a churcﬁ, or for that matter their employer, with
the same tax relief or direct assistance from the government.
you know, Mr. Chairman, many Federal workers pick union-spon-
sored plans under the Federal Emplnyee Health Benefits Program,
which is the model for the Nickles bill.

Lewin-VHI compared the impact of this tax credit program with
the Clinton legislation and looked at the true bottom line, including
the net impact on wages and direct health costs.

The analysis shows that under the Nickles tax credit approach,
only 19 percent of working age households would see a net increase
in costs of more than $1,000 comnpared with 31 percent under the
Clinton employer mandate. Under the Nickles bill, 39 percent of
working age households would experience a net reduction in costs
of at least $1,000 compared with only 28 percent on the Clinton,

Furthermore, the Nickles tax credit approach leads to substan-
tially more gainers in every income group, even including the work-
ing poor, than the Clinton employer mandate.

n conclusion, Mr. Chairman, the employer mandate approach to
universal coverage involves large hidden costs on families in the
form of pass-throughs, wage reductions. The tax credit approach,
on the other hand, can achieve the same goal of universal coverage,

-yet do so while reducing net household health costs more sharply
for all income groups and without the Clinton plan’s huge health
alliances, job killing employer mandates or destructive yet ineffec-
tive price controls.

Thank you, Mr. Chairman.

[The prepared statement of Dr. Butler appears in the appendix.]

The CHAIRMAN. We thank you, Dr. Butler, for a concise and
somewhat equivocal proposition. And we thank you for bringing to
us the Heritage Foundation’s suggestions for achieving universal
coverage. Senator Packwood is sort of lost in some of those alge-
braic formulas.

Dr. BUTLER. So was I, Mr. Chairman.

The CHAIRMAN. Next we have Alain Enthoven, who is Marriner
Fccles Professor of Public and Private Management at the Grad-
uate School of Business at Stanford, and one of the founders of the
Jackson Hole Group. Good morning, Doctor, once again.

STATEMENT OF ALAIN C. ENTHOVEN, PH.D., MARRINER 8. EC-
CLES PROFESSOR OF PUBLIC AND PRIVATE MANAGEMENT,
GRADUATE SCHOOL OF BUSINESS, STANFORD UNIVERSITY,
STANFORD, CA
Dr. ENTHOVEN. Good morning, Mr. Chairman. Jt is a privilege to

appear before this important committee, which is destined to play
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a crucial role in health care reform; and it is a pleasure to revisit
some friends of longstanding. 1 do not say old friends anymore.
[Laughter.)

Especially the Chairman with whom [ served in the administra-
tion of President John F. Kennedy.

The need for comprchensive reform is urgent now, this year. The
high and rising costs of hcalth care are straining public finances
at every level of government and pricing coverage out of reach of
moderate income families.

Cost containment and universal coverage are inextricably linked.
A serious program of cost containment would produce morally un-
acceptable results if we do not protect people with low incomes and
we will not be able to afford universal coverage without punitive
taxes if we do not get the costs down.

In the 1950’s and 1960’s, America put in place a system of power-
ful cost increasing incentives in order to expand coverage and care.
It is time now for us to reverse the incentives and to reward eco-
nomical choices.

Per capita pre-payment versus the outdated fee-for-service re-
mote third party payment system, with strong accountability for
outcomes and consumer satisfaction, is what is needed to do this.
Now we have about 45 million Americans in health maintenance
organizations, so this is no longer an untried or exotic idea.

There are many ways to cut costs substantially without cutting
the quality of care. I would be happy to expand on that. All of our
experience tells us that market forces are what motivate quality
improvement and cost reduction. Price controls simply do not work.

People are concerned about the ability to choose a doctor. We
suggest requiring every sponsor to offer at least one plan with a
point-of-service option. The lynch pin of incentives reform is a limit
on tax-free employer contributions set at or below the price of the
low-cost plan.

I know that this will be tough politically, but the tax cap is an
idea whose time has come. First, it is needed for incentives reform.
That is, when the health plan cuts its premium by $1 it needs to
be able to transmit that dollar to the would be customer to induce
the customer to join.

Second, it would be a way of bringing a huge Federal revenue
loss, that is $90 billion in 1995, under congressional control.

And third, it would be an ideal source of revenue which we will
need for assisting the poor, because it is a way of broadening the
tax base without raising marginal tax rates.

The worst market failure we have is in the market for individ-
uals and small groups, say up to 100. They are too small to spread
risks, to achieve economies of scale and administration, and to offer
individual choice of plan.

The best solution is the health plan purchasing cooperative and
the cleanest and surest way is with exclusive HIPCs and manda-
tory participation. People do not like mandatory participation. But
health insurance means pooling of risk and a voluntary purchasing
cooperative is likely to die from a death spiral of adverse selection.

A strong incentive to participate is needed, such as to condition
the tax break on participation, the idea that exclusive purchasing
cooperative has aroused fear of the single payer and fear of the
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DMV. I sympathize with both fears. But multiple competing Hirus
pose dangers of added marketing costs and a contest to select risks.
We do believe that we could accommodate the fear of the DMV
gy what we call a Post Office/Federal Express model in which the
overnor creates Breaux-Durenberger purchasing cooperatives but
others could create alternative HIPCs or cooperatives if they agree
to play by the same rules so that HIPCs would compete only on
customer service and administrative costs, not on selecting risks.

Medicare should be included in the reform system, otherwise it
leaves too much of the market in the unreformed fee-for-service re-
mote third party payment system.

As for universal coverage, we have a suggestion. Take as a point
of departure the Breaux-Durenberger bill. That would be a big step
forward for the poor. It would mean everybody up to the poverty
line is covered with a full subsidy, and a sliding scale of subsidies
from 100 to 200 percent. But we do acknowledge that it leaves peo-
ple in the 100 to 200 percent of the poverty line income range with
excessive implicit marginal tax rates or benefit reduction rates.

We ought to create a balanced health security budget for all gov-
ernment support to individual health insurance, including the reve-
nues lost from the exclusion of employer paid health insurance
from employee taxable income. And then we should expand the
sul;sidics step-by-step to low-income people as the savings mate-
rialize.

We ought to commit that by a fixed date, perhaps the year 2000,
Congress will meet a target, such as 95 percent of the population
covered, or expand subsidies or impose a mandate.

We could debate and refine the mandate, but we do not have to
decide the details now. If there were an employer mandate, it
should include subsidies to targeted low income people in the form
of vouchers that would be turned over to the empioyer.

What is universal coverage? I am not sure of the number, but the
goal should not be 100 percent. Maybe it would be better to think
in terms of 95 percent. There will always be some people whose life
styles will not gt with signing up with a health plan.

There will always be a need for public providers of last resort,
for undocumented aliens if none other, and we should not bend out
of shape the system that would work for 95 percent of the people
in order to accommodate the 5 percent who do not fit in.

This is the year to take a bold step, to get the system moving
in the right direction—more economic choices, more cost conscious-
ness, and more people covered. You should recognize that you will
be back next year and every year with more legislation and we
should not let the debate over the ultimate solution prevent us

from taking urgently needed steps now.

Thank you.

[The prepared statement of Alain Enthoven appears in the ap-
pendix.]

The CHAIRMAN. Thank you, Dr. Enthoven. I noticed that you are
still fiddling with what is universal coverage. Your testimony has
97 but you said 95.

Dr. ENTHOVEN. I asked the Clerk to change it for the record.

The CHAIRMAN. No, that is all right.
Dr. ENTHOVEN. I think 95 might make it.
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1Ne CHAIRMAN. Tuu aiu baving w cite Sl cmalavmant enals.

Dr. ENTHOVEN. Right. Exactly. We need a practical, realistic—

The CHAIRMAN. How many people did the Census find in 1990,
about 95 percent?

Dr. ENTHOVEN. Was it something like that? I know that we have
problems counting people.

The CHAIRMAN. ‘m always do.

Now Professor Graetz, who is Hotchkiss Professor of Law at Yale

University, and also James Tobin. Is this a statement for yourself
and James Tobin?

Mr. GRAETZ. Yes, Mr. Chairman.

The CHAIRMAN. Sure. I did not think you were the James Tobin
Professor Emeritus of Economics. That would be too much. You
would be overachieving. [Laughter.]

Mr. GRAETZ. James Tobin is the James Tobin, Professor Emeri-
tus of Economics. [Laughter.]

The CHAIRMAN. Good morning.

STATEMENT OF MICHAEL J. GRAETZ, J.D., JUSTUS S. HOTCH-
KISS PROFESSOR OF LAW, YALE UNIVERSITY, NEW HAVEN,

CT

Mr. GRAETZ. Good morning. Thank you. It is a pleasure to be
here today to discuss the subject of health care reform. My state-
ment is on behalf of myself and my colleague, Jim Tobin.

First, we believe that all Americans should be entitled to receive
adequate medical services without regard to their ability to pay or
their health status. It is individuals who get sick and need med);cal
services. Individuals and families ability to pay is the natural cri-
terion of equity. It is individuals who must be guaranteed coverage.
So it is individuals who must be required to have insurance.

The only sensible reason for linking health coverage to employ-
ment is that much health insurance coverage is now provided
through employment. Employer mandated health insurance has far
less to do with where we should be taking health care reform than
with where we are now.

Expanding, rather than abandoning employer based medical in-
surance increases the risks that major health reforms enacted
today will fail in the long run to provide the secure, portable, ade-
quate, reasonably priced and universal medical care that we all
want,

President Clinton has often emphasized the need for individuals
to develop skills and become flexible in the face of the changeable
modern job market. He points out that workers now should expect
on average to change jobs eight times. But he fails to recognize the
irony of attempting not only to sustain but indeed to expand em-
ployer based health insurance as America moves into the 21st Cen-
tury.

The principle political advantage of requiring employers to pay
for their employees’ health insurance is that it hides who bears the
actual costs of that insurance. The fact that employers write the
checks for medical care does not mean that they bear the full costs.

In the long run, costs are generally shifted to workers in reduced

take-home pay and perhaps to some extent to consumers and high-

er prices.
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Let us not be deceived that the choice before the committee is be-
tween an employer manaate ana an individual sraniace.

As the Clinton’s health reform proposal makes clear, an employer
mandate also requires an individual mandate. The real choice is
whether to have a mandate only on individuals or on both individ-
uals and employers, not whether to put mandates on employers in-
stead of individuals.

Let me now discuss briefly the two aspects of the employer man-
date—administration and financing. There appear to be two admin-
istrative advantages in the desire to link health insurance and em-
ployment.

First, collection of health insurance premiums can be facilitated
by requiring employer withholding. Second, a variety of health in-
surance plans can be presented to individuals at their place of
work and they can select what coverage to buy there.

Both of these administrative advantages can be realized whether
or not any burden of employer financing is imposed. Proponents of
emppl()yer based financing seem to see two principal advantages.

irst, it locks into place existing payments made by employers
who now provide health insurance ?or their employees.

Second, it hides the cost of financing additional coverage since
wage earners and consumers fail to understand the economic bur-
dens of employer financing on themselves and instead believe these
burdens are borne by someone else.

The first of these benefits, locking in existing employer contribu-
tions, can be retained through a transitional requirement that em-
ployers who now provide health insurance to their employees be re-
quired to continue to do so.

The second alleged advantage is, in fact, a disadvantage. One of
the major problems with the existing system of financing health in-
surance in this country is that it hides much of the costs. The in-
visibility contributes to rising costs.

On the other hand, there are many disadvantages to employer-
based financing. First, for employers who want to circumvent such
a mandate, there are incentives to use part-time workers, tem-
porary and seasonal help, overtime, to engage in cash transactions
off the books, to hire single persons rather than heads of families,
a{xd to classify people as independent contractors instead of em-
ployees.

Second, coupling employer financing mandates with employer
based subsidies inevitaﬁly produces inequitable and arbitrary re-
sults. Individuals will be treated differently based upon the type of
employer for whom they work and-on that employer’s cir-
cumstances.

The adverse consequences of employer mandates will be greatest
for marginal businesses and marginal employees. Families will be
treated differently, depending on the number of employed mem-
bers, whether they work full or part-time and how often they
change jobs, work locations or places of residence.

A flat rate payroll tax on employers would have major sub-
stantive advantages over the complex system of mandated pay-
ments and wage caps of the Clinton plan. With an individual man-
date, government contributions to the cost of health insurance can
be targeted based on income and need. And an individual based
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system can and should treat self-employed persons the same as em-
plovees.

The major concern with individual manaates seems w e avvus
administering the system. However, it is important to remember
that tracking individuals, their payments and their subsidies, and
their health insurance coverage cannot be avoided by mandating
employer ﬁnancing.

he problems of enforcing an individual mandate do not simply
disappear by coupling an individual mandate with an employer
mandate as under the Clinton plan.

Professor Tobin and I have suggested elsewhere that one health
insurance option available to all Americans should be like Medicare
for those under age 65. It would offer the basic medical insurance
package with premiums that in total would cover the costs.

The Federal Government should also extend to any American the
choices that are made available to its employees under the Federal
Employees Health Insurance system. Then anyone could purchase
health insurance through a system that offers a great range of
health insurance plans in virtually every locality.

Private health plans could also offer the same package of health
care benefits, but no one would be allowed to pick and choose mem-
bers or to charge premiums that are greater for riskier individuals
or families.

Federal subsidies to individuals could take the form of refund-
able tax credits or vouchers or if something new were desired,
these subsidies could even be in the form of health insurance credit
cards.

For low income families the subsidies would probably cover the
entire premium of the basic package. Most other families would re-
ceive vouchers at least as valuable to them as the current tax ex-
emption for employer provided insurance. No family should face an
out-of-pocket cost of more than 10 percent of their income for the
basic package.

Let employers help pay the premiums if they wish, but count
these premiums as taxable income. Finally, employers who now
offer coverage to their employees should be required to continue to
offer coverage during a period of transition.

An individual mandate offers great flexibility about the institu-
tional arrangements through which people might obtain insurance.
If Congress so desired, health alliances along the line that Presi-
dent Clinton has proposed could be created or voluntary health in-
surance purchasing cooperatives along the lines proposed by Sen-
ator Chafee, Senator Breaux, Senator Durenberger and others
could forr.

By requiring the Federal Government to offer Medicare-like cov-
erage to all Americans, as well as giving everyone the same choice
as are available to Federal employees, and by explicitly limiting the
growth rate and the per capita costs of these Federal programs in
the legisiation, the need for caps on private insurance premiums
along the lines of the Clinton plan could be avoided.

People could change health insurance plans annually. If private
costs rise faster than the government options, people will select
from the government’s menu. On the other hand, when the private
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sector is more successful at keeping costs down and quality up than
the government, people will shift to private plans.

The budgetary score keeping role now being played by premium
caps would become unnecessary. The government would have to
keep its own house in order, a large enough chore, but price con-
trols would become unnecessary surplus.

Our proposal borrows features from plans offered within the Con-
gress across the political spectrum. A victory for it would be a vic-
tory for the American people and a demonstration of effective bi-
partisan governance.

Thank you.

[The prepared statement of Mr. Graetz appears in the appendix.]

The CHAIRMAN. Thank you, Professor. Would you give the com-
mittee’s particular thanks to Professor Tobin for his contribution,

Alain Enthoven and I will recall when President Kennedy called
him up at Yale to ask if he would be a member of the Council of
Economic Advisors. He said, well, Mr. President, you know, I am
kind of an “ivy” tower economist. And President Kennedy said, you
know, I am kind of an “ivy” tower President. They got along very
well. [Laughter.]

And now, Dr. Holahan on behalf of the Urban Institute. Geod

morning, sir.

STATEMENT OF JOHN F. HOLAHAN, PH.D., DIRECTOR OF THE
HEALTH POLICY RESEARCH CENTER, THE URBAN INSTI-

TUTE, WASHINGTON, DC

Dr. HoL.AHAN. Good morning, Mr. Chairman. What I would like
to do and what I have done in my testimony is discuss the advan-
tages and disadvantages of both employer mandates and individual
mandates and suggest an approach which I think combines the
best of both.

The advantages of an employer mandate are first that it retains
the financing in an administrative capacity that is already in the
system. Sixty-five percent of non elderly Americans with insurance
and 85 percent with private insurance now get it through their em-
ployer. The employer mandate clearly builds on this capacity.

Second, there is less redistribution of income among Americans
with an employer mandate. And third, I think that it is almost cer-
tain to be easier to enforce an employer mandate.

The disadvantages of an employer mandate are the possible af-
fects on jobs. Most of the research evidence that I have seen indi-
cates that these effects are likely to be fairly small in the long
term. Rather, employers will shift the cost of the mandate to work-
ers in the form of lower wages or in some cases on to consumers
and higher prices.

But in the short term, it is likely that there will be some job
losses because it takes time for employers to adjust wages or to in-
crease prices.

It is important to remember, however, though that there are
many other firms that will have lower costs under a reformed
health care system because many of the dependents that the firms
now cover will be covered by another employer and they will no
longer be paying for uncompensated care. In these firms there
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should be an increased demand for labor, with positive affects on
wages and employment.

The real effect of an employer mandate is on wages. An employer
mandate is really a fair regressive way to finance health care. To
deal with the problems with wages and jobs the Clinton Adminis-
tration has proposed a system of subsidies to employers. These sub-
sidies are very costly in the Clinton plan. They are poorly targeted.
They will benefit high income workers in low wage firms and not
benefit low wage workers in the high wage firms that are not eligi-
ble for the subsidies. They will be complicated to administer be-
cause the subsidies vary with firm size and with payroll.

A final problem with an employer mandate, as was mentioned
earlier here on this panel, is that individuals have come to really
believe that someone else is paying the bill. For these reasons, peo-
ple have become attracted to individual mandates. The advantages
of individual mandates are clearly that there is no direct effect on
Jjobs or wages and the financing of the system can be more progres-
sive if there are adequate subsidies for low-income people.

The disadvantages are, first, that I think it would be harder to
enforce most individual mandates. This is particularly true with
smaller voluntary alliances. Second, the costs are likely to be high,
particularly when firms with low-wage workers drop coverage so
that those workers will be eligible for subsidies.

And, third, there is a high marginal tax rate on additional earn-
ings. The subsidies are phased out as income increases. In these in-
come ranges people also lose the earned income tax credit, begin
to pay payroll taxes, and begin to pay Federal and State income
taxes. It has been estimated that the marginal tax rate on addi-
tional earnings in this range is as high as 60 percent and perhaps
higher, thus creating a serious disincentive to seek work. This
problem with the marginal tax rate can be fixed, but only with a
slower phase out of the subsidies which will cost the government
more money.

One solution that I find attractive is an employer mandate with
a 50 percent contribution by employers, coupled with a mandate on
individuals to pay the balance of the bill, depending on the plan
that they choose. This would be coupled with subsidies for the poor
and near poor up to about 250 percent of poverty.

There would be no cap on the employer contribution. There is
less need for this with the 50 percent employer contribution. There
may be some need for temporary assistance in the short run for
very low wage firms.

I think the advantages of this approach are first that it targets
all the subsidies on low-income people. Second, it is less costly than
under the Clinton plan because the subsidies to the poor are more
than offset by the reductions in the employer subsidies. Third, it
is also less regressive as a means of financing than a pure em-
ployer mandate.

Fourth, there is a lower tax rate on additional earnings than
under a pure individual mandate. Fifth, all firms are treated the
same with a 50 percent contribution. Their contribution does not
vary with the firm size or with their wage levels. And finally, I
think the most important advantage of this proposal is that indi-
viduals and employers would both have a substantial financial
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stake in supporting the governinent or private payers in containing

costs.
Thank you.
[The prepared statement of Dr. Holahan appears in the appen-

dix.]

The CHAIRMAN. Thank you, Dr. Holahan.

Just a point of information. We have been discussing this ques-
tion of what is universal coverage. The Social Security system
today covers 95 percent of workers. That is 60 years into an effort
and a coverage which I think now is at least nominally universal.
I mean, in what we think to be a universal system, we get 95 per-
cent and that is pretty good.

Senator GRASSLEY. Mr. Chairman, is that 95 percent of people or
95 percent of income?

The CHAIRMAN. Of workers, persons who are required to pay the
tax. And the Census Bureau is getting better by the day. I guess
they missed only 1.5 percent of the population in the last Census
count.

Dr. ENTHOVEN. I understand that in Hawaii where they have
had an employer mandate for some time that effectively the cov-
erage is on the order of 90 percent.

The CHAIRMAN. Yes.
Dr. ENTHOVEN. So there is a lot of leakage and circumvention.

The CHAIRMAN. We understand that and we do not want to set
ourselves goals which we are not going to reach.

Could I just ask one question of each of the panel and then turn
to further questions? Could I just ask Dr. Butler, Dr. Enthoven,
Mr. Graetz, Dr. Holahan, would you agree we ought to set a goal
with respect to universal health care coverage? Dr. Butler?

Dr. BUTLER. I certainly think universal coverage for those who
want to be covered, certainly. That would not be 100 percent.

The CHAIRMAN. If it is against your religion, we understand.

Dr. BUTLER. Or you are a libertarian motorcyclist, to use your ex-
ample. But I think we would want to do that. Of course, as we all
know, the issue is universal coverage for what? Certainly I think
universal coverage against health costs that otherwise could bank-
rupt seriously.

The CHAIRMAN. But it is not now a stated national policy.

Dr. BUTLER. That is correct.

The CHAIRMAN., Dr. Enthoven?
Dr. ENTHOVEN. I think it is important to achieve universal cov-

erage, because as I mentioned in my remarks, if we have a serious
program of cost containment, then it is going to be very important
for health care providers not to provide for people who cannot pay
and we will get morally unacceptable results.

So I think it is important to include everybody in. In the case of
Stuart’s example of people who choose not to be covered, the prob-
lem with that is they choose not to be covered until they have
crashed on their motorcycle some place, then they get taken to the
emergency room at Stanford Hospital and they cannot pay. And
those of us who paid our premiums and our taxes are forced to pay
for them. So they are compelling us, in effect. I think it would be
appropriate to have a free rider tax to discourage that and to col-
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lect funds so that for those who chose not to be insured there would
be a way of paying for them.

The CHAIRMAN. Putting aside some marginal cases, as a national
policy you think there should be an enunciated goal. .

Dr. ENTHOVEN. Yes.

The CHAIRMAN. Mr. Graetz and Dr. Tobin?

Mr. GRAETZ. Yes.

The CHAIRMAN. Why can lawyers be so succinct? [Laughter.]

Dr. Holahan?

Dr. HOLAHAN. Yes. I think that that should be the goal. I think
that you are quite correct that we will probably never achieve it.

The CHAIRMAN. No, you have achieved it when you are at 90-95
percent.

Dr. HOLAHAN. Okay. Fine.

The CHAIRMAN. You feel it should be a stated——

Dr. HOLAHAN. I think the principle is that every American
should be required to pay, whether you can actually do that or not.

The CHAIRMAN. Thank you.

Dr. HOLAHAN. There should not be free riders. I think it is im-
portant to recognize that this catastrophic system, this hidden abil-
ity to obtain care is really going to quickly go away as we are more
and more successful in containing costs. It really will not be there.

The CHAIRMAN. Thank you very much.
~ Senator Dole, you have been a faithful attendee of these hear-
ings.

Senator DOLE. Can I wait a while?

The CHAIRMAN. Yes, of course you can. You always do. We give

all our leaders time.
Senator DOLE. I figure we will get all the easy questions out of

the way. [Laughter.]
The CHAIRMAN. The easy questions out of the way.

Senator Packwood?
Senator PACKWOOD. Let me ask, Dr. Butler, I was a little con-

fused by your answer. You said, yes, you favor universal coverage
for those who want it. That seems to me a contradiction.

Dr. BUTLER. No, I meant to draw a distinction between those
who, for whatever reason, are determined not to avail themselves
of any health insurance, of any tax benefits and so forth. I think
we have to be realistic that to try and have a policy that would in-
clude all of those would be rather difficult. _

But I mean to all intents and purposes I agree with the Chair-
man’s point.

Senator PACKWOOD. All right. Dr. Holahan, you kind of tilt to-
ward what I would regard as somewhat the German system. You
ha\{]e?the employers paying 50 percent of the cost of the premium,
right?

Dr. HOLAHAN. Yes.

Senator PACKWOOD. But the employee purchases the insurance
wherever he or she wants?

Dr. HoLAHAN. That is correct. So it may not be 50/50. I mean,
depending on the plan that they chose. If it shows a very expensive
plan, they could be paying sliglhtly more than half the cost.

Senator PACKWOOD. The individual would?

Dr. HOLAHAN. The individual would.
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Senator PACKWOOD. So you are saying that it is not 50 percent
of the premiums, it is 50 percent of a flat base of some kind.

Dr. HoLAHAN. Fifty percent of, say, in the Clinton Administra-
tion’s concept of a weighted average premium, of a bench mark pre-
mium.

Senator PACKWOOD. All right. You want, then, the employee pay-
ing a higher percentage?

Dr. HOLAHAN. That is correct.

Senator PACKWOOD. Now that means you are going to have the
employer paying out premiums, if you have 300 or 400 employees,
to perhaps 50 or 60 different insurance plans.

Dr. HOLAHAN. I am thinking of this within the alliance structure
of the Clinton Administration. So those payments would go to the
alliance.

Senator PACKWOOD. To the alliance only?

Dr. HOLAHAN. Yes, sir.

Senator PACKwWooOD. All right.

Dr. HOLAHAN. I think you could probably do it under other struc-
tures, but I have not thought about it that way.

Senator PACKWOOD. Let me ask both Dr. Enthoven and Michael
Graetz, in your individual mandate, would you have the employer
pay anything? }

Mr. GRAETZ. Senator, if you want employer based financing the
cleanest way to do it, which is in fact the way the Germans do do
it, is through a payroll tax, that is a levy on payroll. If you need
additional moneys, I think you can do it based on Professor Tobin’s
calculations. I think that you can finance this plan simply by re-
pealing the current exclusion for health insurance and converting
it into a series of tax credits plus the additional moneys that are
made available through the Clinton program.

So I do not think you need a payroll tax. But if you need em-
ployer based financing, the clean way to do it is by imposing a pay-
roll tax that is a flat rate of payroll rather than one that varies
dramatically as all of these other options do.

Senator PACKwWooD. That is what Germany does. It is a payroll
tax. You pay it to one of their sickness societies.

Mr. GRAETZ. That is correct. The German payroll tax varies, de-
pending on the cost of insurance.

Senator PACKWOOD. The benefits are roughly the same, but they
vary because of the demographics of the make-up of the plans.

Mr. GRAETZ. That is right, and the range is fairly large in the
German payroll tax. '

Senator PACKWooD. But you would get rid of the payroll deduc-
tior: for health insurance and say that, in your judgment, makes
enough money to take care of whatever subsidies you are going to
have for individual policies?

Mr. GRAETZ. Well, what I would do is eliminate the employee ex-
clusion—that is, I would treat employer purchases of health insur-
ance the same as cash wages. So essentially they would be deduct-
ible by the employer in the same way that cash wages are.

Senator PACKWOOD. I am confused now. You have an individual

mandate.
Mr. GRAETZ. Yes.
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Senator PACKWOOD. Which says to Sally Smith or Johnny Jones,
you must buy an insurance policy that has the following benefits.
Go out and buy it where you want but the policy must provide that.
How is that paid for?

Mr. GRAETZ. It is paid for by the individual.

Senator PACKwWOOD. All right.

Mr. GRAETZ. But we have in our plan two constraints. The first
constraint is that no family would have to pay more than 10 per-
cent of their income for health insurance. The second constraint is
that—at least for people up to the 28 percent tax bracket—they
would receive a tax credit that was equal to them in the amount
of the income tax exclusion that they now get of health insurance
when the employer provides it.

So to the extent the employer is providing health insurance, it
would be taxable as cash wages, but they would then get a credit
against their income tax for those wages.

Senator PACKWOOD. And you figure it would be about a wash for
the people up to the 28 percent level?

Mr. GRAETZ. For the people at the 28 percent level, they would
be made no worse off. And to the extent that we include in this pro-
posal controls on costs, they would be better off, obviously. So that
according to our numbers people at about $100,000 of income and
below would be fully protected against any income tax increase.

Senator PACKWOOD. Dr. Enthoven?

Dr. ENTHOVEN. I have to plead guilty to learning something from
the debate. In previous writings I rather favored the continuation
with the employment based system for reasons that people men-
tioned. But increasingly, I appreciate the validity of the arguments
for the individual mandate.

I have been a critic of the employment basis of health insurance
saying, for example, it is arbitrary. You lose your health insurance
when you lose your job.

But we do need a group basis for health insurance. I somewhat
changed my attitude about the employer when I looked at the al-
ternative, which is the government. I just do not favor the single
f)ayer approach and I do not favor any approach that is going to
ead us to that because I think then we have serious problems of
constituent pressures for special favors and the like.

So I think that it is important to find a way to keep private em-
ployers in there, to keep pluralism on the demand side for the sake
of innovation and competition.

So from that point of view, I think we need to recognize that pri-
vate employers have some virtues compared to the single payer.

Senator PACKWOOD. But I do not quite understand the answer.
Dogs the employer pay part of the premium of the individual’s pol-
icy’
Dr. ENTHOVEN. Well, I agree that the idea of employer paid
health insurance is a myth. I agree with the other panelists that
that is going to come out of the employee’s wages. It is possible
- that in a combined mandate you might want to require the em-
ployer to earmark some of the employee’s total compensation in the
form of health care as an incentive for the employee to buy it
through that group, as a way of having that as a group basis for

health insurance.
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Senator PACKWOOD. Thank you, Mr. Chairman.

The CHAIRMAN, Thank you, Senator Packwood.,

Senator Durenberger?

Senator DURENBERGER. Mr. Chairman, thank you.

Gentlemen, at one of our hearings last week someone made the
observation that this health insurance topic that we are debating
is really a function of income, not of employment. It is not that dra-
matically of different way to look at it, but it is probably an impor-
tant way for all of us to look at this, that what we are dealing with
here—health universal coverage through a health plan or access
through that kind of a system—-is really an income security prob-
lem not an employment problem.

If that, in fact, is true, then one of the issues that is not well
debated, I suppose, is when we talk about universal coverage are
we talking about universal coverage of financial risk or are we
talking about universal coverage in the sense that everybody is
going to own the same plan and everybody is going to get basically
the same subsidy for that plan.

As I try to learn from the debate as all of us do, one of the dis-
tinctions between the catastrophic approach and some of the other
approaches to this seems to be that if Stuart Butler or Don Nickles
were to set a goal they would say we want to get to equal access,
to the highest quality care for all Americans through a system of
universal coverage of financial risk. They would then set up a sys-
tﬁm in which each person would make a decision about how to get
there.

Maybe I will ask this question first of Alain Enthoven. Others
seem to be either ambivalent about that subject or they have a dif-
ferent definition of universal coverage or they are also trying to use
the system to do something else which is a reform of the way in
which we actually deliver our care.

So, Alain, would you take on that sukject? What should be the

appropriate goal? We have agreed on the numbers now at 95 per-
C(lant. But is it universal coverage of financial risk or is it something
else?
Dr. ENTHOVEN. I think it is very important to reform the delivery
system and to use individual free choice and market forces to get
us there as market forces have been doing already. That is, I think
that the traditional fee-for-service, solo practice, remote third party
payment system was in effect a figment of the medical profession
many years ago, foisted on us with coercive tactics on their part be-
cause it is an open-ended entitlement for doctors.

It has proved to be entirely dysfuncticnal because all the incen-
tives are cost increasing and there are no rewards for economical
behavior. I believe as I have seen happen in California that given
informed responsible choices, increasing numbers of people will mi-
grate to plans that do a better job of controlling cost, usually based
on per capita prepayment.

As I say, I believe that there is a very great deal that could be
done to give us a high quality but much less costly form of care -
in a reformed system. So I think that a key part of the picture
must not be just insurance for everybody. We have to keep in mind

the need to have a reformed system.
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Senator DURENBERGER. And, Stuart, what I hear Alain to say is
that if you allow everyone to just make the $1,000 worth of deci-
sions themselves, you do not have much help in making those deci-
sions. That somewhere in this system as we try to change the sys-
tem, we need a more comprehensive approach to decisionmaking
abpl;t what services are actually necessary and what are appro-
priate,

And that if we go into the system with our money being the first
$.1,000 and then somebody else kicks in after then, we also run the
risk of looking like the f)erson who has to pay the first $5 or $10
of every restaurant meal, but then everything over that is paid for
by somebody else.

How do you react to Alain’s argument?

Dr. BUTLER. Well, I would put it slightly differently because I
think that just in terms first of all of what our objective is, I think
our number one objective is to reach a situation where Americans
are not going to be wiped out financially by heavy costs. I think
we would all agree, certainly most Americans agree, that is a top
priority.

With respect to how people choose to buy services, I think zou
have a dilemma there. If you try to say people ought to have in
some package a certain specific set of services of the most routine
variety, as well as catastrophic coverage, then you get into the
problem that we are all well aware of. What is it going to be?

You are going to get pressure from various people in the medical
profession to include their services. The cost i1s going to go up and
I will have to buy a plan which has certain services in it I do not
want, and certainly do not want to have insurance coverage for,
and yet it may not have services in that I would like to have, be-
cause the government has decided that is not in the basic package.

So the idea of a standardized package, I think, has lots ot prob-
lems with respect to what services people actually get. With respect
to vour question of how people choose, I think it is very clear that
if you give people some subsidy for buying benefits that they can
choose, such as a tax credit, but allow them a fair margin of discre-
tion about exactly what structure of benefits they can get, I think
people are pretty capable of making those kinds of decisions.

People make decisions every day about which pediatrician to
have, what level of dental coverage and so forth. I do not think
these are things that are beyond the-———

Senator DURENBERGER. They may make a choice about which pe-
diatrician, but they make no choices about the pediatric services.

Dr. BUTLER. No. But they may make some decision about some
level of service and how much is covered by insurance and how
much is not. They can and do make that decision routinely.

Dr. ENTHOVEN. Based on my practical experiences as Benefits
Chairman at Stanford and as Chairman of the Health Benefits Ad-
visory Council for CALPERS where we run a large scale multiple
choice comﬁ)etitive model, I can tell you, ordinary people cannot un-
derstand the coverage provisions of the contracts. The experts can-
not.
I persuaded the PERS Board to adopt standardization in that
group and now we are trying to carry it out. And experts on my
advisory panel and in the management of the system, we sit
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around and we look at these contracts and we say, what on earth
does this mean. Perhaps these are arcane words that came from
some lawsuit way in the past.

Experts have a very hard time understanding it. In fine print, a
lot, of people just do not understand enough to read the fine print.
When we were doing our standardization, one of the plans said “we
cover organ transplants,” but in the fine print it says, “we do not
pay for harvesting and transplanting the organ.” ~

So I am telling you, people who are really expert in this business
have a very hard time figuring it out. I believe in individual auton-
omy. People ought to have choices, but this is——

The CHAIRMAN. Dr. Enthoven, once again, harvesting the organ?

Dr. ENTHOVEN. Yes. [Laughter.]

Dr. BUTLER. They use that term at Stanford, Mr. Chairman.

Dr. ENTHOVEN. Your motorcyclist——

The CHAIRMAN. What would we do without motorcyclists?
[Laughter.]

Dr. BUTLER. Could [ just respond very quickly?

The CHAIRMAN. Nature has it way. It is a very complex system.
[L.aughter.]

Dr. BUrLER. Senator Durenberger, could I just respond very
quickly to that because I understand insurance fine print is enough
to befuddle anybody. However, practically every member of staff
behind you, and all the members on this committee, I suspect, pick
plans every year with very different benefits in them, from dif-
ferent types of delivery systems, with different levels of dental care
and so forth. You seem pretty capable of doing that. And I suspect
the rest of us could probably do the same thing.

Dr. ENTHOVEN. But it is in a system that is noncompetitive be-
cause there is a lot of market segmentation and in which there are
spirals of adverse risk selection because some of the plans design
benefit packages that are deliberately designed to select the good
risks and be unattractive to the bad risks.

Dr. BUTLER. But the system has survived for 34 years.

Dr. ENTHOVEN. It could be better.

The CHAIRMAN. There we are.

Mr. Graetz?
Mr. GRAETZ. Yes, thank you. I think that the answer to Senator

Durenberger’s question is that we really do need to be pooling
health risks in this system. I think that what we are now talking
about is the question, what would you mandate? In think cata-
strophic coverage is really not enough. There is a very tough judg-
ment call here. We are not going to mandate that people get all
care which is beneficial that costs less than the benefits. We are
not going to make people go get prenatal care or mammograms.

On the other hand, we really do need to pool those health risks
and make sure that they are covered for those things.

The CHAIRMAN. Right. Thank you.

Mr. Holahan? .
Dr. HOLAHAN. Just one point. I would say that I just completely

agree with what Alain Enthoven has said on this. I mean I think
one of the great contributions that Dr. Enthoven has made is that
you are not going to have effective competition in this health care
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market without standardization of benefits, easily accessible infor-
mation, and cost sharing that is easy to understand.

When you can vary benefit packages and have catastrophic plans
available to some people and not to others, I think it gets extraor-
dinarily complex and the likelihood of competition being successful
is ¥robab1y very low. »-

he CHAIRMAN, Which is the other. Thank you.

Senator Chafee is next.

Senator CHAFEE. I am ready if you want. But, Bob, if you want
to go ahead.

The CHAIRMAN, Senator Dole?

Senator DOLE. Could I just followup under the Nickles plan
y!til}ic}; I am a cosponsor? There is a tax credit. What is the tax cred-
it for?

Dr. BUTLER. What elements does it include?

Senator DOLE. Yes. It was a basic benefit package or——

Dr. BUTLER. It would be a tax credit for all insurance that you
purchase, for out-of-pocket expenses and for contributions to a med-
ical savings account. It would not be limited to a specific package
of benefits, although you would have to include at least cata-
strophic in insurance.

Senator DOLE. That effect is a basic benefit package?

Dr. BUTLER. Oh, it is a minimum benefit package. That is cor-
rect. But there is a very important distinction between a minimum
requirement and a standard benefits package. I think that is a very
important distinction.

Senator DOLE. That is one of the debates we are going to have,
whether we take 60-some pages to list all the benefits as we have
in the Clinton bili.

Dr. BUTLER. Right.
Senator DoLE. Or whether we have a Board as we have in the

Chafee bill or whether we have the approach that you have or
whether we have a dollar amount and people can decide what they
want. I think that will be resolved, but it is certainly very impor-
tant to do it, it seems tome.

The other three, as I understand, agree there should be some
basic benefit package. Is that correct?

Dr. ENTHOVEN. Yes.

Mr. GRAETZ. Yes.

Senator DOLE. Tell me a little more about the FEDMED plan.
Has that been drafted?

Mr. GRAETZ. The FEDMED plan is essentially a plan which
would allow people to——

The CHAIRMAN. That is a plan that Mr. Tobin proposed.

Senator DOLE. Right. It is in the statement that Mike gave, yes.

Mr. GRAETZ. This plan is essentially a plan that would allow peo-
ple the option—people who are not now eligible because they are
not at age 65—allow them the option of purchasing Medicare-like
coverage at full cost, so that the total costs would be equal to the
costs of the plan. It would not create any subsidies specially for
that plan.

We would also allow people to select among the same package of
benefits that are given to Federal employees under the Federal
Employees Health Benefits Program, so that the Federal Govern-
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ment would be offering people an opportunity to buy through either
a Medicare based system or through purchasing arrangements with
other private insurers that would give everyone a centralized way
of purchasing their insurance and would minimize the need for
some of these State alliances and so forth.

This health insurance would be completely portable so that when
somebody moves from one State to another or changes jobs, they
would not have to worry about losing coverage or changing their
insurance coverage, simply because they changed employment or
place of residence.

Senator DOLE. Let us say there are not enough votes for em-
ployer mandates and not enough votes for individual mandates;
then what happens?

The CHAIRMAN. Then we split the difference.

Senator DOLE. No, there are not enough votes for that either.

The CHAIRMAN. Oh. [Laughter.]

Senator DOLE. Because we have in all these now we have them
both. You had an AD-20, that is an individual mandate, 20 per-
cent, 80 percent on the employer—50 whatever it is. I have to go
back and read yours again. I do not understand yours, but it is not
a requirement in what we do here. [Laughter.]

Senator DOLE. How do we work it out?

Dr. BUTLER. There may be votes for an approach that helps peo-
ple who need assistance to buy at least basic coverage to such a
degree that you get something close to 100 percent coverage. It
may involve such subsidies that people will in fact obtain coverage
that they feel are denied today.

Senator DOLE. And the other thing is, if we do not have the votes
for either the individual or the——

Dr. ENTHOVEN. Well, that is why I suggested in my remarks,
start with something like Breaux-Durenberger, recognizing that
initially the marginal tax rate, benefit reduction rate is too high.
But as money comes in from savings, then start expanding the help
to low income people, move the zero point for subsidies out, as Sen-
ator Chafee has proposed to 2.4 times the Federal poverty line and
get the benefit reduction rate down to an acceptable point.

And people above that income, of course, benefit from a substan-
tial tax subsidy. You would say whether they or their employer
bought it they get the price of a low priced plan or whatever the
tax cap is, they get that much tax free, so that gives them an in-
centive to buy.

Mr. GRAETZ. Senator Dole, at a minimum, the Senate has passed
before major reforms in the health insurance market which elimi-
nate medical underwriting, which require portability, and which
eliminate insurance companies’ ability to exclude people who have
preexisting conditions.

There are a lot of improvements that can be made short of uni-
versal coverage. On the other hand, I think that the appropriate
goal that the legislation ought to reach for is universal coverage.
But if your question is, if we do not have the votes for that, what
do we do, I think there is still a lot of good that can be done.

Senator DOLE. I do not know where the votes are, but I think
just listening to people on each side, I think there are a lot of prob-
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lems. When you come from a small State, a small business, you are
going to have trouble with the employer mandates.

I can already see the TV ads saying, well, they do not want your
boss to pay for this, they want you to pay for this. So there goes
the individual mandates. I think some plans are getting ready to
drop the individual mandates. .

So I think that is one of the real issues. We will probably settle
that at the retreat, right?

The CHAIRMAN. Yes, sir. That is the Dole-Packwood proposal to

close down television. [Laughter.]
. Sianator DoLE. Right. Well, that would be helpful, too. [Laugh-
er.
Under the FEDMED plan what happens to all the sclf-insured?
You are not assuming we——

Mr. GRAETZ. Employers would continue to be allowed to provide
insurance for their employees. And if they wanted to pay for it,
they would be allowed to pay for it. In fact, during a transitional
period—I do think you have to move to this system gradually—but
I think the question to ask is, do we believe that an employer
based system is the right system for the 21st Century.

Our answer to that is no, that it ought to be an individually
based system. The question then becomes how to get there. At least
during some transitional period, we would impose a maintenance
of effort requirement which would say that the employer either
must continue to provide the insurance that is now being provided
or substitute cash wages for that insurance.

So that the employee would then have the money to pay for in-
surance. For those people who are now covered through employ-
ment, we believe they need to be protected as you move away from
gn e&npk)yment based system into something that is individually

ased.

Mr. GRAETZ. That is included in the Nickles legislation as well,
Mr. Chairman, a maintenance of effort requirement on the em-

pl(ger.
enator DOLE. And the other people are going to get the same

choice that we have, right?

Mr. GRAETZ. Right.
Dr. ENTHOVEN. One of the things that concerns me about mini-

mizing the need for State alliances is it sounds to me a little bit
like the Federal Government is going to become the grand alliance.
That is, somebody has to run the overall system and, as you know,
set and enforce the rules, qualify health plans, and present the
choice to people.

Our thinking is, we ought to keep that much more decentralized
and not pull that all into the Federal Government.

The CHAIRMAN. Thank you.

Could I just ask one question? CALPERS cut its premium this
year, did it not?

Dr. ENTHOVEN. Yes. We were very pleased to announce that this
gear for the coming year our weighted average premium is down

y 1.1 percent.

The CHAIRMAN. Did everybody hear that? Senator Dole, did you
hear that?

Senator DOLE. Pardon?
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Dr. ENTHOVEN. The California Public Employeces Retirement Sys-
tem in which we provide market coverage for 920,000 people in
over 900 employment groups, this year for the coming year our av-
erage premium is down by 1.1 percent.

Mr. GRAETZ. Mr. Chairman, just in terms of Dr. Enthoven’s idea
that we are trying to put everything in the Federal Government,
that really is a mistaken view of this plan. I would be very happy
for CALPERS to offer the same package it offers to the California
State employees to everyone either in California or in America.

The idea is for people to have many ways to buy insurance.
Under our plan, the Federal Government is already providing in-
surance choices with respect to their employees, we sugges’ they
extend the option to everyone and with respect to Medicave, it
would give people another option to buy health insurance th-ough
the government.

But there is no reason to believe that on a voluntary basis the
government becomes a monopolist. This is not single payer ir: drag.

The CHAIRMAN. This is an option, right. We will have nune of
that. [Laughter.]

Senator Baucus? )

Senator BAucuUS. Senator Chafee is ahead of me, is he not?

The CHAIRMAN. Well, Senator Chafee yielded his slot to you and
then Senator Chafee is next.

Senator BAaucus. Well, if you want to go ahead, go ahead. Why
do you not go ahead?

The CHAIRMAN. Senator Chafee.

Senator CHAFEE. Let me return to a question that was previoasly
asked because I want to make sure I get the answer. Please do not
extend your answers.

If we do not have a uniform benefit package, do we not inevitably
have adverse selection? In other words, if you have a choice of
packages out there, you are going to have adverse selection, at
least I believe. Now,yes or no.

Dr. ENTHOVEN. Yes. The answer is yes.

Mr. GRAETZ. I agree, the answer is yes.

Senator CHAFEE. Yes. Thank you.

Dr. HOLAHAN. Yes.

Dr. BUTLER. To some degree.

Senator CHAFEE. Yes.

Dr. BUTLER. Well, yes, to some degree. [Laughter.]

The CHAIRMAN. Mark that down.

Senator CHAFEE. The answer is yes. On to the next. Next week
we will see you here.

Now, Dr. Butler, what you are suggesting, as best I can under-
stand it, is you do not want the government responding to special
interests and that is why you have some concerns about the uni-
form benefit package.

Dr. BUTLER. Well, it is not the only reason. I think that——

Senator CHAFEE. But that is a concern?

Dr. BUTLER. It is a concern.

Senator CHAFEE. Now I do not quite understand how you can
even have that concern or why your package is any different, be-
cause you have a catastrophic package. And, obviously, as soon as
Congress gets its hands into that catastrophic package, they are
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sping to say ftyou have to cover chiropractors, you have to cover po-
iatrists, so forth and so on.

Dr.. BUTLER. Well, I do not think that will be the case. Let me
explain what would happen for providers under the Nickles system.
There ‘would be a requirement for catastrophic coverage, which is
essentially a stop loss on total expenditures by a family.

You would have to have certain basic services in that, such as
emergency care and so forth.

Senator CHAFEE Sure.

Dr. BUTLER. However, any specialty group would be able to mar-
ket its services through a plan to consumers and those consumers
would be eligible for a tax credit, no matter what that group was.
So there is not the cutoff in the tax credit as there is in the case
of a standardized benefits package.

Senator CHAFEE. But it seems to me that—and I have heard Sen-
ator Nickles who is very eloquent on connection with this plan and
there is a lot of merit to it—you say that the government is not
going to be involved with your plan and you do not have a uniform
benefit package, but you do have a uniform benefit package.

You say it is a minimal uniform benefit package. The chances of
the government getting into your plan are just as great as they are
getting into our plan or anybody else’s.

Dr. BUTLER. I do not agree they are just as great, Senator, be-
cause in the case of a standardized benefit package where that is
just the one package that you can get tax relief for. If you are a
provider, you must get in that package, otherwise it is financial
death to you. The reason is that if you are not in standard benefits
package, your customers, your patients, get no tax relief whatso-
ever for buying your service. I think there is a much more powerful
incentive for those specialty organizations get into that benefits
package than if the patients can get tax relief if they buy their
services.

Mr. GRAETZ. Senator Chafee?

Senator CHAFEE. Be very brief.

Mr. GRAETZ. With a catastrophic plan, you have to decide what
$2,500 of expenditures counts.

Senator CHAFEE. Sure.

Mr. GRAETZ. And you have to make exactly the same decisions
about whether chiropractic care counts or whether other treat-
ments count.

Senator CHAFEE. Of course you do.

Mr. GRAETZ. And although the pressures will be smaller to some
extent, they are going to be the same pressures.

Senator CHAFEE. Sure. I agree with that.

Now, my next question, very brief answers, can you have port-
ability without universal coverage? Everybody is for portability. I
have not seen anybody go around with a sign on their chest I am
against portability. [Laughter.]

Dr. Holahan?

Dr. HOLAHAN. 1 do not think so. I have not really thought that
through, but I do not see how you can.

Senator CHAFEE. Michael?

Mr. GRAETZ. I think in order to have genuine portability in the
ense that people have the same coverage when they change places
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of werk and places or residence, you have to have some minimal
or standard or basic package, call it what you will, a comprehen-
sive package, that people can carry around and can buy wherever
they go. So I think that you do need to have universal coverage in
some broadly defined sense.

Senator CHAFEE. Dr. Enthoven?

Dr. ENTHOVEN. I think in the system of Breaux-Durenberger
health plan purchasing cooperatives you come very close to port-
ability. If you drop out of your employment group, you can go down
to the health plan store, otherwise ﬁnown as the HIPC and sign
up for the plan you have been in and that you want to stay in.

Senator CHAFEE. Dr. Butler?

Dr. BUTLER. You have portability if two conditions are satisfied.
Number one, individuals own the plans themselves and it is not
chanied when people move. Number two, if the degree of help they
get through tax relief or other subsidies is not related to where
they work. In that case you will get portability, which is the case
under the Nickles bill.

Senator CHAFEE. I would like now to address, and perhaps Mr.
Graetz having been in Treasury can help on this, as you know the
plan I am involved with has an individual mandate. One of the
problems that is suggested is that the enforcement mechanism of
individual mandates is extremely complicated and I do not think
anybody is suggesting it cannot be done, but the difficulties are
rather severe as opposed to an employer mandate.

What do you think about that? Remembering, and compare it to
the employer mandate with only an 80 percent requirement plus a
20 percent, as in the Clinton bill.

Mr. GRAETZ. For people who are hard to enforce a mandate with
respect to, the employer mandate does not really save you any-
thing. It is simply employer financing. That is, if you have an em-
ployer based system, you have to have along with it an individual
mandate. If you take part-time workers, unemployed workers, sea-
sonal help, family members, all of those people have to be tracked
and individually mandated, even if you have an employer based
system.

So you do not get rid of any of the hard problems of enforcement
by having an employer based system. You may get more money
into the system. But in terms of enforcing the additional individual
payments and enforcing the additional individual mandate, you do
not avoid any of the problems.

I do think that there are a variety of ways to enforce an individ-
ual mandate. I go through some of them in my written testimony.
The expansion of the earned income tax credit, which was a part
of the 1993 Budget Act, means that a huge number of people who
before would have nc contact with the Internal Revenue Service
wil' now be receiving subsidies through the Internal Revenue Serv-
ice.

That will helg a great deal in terms of enforcing a mandate for
those people. They will be eligible for health insurance tax credits
in the same way they are for earned income tax credits. I also sug-
gest that medical care providers, such as hospitals can play an im-
portant role in enforcing this. To the extent that the plan is admin-
istered by the States, there are State unemployment offices and
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other State offices that are going to be involved. These people are
going to be involved anyway.

Senator CHAFEE. I believe my time is up, Mr. Chairman.

I would just like to say one thing to Dr. Enthoven. You said, as
I understand it, in defense of the mandatory alliances or a manda-
tory alliance, that somebody has to do the certification of the plans.
I think that is perfectly proper to be left with the States, with the
Insurance Commissioners of the States, just as is done now. They
certify whether somebody can sell insurance in their State.

I think that having the massive all powerful alliance, giving it
that additional power is, 1 find, objectionable.

Dr. ENTHOVEN. Well, as you know, I am strongly opposed to the
idea of the massive all-inclusive alliance. We think this idea ought
to be limited to individuals and small groups up to 100. But there
are a number of functions that either they would perform or the
State would have to perform including, for example, enforcing com-
munity rating and risk adjustment.

Senator CHAFEE. Thank you.

Thank you, Mr. Chairman.

The CHAIRMAN. Could I just say, we work hard on lexicon prob-

lems around here. I want to thank the Jackson Hole Group because
you came up with HIPC, which was retranslated alliance by the
administration. No one understood HIPC and certainly no one un-
d&arstood alliance, but health plan store is a very easily understood
idea.
Dr. ENTHOVEN. Mr. Chairman, when people say, what is the
need for this, I am struggling hard to make a competitive market
work here. Some say,why do you need this health plan store and
I say, imagine that we had a system for trading securities in which
if I wanted to buy or sell the stock of a publicly-held company I
had to go to the corporate headquarters of that company and nego-
tiate a deal with them.

So I fly to Detroit to sell some GM and I fly to Palo Alto to buy
some Hewlett Packard. Then somebody comes along and says, gee,
why do we not have a stock exchange where we bring them all to-
gether and we try to perfect the market.

Part of the HIPC idea is the same thing, where as we have in
CalPERS or at Stanford in a large employment group, you have an
annual enrollment where you bring them all together side-by-side.
It is easy for people to make comparisons and they can take their
pick and then they are in it. So it is an effort to perfect the market,
to the administrative costs to improve people’s ability to make
choices, simplify choices and so forth.

The CHAIRMAN. And simplified language, for which we thank
you.

Dr. ENTHOVEN. Right.

The CHAIRMAN. Senator Baucus?

Senator BAucus. Thank you, Mr. Chairman. This whole discus-
sion we had here this morning, that is this topic of individual and/
or employer mandates assumes that we are not even going to talk,
say, about single payer. Well, let me be just a bit politically incor-
rect here and examine that assumption and then go back to where

we are now.
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I think it is clear that in this room everybody assumes that sin-
gle payer is not a viable alternative. We are therefore, forced into
this discussion of employer versus individual mandates.

But, Dr. Enthoven, you said one of the reasons you did not like
single payer is because politically Congress could not resist the re-
quests from various interest groups. Let us assume that that was
taken care of. That is, let us assume, for the sake of argument, that
there is some kind of Federal Reserve Board which isolated Con-
gress from these demands.

Given that assumption, do you have other problems with the sin-
gle payer system.

Dr. ENTHOVEN. Yes, I do, but I have a terrible time with your
assumption, Senator.

Senator BAUCUS. You have to work with me.

Dr. ENTHOVEN. As you know, I spent the 1960’s as point man for
Robert McNamara in trying to bring cost effectiveness to the Pen-
tagon. What I learned is the ideal weapon system is built in 435
congressional Districts and it is not very important whether it
works or not. So I just cannot easily swallow it, but let me go on.

Senator BAucus. On that point tgough, we did solve that prob-
lem with BCRC, with the Base Closing Realignment Commission.
That is, we set up a system to insulate the Commission from politi-
cal pressure and it is working.

Dr. ENTHOVEN. All right.

Senator BAucus. It is working. \

Dr. ENTHOVEN. Well, I will swallow the assumption to go on with
your question.

Senator BAucus. All right.

Dr. ENTHOVEN. In my view and personal experience, both in gov-
ernment and in industry, government is a particularly ineffective,
inefficient, incompetent purchaser. In part because civil servants
are not allowed to use judgment.

So let me contrast what happened in the Defense Department
versus my experience when I was President of Litton Medical Prod-
ucts dealing in the private market. In the Defense Department you
have to specify the product in great detail and then you put it out
there and you have to go with the low bidder.

And in many cases what you get is a defective product. In fact,
I had Defense contractors say to me, privately over lunch, yes, we
even designed some defects into the product so it would have to
come back and be retrofitted and we would have to renegotiate the
contract and so forth.

Senator BAuCUS. I only have three minutes left.

The CHAIRMAN. No, you have more.

" Dr. ENTHOVEN. But on the other hand, I found when I was in
private business, let us say one of my suppliers shipped me a part
that did not work in the X-ray macf]’ine that I was trying to put
together. Now if I called him up and he said, well, Alain, must pay
us because we have met the specifications of the contract, I would
say, nc, no, no. What we are talking about is whether we go on
doing business or not.

And if you do not get in here and fix the part so it works in my
machine, then I am not going to do business with you anymore. So
I was allowed to use judgment, which the civil servants are not al-
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lowed to use. If the thing meets the contract specs, then govern-
ment must pay for it, even if it doesn’t work.

So we have doctors who do visits and procedures that are unnec-
essary, inappropriate that meet the contract specs for Medicare but
violate good judgment. The private sector purchaser, can use judg-
ment and that is terribly important.

Senator BAUCUS. Yes, I do not want to debate single payer be-
cause frankly I do not think it is in the cards anyway. But you can
tashion a single payer with global budgets to minimize dramati-
cally the individual bureaucratic decisions that you are talking
about. That can be dealt. with.

Let me change subjects here because I do think the assumption
here is there will be no single payer.

Dr. ENTHOVEN. All right. Good.

Senator BAaucus. But if we did have single payer though we
would not have to discuss this complexity of employer mandates
versus individual mandates; whether there is full coverage or not.

I mean, I think Senator Chafee made a good point on how com-
plex the employer mandate, or the individual mandate, or some
combination are. I think it is true, as Mr. Graetz pointed out, that
an employer is going to be tempted to game the system.

He is going to be thinking of all kinds of ways, with part-time
hires and all the reasons that Mr. Graetz stated. And also, as Dr.
Holahan pointed out, the individual mandate is going to be ex-
tremely complex, too.

Earned income tax credit today, for example, reaches only 80
percent of penple; 20 percent of the people who are qualified do not -
even apply. As the EITC goes up, there is going to be even more
fraud. They are going to try to game the system that way.

And it is going to be very complex. Then it raises questions of,
is Congress going to fully fund the subsidy on the individual side,
let alone the complexity. So what I would like to do is go down the
table here, forget the specifics that apply to employer mandate ver-
sus individual, and just give us what you think the one or two
basic principles would be that we should follow as we in the Con-
gress attempt to try to decide the degree to which you have an em-
ployer mandate, and/or, individual mandate.

What are the basic one or two principles that we should keep in
mind as we try to answer this question which essentially Senator
Dole asked—where are the votes? So what are the principles that
we should follow as we try to find the votes? I will start with you,
Dr. Holahan, very quickly.

Dr. HOLAHAN. I guess I think that the one thing is that building
upon the employer based system requires less change than other
alternatives. That is probably its main advantage. I would also
urge you to think about keeping a substantial role for both individ-
uals and employers, such as a 50/50 share of the costs or something
like it.

I think as you go in year after year worrying about the costs of
the system to have both individual Americans and employers sup-
porting you and your efforts to contain costs.

Senator BAUCUS. So complexity is one factor, as we want some-

thing that is not necessarily complex.
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Dr. HOLAHAN. Complexity and having everyone have a financial
stake in how well this works.

Senator BAUCUS. And a stake. OK.

Mr. Graetz?

Mr. GRAETZ. Well, frankly, I think you ought to try not to hide
costs. One of the big problems with the existing system is that peo-
ple are spending huge amounts of money that tKey never see. So
they do not have to make decisions about buying insurance.

And also, I think you ought to keep in mind that the workers are
going to pay the costs whether the employer writes the check or
whether the worker writes the check. It is crucial that the worker
understand what his health insurance or her health insurance is
costing and can take costs into account in making judgments about
what to buy.

Senator BAUCUS. You want transparency. There are no hidden
costs.

Mr. GRAETZ. Transparency and portability.

The CHAIRMAN. Transparency, nice term.

Senator BAUCUS. Okay. Dr. Enthoven?

Dr. ENTHOVEN. I would say first that we ought to get to work on
expanding subsidies for low income people while assuring access to
care through a reformed competitive market in which they are
guaranteed the option to buy it.

Second, as we progress down that path, we could decide in sev-
eral years what to do about mandating as we understand better
what the source of the problem is, who 1s it that is not covered and
why. Because if it turns out the people who are not covered are
people who do not have jobs, then laying on an employer mandate
1s not going to help that.

Senator BAuCUS. So the basic principles again are what?

Dr. ENTHOVEN. Expand subsidies and reform the system now.

Senator BAucus. What do you mean reform? That is what we are
trying to do here.

Dr. ENTHOVEN. Yes. Well, by health plan purchasing coopera-
tives, by standard benefit package, by accountable health plans,
and get the competitive reform of the system going. Then I think
you could decide in several years with more knowledge about
where the problem is, who is it that is not insured and probably
you would adopt a hybrid individual employer mandate at that
time.

Senator BAucus. Okay. Dr. Butler?

Dr. BUTLER. Number one, there must be transparency so people
know exactly what the costs are. -

The CHAIRMAN. Transparency, good word.

Dr. BUTLER. Number two, individuals and families must own the
plan and control the dollars, so the system works for them rather
than for an employer or some other group.

Number three, the subsidies to people must be unrelated to
where they work. Number four, there must be a maintenance of ef-
fort by employers. If they are currently providing assistance, there-
after any change to an individual system the em¥loyer must con-
tinue to provide that compensation in some other form and cash to

the individual.
Senator BAUCUS. thank you.
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Senator PACKWOOD. For how long?

Dr. BUTLER. For as long as they are under any contract or cer-
tainly for any transition period.

Senator BAUCUS. Does that not become a hybrid then?

Dr. BUTLER. No, it just means the employer does not get to make
out like a bandit if the employee is required to pick up the plan.

Senator BAUCUS. I am reminded, being on this committee, tax
legislation, we are always trying to find this balance between sim-
plicity and equity. We are faced with the same problem here, be-
tween simplicity and equity and it just is not that simple.

Dr. BUTLER. And also between freedom and simplicity.

. Senator BAaucus. Well, that too. From your perspective, that is
rue.

Thank you very much.

The CHAIRMAN. Thank you, Senator Baucus.

Senator Breaux, we have been hearing a lot about you and Sen-
ator Durenberger today.

Senator BREAUX. Thank you, Mr. Chairman. I want to thank all
the members of the Eanel. I would want to acknowledge, as I think
is important to do, the good work that Dr. Enthoven has done with
the Jackson Hole Group.

Dr. Ellwood was here last week and I think it is very important
to know that these gentlemen have really devoted a life time to try-
ing to come up with a solution to the health care crisis in this coun-

try.

You know, I think that the congressional clock is ticking on the
time that we have to come up with a plan. Spring is very near. I
think right now it is clear that none of the plans that have been
offered in the House or the Senate right now have a majority to
pass, probably not even in the committees that they are being held
in.
It is getting close to the time that we really have to sit down and
start seeing what Congress is capable of doing in the next couple
of months. I would like to ask the panels to comment on this propo-
sition. What kind of a plan would we have with regard to bringing
about universal coverage and getting a handle on controlling costs
if we passed a plan that had insurance reform of the type we have
been talking about, if we set up purchasing cooperatives, if we have
tax deductibility for both individuals and for the self-employed, and
also finally provide a reasonable set of subsidies for poor people to
be able to buy insurance, and finally have a comprehensive stand-
ardized plan as part of that package, how do the members of this
panel feel that would address the key issues of universal coverage
and doing something about the cost of health care?

Dr‘.> Enthoven, since I mentioned your name, do you want to
start?

Dr. ENTHOVEN. Well, I think that would be a very large step for-
ward. By insurance reform I am sure you mean guaranteed issue,
no preexisting conditions.

enator BREAUX. Portability.

Dr. ENTHOVEN. Portability and so forth. And I see the purchasing
cooperative as being the institutional vehicle by which you institu-
tionalize those reforms so that you do have the health insurance

store where you can go in and buy.
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I think that would open up a very large part of the market that
is now in failure, the small employment group market, and the in-
dividual market, it would open that up into a competitive system
in which efficient health plans would make large inroads.

I think a limit on tax deductibility that is equitably applied both
to the auto worker in Detroit and to the dirt farmer in Arkansas,
that is, you get a limited amount tax free, would reform incentives
and greatly improve the equity. ,

I think subsidies for the poor have to be our first priority. We
have to protect the poor in this system. And a comprehensive
standardized plan I think not only works against risk selection, but
it also works against market segmentation and it also provides a
format in which we can have some kind of collective decisionmak-
ing about very costly, complex technologies that have to be decided
on some authoritative basis.

Senator BREAUX. Mr. Graetz?

Mr. GRAETZ. Senator Breaux, I would agree with Dr. Enthoven
that is a major step forward. But as I sit here I am thinking about
the historic opportunity that would be squandered if that is all the
Congress could manage to do. I was thinking about Social Security
and thinking about the discussion that must have happened in the
1930’s as to whether individuals should be required to have Sociil
Security or whether it should be a voluntary system providing op-
portunities for them to go into it.

Frankly, I think we would not have the kind of income security
for the elderly that we have managed to achieve through Social Se-
curity had they taken only a voluntary step. So while I am sympe-
thetic with you and Mr. Cooper and Senator Durenberger and
Alain Enthoven, I do think it is really worth trying to push ahead
to put in place a mandatory individually based system that would
guarantee health security into the 21st Century. -

So while your plan is a very positive step, my answer is tinged
with some regret.

Senator BREAUX. Dr. Butler?
Dr. BUTLER. I would say that you would be moving broadly in the

right direction with some of these items at least. Insurance reform
that limits the underwriting principles and prohibits health status
being considered would certainly be a major reform that would be
very popular in the country.

I think second you would want to facilitate large purchasing
groups. I think you should not overlook that there are large organi-
zations already in existence that would be very sensible vehicles for
people to obtain coverage, such as unions, churches, farm bureaus
and so forth, rather than limiting yourself only to groups of em-
ployers if you want to get to any tax relief.

The third point about tax deductibility being generally available,
I certainly agree with that. You do have a budget problem if you
leave the form of tax relief simply a deduction and also you do not
give much help to those who are low paid.

I think that subsidies are very important for the low paid and
should not be related to their place of work. And as I h.ve said be-
fore, I do not believe that a comprehensive standardized benefits
package is necessary. That would certainly raise costs for every-
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body, including the government, but a minimum package is nec-
essary and could be done, I believe.

Senator BREAUX. Dr. Holahan?

Dr. HoLAHAN. I think that everything you proposed would be a
major step forward. 1 guess the things I would worry about is with
respect to all the insurance reform outside of large alliances how
ifs tt}?at enforced—the community rating, risk adjusting and so

orth.

Second, would subsidies be enough to reduce the large number
of uninsured people in this country? Probably not. There would still
be a lot of people without insurance who would be free riders show-
ing up at hospitals for care when they needed it.

And would costs be controlled in that kind of a system? I do not
know. Managed competition might work, but I do not think we
know whether it will. I am not sure that I like premium caps very
much. I think I might prefer to see something like Michael Graetz’s
approach to have a Medicare type fall back system that the Con-
gress would control the rate of growth of, that people could go into
if the private sector was really not keeping its costs down.

Having said that, I still think what you are talking about is a
major step forward.

Dr. ENTHOVEN. Let me just add that I do think over a period of
several years that it would be appropriate for the Congress to com-
mit to having a mandate. I mean, we gave to cap this off eventually
by saying now everybody has got to be in.

The CHAIRMAN. Thank you, Senator Breaux.

Senator Grassley, you are technically next, but we have already
recognized Senator Daschle.

Senator DASCHLE. No, that is fine.

The CHAIRMAN. You are next, Senator Grassley.

Senator GRASSLEY. Thank you, Senator Daschle.

I think I want to talk about managed care plans and I ask Dr.
Butler, there has been some concern about these under serving or
at least having an incentive to under serve. Karen Davis and Stu-
art Altmann expressed such concerns before this committee. Do you
believe that such plans would have such an incentive?

Dr. BUTLER. I think it depends who they ultimately work for. If
they work for health alliances under the Clinton plan, where there
are strong pressures on them to—in fact, legal requirements to
keep their premiums below a certain level and to cut their budg-
et—they have an enormous incentive to find ways of reducing the
level of care.

On the other hand, if they work directly for individuals then you
have the ultimate sanction that the buyer does not have to con-
tinue buying your product and there would be far less incentive for
cutting corners or reducing quality in that case. So I think the ulti-
mate question is: Who does the managed care plan work for?

Senator GRASSLEY. Well, advocates of managed competition
argue that the competition would work to offset these tendencies.
They argue that, for instance, risk adjustment and quality meas-
urement will work well and they would offset those tendencies.

What would be your views on those and other ways of offsetting

the tendencies to under serve?
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Dr. BUTLER. Well, I suppose you can to some extent do such off-
setting. For example, if you do have a plan that has a dispropor-
tionate number of sicker people within it, then a risk adjuster
could help offset that and, therefore, reduce that concern if it is
really a problem.

But still, to get back to my first point, I think uitimately it does
depend on who these plans actually work for. That is true whether
it be competition in health care or buying a car or any major prod-
uct.
Senator GRASSLEY. If individual consumers are paying directly
for their health care services, could not consumers enroll in man-
aged care plans if they wished or could not consumer groups, for
instance, organize their own managed care plans or coulgr they hire
third party administrators who would have to work for the
consumer and have the consumer first in line?

Dr. BUTLER. Yes, they certainly could.

Senator GRASSLEY. All of those?

Dr. BUTLER. I think that would probably tend to happen. If you
look at the Federal employee system, for example, where individual
staff members and members of Congress can pick different plans,
there is a higher proportion of enrollees in managed care in that
system than is true in the country generally. Many of those plans
are offered through employee organizations, whether it be Capitol
Hill Staff or the Mailhandlers Union or whatever.

So I think individuals picking plans does not mean them always
picking fee-for-service by any means. But the ultimate point is that
they will pick the plan that they feel serves them best in terms of
value for money. IF it happens to be managed care, that is fine. If
they think they are not getting a good deal in terms of quality of
service, they will go somewhere else.

Senator GRASSLEY. Would not making it possible for consumers
to pay directly for health insurance or health care give consumers,
and sort of consumer grouping you might have, more power in the
system relative to managed care companies and insurers?

Dr. BUTLER. Yes, I do not think there is any question about that.
And if the group that you are talking about is a group formed by
the buyers themselves—and this is why I raised such examples as
union plans—so it reflects the members themselves rather than
some artificial creation, such as a HIPPC then that organization is
going to be much more responsive to the individual members and
is going to be more effective accordingly.

So with these intermediate groups, again it depends who they ul-
timately represent. If they come from the buyers themselves they
will certainly work on their behalf. If they are some artificial cre-
ation, there is no guarantee that they will work on behalf of the
individual enrollees.

Senator GRASSLEY. Then let us extend this point directly to the
Nickles plan in this connection. Is there any reason that managed
care plans could not flourish in the marketplace were the Nickles
plan enacted? And also, would not such plans give more power to
consumers relative to managed care companies and insurers?

Dr. BUTLER. I think they certainly would flourish. Again, just
look at the Federal employee system. There you have a case where
people can pick the combination of quality, and price, and form of
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service that is right for them. There is a much higher incidence of
buying managed care.

I think that would tend to happen. That is not necessarily to say
that in 20 years time you may not get a totally different structure
of delivery. But if it did change over time, it would be a result of
individuals deciding on a different form of delivery of health care.
I think that is the crucial point.

So I think managed care can and would flourish under an indi-
vidual-based system and it would do so because people chose that
form of delivery.

Senator GRASSLEY. I have a question about an estimate you
made for the Nickles bill. You estimated that it would lead to a
small cumulative surplus in the Federal budget over the next 5
years,

Then there was a Lewin study that states that the Nickles plan
would yield a $9 billion greater deficit than the Clinton plan in
}1980:? Have you tried to reconcile these what are seemingly con-

icts?

Dr. BUTLER. Both of those, for Nickles and for Clinton, are snap-
shot figures for 1 year. In the case of the Clinton plan, Lewin-VHI
estimates, I believe, that there would be a net budget surplus over
the 5 years. And if you look at the CBO estimates of the likely
growth in cost of a tax credit, based on how much is spent and on
the exclusion, and other features of the Nickles bill, it is on that
basis over the five-year period that we estimate it would come out
over the small surplus.

Senator GRASSLEY. Mr. Chairman, I am done. But I think Dr.
Enthoven had something he wanted to say about a previous ques-
tion.

The CHAIRMAN. Sure. Of course.

Dr. ENTHOVEN. I would just like to offer a comment about the

use of the Federal Employees Health Benefits Program as a model.
And again, I have to plead guilty to learning.

Back in the 1970’s when I first wrote Consumer Choice Health

Plan, which I proposed for the Carter Administration anc¢ pub-
lished in the New England Journal of Medicine, I did use the Fed-
eral Employees Health Benefit Program as a good example of a
multiple choice competitive system at a time when people were say-
ing competition and multiple choice is just not possible in health
care.
But then over the years as I studied it more closely, what I found
is that for example they have nonstandard benefits. Every plan
conjures up its own benefit package. That leads to serious problems
of risk selection, indeed spirals of adverse selection as, for example,
the Aetna had to withdraw because they got a lot of bad risks and
the Blue Cross and Blue Shield plan drew a lot of adverse selec-
tion. So you have a competition based on risk selection. .

The CHAIRMAN. That occurring because you do not have a stand-
ard benefits package.

Dr. BUTLER. And you have community rating.

Dr. ENTHOVEN. Also, you get market segmentation which miti-
gates against competition. That is, Plan A offers wonderful vision
care and no podiatry. Plan B offers wonderful podiatry and no vi-
sion care. OK? All the people with bad feet and good eyes, they
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want to join Plan B. But all the people with good feet and bad eyes
they join Plan A.

What I am proposing and urging here is we create a market in
which if Plan A raises its ?rice by $10 a month relative to Plan B,
that lots of people desert Plan A and rush to Plan B to punish Plan
A for raising its price. And the trouble is, to the extent that you
have the market segmented like that, then people do not move.

In the Federal employees plan we have this book that comes out
that tries to explain all that to f)eople. I used to be a Federal em-
ployee myself. I saw what my fellow employees did and that every-
one looks and says, let us see, do I have bad eyes, do I have good
feet, do I have this, that and the other thing, and which little niche
plan do I fit into best.

And that is anti-competitive. We need to do a much better job of
making market forces maximally effective if we want to make this
thing work well.

Senator CHAFEE. Is that not adverse selection what you de-
scribed?

Dr. ENTHOVEN. Yes.

Senator CHAFEE. You had another term for it, some structure.

The CHAIRMAN. Segmentation.

Dr. ENTHOVEN. Segmentation, yes. ,

Senator CHAFEE. Why does that word work its way in here? Why
do we not stick with adverse selection?

Dr. ENTHOVEN. Because there are two problems, Senator. One
problem is adverse selection, the good risks and the bad risks. The
other problem is what is called segmenting the market. It is some-
thing that we teach in business school. That is, if you do not want
to compete you find a little niche where nobody else is and you get
in there and you make your product and you jack up your price.

And if we as public policy people are trying to make the market
competitive, then we want to combat what I call market segmenta-
tion. So my example was, Plan A has wonderful vision care and no
podiatry; Plan B has wonderful podiatry and no vision care. And
that is anti-competitive because those people who have bad eyes
and good feet, they do not say am I going to join Plan A or Plan
B based on the price and I am going to switch to Plan B and so
forth. They just say,this is the plan that covers my problems of bad
feet and good eyes or vice versa.

So as I say, what we did in CalPERS, for example, and what we
did at Stanford, and at CalPERS it was a brilliant success, we
made a decision to say, all of our HMOs are going to offer the same
standard package. That makes it easier to choose. That counteracts
the idea of segmenting the market.

So the reason competition heated up a whole lot when we did
that is people could more easily compare value for money and we
are.much more willing to switch from Plan A to Plan B if Plan A
raised its price relative to Plan B.

There is also one other problem, which is what I refer to as fear
of air pockets, which is certainly there in the Federal employees’
plan. That is, I am considering switching from Plan A to Plan B
to save $20 a month in premium. But what I am afraid of is,
maybe in the fine print Plan B has some hidden exclusions that I
will discover sometime in the middle of the night, much to my det-
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riment, such as organ transplants, not covering harvesting and
transporting the organ.

So I am suspicious of that and so I am reluctant to change to
Plan B that costs less. What I am trying to do and am recommend-
ing to the world is, we try to create a market in which people are
very willing to switch from Plan A to Plan B to save $20 a month
in order to make it terribly hard on Plan A if its price is too high.

Dr. BUTLER. Senator, what Dr. Enthoven is saying is that the
groblem with the Federal employee system is that people actually

uy the benefits that they want rather than what the insurance
company wants to sell them. That is not a particularly terrible
problem in my view.
; The CHAIRMAN. All right. We will have another round of ques-
ioning.

Senator Daschle has been very patient.

Senator DASCHLE. Thank you, Mr. Chairman.

I would only remind my colleagues that we legislated standard-
ization a couple of years ago with Medicare supplemental benefits.
We standardized the benefits and it has worked very well. We have
had a lot less confusion, a lot less overselling, a lot more competi-
tion among the plans.

So I think Dr. Enthoven’s explanation is a good one. I must say
I respect a lot of what the Jackson Hole Group has done. You just
said something, however, to Senator Baucus that I really think we
oulght to revisit for just a minute.

am not a single payer advocate either, but I think often times
what happens around here is that the more we repeat something
the more it becomes conventional wisdom. And rigﬁt now conven-
tional wisdom seems to be that the government cannot do anything
as efficiently as the private sector.

As we analyze health care systems in other countries, the myth
is that they do not operate as efficiently as we do. But I hope, Mr.
Chairman and members of the committee, we can break through
this myth and look in a very analytical way at how other countries
run their health systems, rgow we do it, who does it better, who
does not do it as well.

I think if we emphasize facts rather than assertions in our analy-
ses, then we can ultimately make better decisions. I wish, Alain,
that your experiences would have shown you the Federal Reserve
Board or the Air Traffic Control System, because I think those sys-
tems within our government have worked very well.

The Federal Reserve Board does not jack interest rates around
at the whim of the economy or of business. The board is an inde-
pendent entity, making some very tough judgments based upon
what it sees happening to the economy. The air traffic control sys-
tem does not allow American Airlines an unlimited number of slots
in Chicago. The traffic control system has to be able to say no.

My point is that, for health care reform, we can devise a good
interface between government and the private sector, as we have
done with our monetary and our air traffic control systems. My
question, however, goes really to a different point, and I would like
you to address it if you could.

We have talked about a lot of different mechanisms for financing.
But if you stand back and look at all of our options, you really only
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have three ways with which to finance our health care system—
premiums, taxes and out-of-pocket expenses. I do not know of any
other financing sources. ,

I think the fundamental question that we on the committee have
is: How do you determine how large a role each of those sources
should have to get the most efficient system? I would like you to
respond to that question if you could.

Dr. ENTHOVEN. Should I start?

Senator DASCHLE. Sure.
Dr. ENTHOVEN. Well, I think that for people who are economi-

cally self-sufficient it is a good idea that mostly it is done by pre-
miums. So that my health plan knows they are getting money from
me because I am a satisfied customer and if they do not keep me
satisfied next year, I will switch to somebody else.

I think we need to use taxes in the case of people whose incomes
are too low for us to reasonably expect them to pay their pre-
miums. With respect to out-of-pocket expenses, there are two kinds
of out-of-pocket expenses. One is, my premium contribution and I
believe that is very important. Like what we did at Stanford Uni-
versity is, Stanford said it will contribute 90 percent of the price
of the low-priced plan and then the consumer pays the rest.

So if you pick a more expensive health plan you pay the dif-
ference and that gives your health plan an incentive to hold the
price down.

The other kind of out-of-pocket expenses at the point of service,
I think a limited amount of copayments. We use at Stanford $10
when you go to the doctor. That is fine to remind peopie that this
costs money and to not waste it.

However, it is important to recognize the great majority of the
costs, like 75 percent of the costs in health care go with the 10 per-
cent of the people who have the highest costs. They have passed
any kind of out-of-pocket spending limits.

If we are going to give them reasonable financial protection like
saying you are not going to have to spend more than $2,000 a year
out-of-pocket, then most of the money is beyond that. So out-of-
;f::ocket payments at the point of service I do not think are very ef-
ective. ’

Senator DASCHLE. Dr. Butler?
Dr. BUTLER. Senator, you mentioned the Air Traffic Control Sys-

tem, which has a government budget and is grossly
undercapitalized with technology that is years out of date. I think
a lot of us have the same worry that that is what would happen
in the health area.

Senator DASCHLE. There are 4 million people use that system ev-
eryday.

Dr. BUTLER. Oh, yes. I do not disagree with that. But I am just
pointing out that is one of our concerns about government control
in health in fact is highlighted by that very system.

As far as what are the elements in securing coverage, I think one
of the most important things that has got to exist in terms of the
balance between premiums and out-of-pocket expenses is that the
tax system shoulcf be neutral with respect to the decision made by

an individual person.
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Today we have over-insurance in a great many situations, be-
cause if you buy insurance, or at least if your employer buys insur-
ance, it is tax-free without limit. If you decide to buy that $5 pre-
scription yourself, rather than file an insurance claim, it is in after-
tax dollars. So there is a powerful incentive with the tax system
to get people to over-insure for minor things that they would not
rationally do otherwise.

So I think the tax system should be neutral in that respect, and
that would deal with a lot of the issue about which is the better
and most efficient. The tax system and other forms of subsidies
should be used, as others have said, to make sure that lower paid
people and people with severe medical problems should at least be
able to obtain what we would consider broadly an adequate level
of care. And the tax system has a very important role—it is prob-
ably the only system that we have as a form of government subsidy
to secure that objective.

Senator DASCHLE. Thank you.

Mr. GRAETZ. Senator Daschle, the biggest surprise to me in this
health care reform debate has been the desire to continue to rely
on out-of-pocket payments. I really do not get it. If you have ever
dealt with insurance companies and balanced billing and so forth,
I think what you are spending in administrative costs compared to
what you are getting in terms of people being attentive to their
purchasing of medical services at the point. of service is ridiculous.

One of the things we could learn from abroad is that one of the
ways to get rid of administrative paperwork burdens that do no
good is to get rid of a lot of this out-of-pocket stuff. So I would rely
on that virtually not at all.

With respect to the choice between premiums and taxes, it is a
choice between premiums, taxes and subsidies. It is clear that you
can mess up any combination of those. That is, you can get bad
taxes, bad subsidies and so forth.

The point that Alain Enthoven makes, I think, is essentially
right, which is that in order to analyze this you should look at indi-
viduals and look at individuals based on their income. Premiums
are very high as a percentage of income for low income people.

So some portion of their costs needs to be subsidized and fi-
nanced through the general government, which requires some
taxes. I do not think it is terribly helpful to try and call mandatory
premiums or mandatory payments something that they are not. We
ought to keep in mind the question of fairness and look at the net
payment by individuals based on their individual circumstances,
based on their income and how much they can afford to pay.

I think that a system which combines taxes and premiums and
subsidies can be organized well to serve that purpose if it is done
for individuals.

The only other thing I would add is that I think you have to be
very careful not to create major disruptions in the marketplace
that are unrelated to what you want to accomplish. The problem
with the employer mandate is that it reintroduces all of the kinds
of disincentives and strangeness in terms of allocation and hiring

of workers.
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Much of the effort of this committee in tax reform in 1986 was
designed to get the government out of these decisions. I think that
we ought to remember that as well.

Senator DASCHLE. I am out of time but, Dr. Holahan, I would ap-
preciate your comments.

Dr. HOLAHAN. I think you would begin with premiums and then
the issue is the share between employers and individuals. You have
to subsidize individuals and then that is where the taxes come in.

I think that is a real serious issue here under an individual man-
date or even a combined mandate. The amount of money that peo-
ple would be paying at 250 percent of poverty can be fairly high
relative to income. :

If you were to seriously address these burdens, it is going to
mean more in taxes. So that trade off between how much you want
to subsidize people and how slowly you want to phase out those
subsidies as income goes up has direct implications for how much
new tax dollars have to go into the system.

Senator DASCHLE. Thank you very much.

The CHAIRMAN. Thank you, Senator Daschle.

Senator Conrad?

Senator CONRAD. Thank you, Mr. Chairman.

I would like to hear from all of the panel participants an answer
to really two questions. One, if you were to summarize what are
the most important message you would want to leave this panel
with today, number one. Number two, what have you heard today
that you would want to warn us against?

If we could just go down the panel. What is really the heart of
the message you would want to leave us with today? And number
two, what have you heard from another panel member, perhaps a
member of the Finance Committee, that you would want to warn
us against? Dr. Butler? ,

Dr. BUTLER. If I can take the first crack, I think what I would
like to leave you with is the notion that an employer mandate is
not a free lunch for the employee, that is in fact a disguised cost
for the employee and that you must take that into account when
you look at what the impact of any plan is going to be.

As I have tried to point out, a tax credit approach on individuals
ends up with a better result.

The second point you asked, in terms of what we are most con-
cerned about, I think it is maybe two things. One is the mistaken
notion of a standardized benefits package being the only way to
somehow secure adequate services for people. I think that is pro-
foundly wrong and has many, many proglems, including costs asso-
ciated with it.

Senator CONRAD. All right. Dr. Enthoven?

Dr. ENTHOVEN. Well, I would say the most important message is,
we must get the incentives right. We have to create a system in
which everyone has incentives for economical behavior. And the
biggest and most important place to start with that is on a limit
on tax-free employer contributions so that the person who chooses
tlﬁe more expensive plan pays 100 cents on the dollar for that
choice.

The CHAIRMAN. If I could interrupt, your testimony says, “the un-
capped tax break is a bleeding artery in the Federal budget.”
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Dr. ENTHOVEN. That is riﬁht, Senator. It is projected for 1995 at
$90 billion a year. I mean, this, if I can paraphrase Senator Everett
McKinley Dirksen, $90 billion and $90 billion there and after a
while it begins to add up to real money.

With respect to what I have heard today, I would warn against
the idea that market reform is easier than it is. I think that a re-
formed market has to be structured with care. I think there are
problems like risk selection that slosh through this whole thing.

You know, a free market in health insurance would produce in-
tolerable results because insurers would be very clever about cover-
ing the people who do not need medical care and avoiding the peo-
gle who do. They would confuse the customers and do all kinds of

ad things that we have been seeing for a long time.

So market reform requires a lot of care and I think it includes,
you know, a sponsor, a single point of entry as in a purchasing co-
operative, standardized benefits and so forth.

The other thing that I heard today which reflects my own grow-
ing development and point of view is the employer mandate does
have a lot of problems.

Senator CONRAD. All right. Mr. Graetz?

Mr. GRAETZ. Well, Senator Conrad, I agree with my colleagues
that the one thing I think should be avoided is the employer man-
date. There are lots of difficulties with the employer mandate that
have not been discussed. I.et me just name two.

One is that the Clinton proposal has in it a nondiscrimination re-
quirement that bars employers from discriminating based on family
status. It turns out to be essential if you have an employer man-
date to have that kind of nondiscrimination rule in it.

Second, it fails to distinguish independent contractors from em-
ployees. That is a problem that this committee and the other tax
committee in the House and the IRS have struggled with for 25
years and not solved. And we are not going to solve it in this
health care debate.

So while individual mandates have problems, so do employer
mandates. If I were to say what I would warn the committee
against, it is in some ways a reflection of what I have heard her
today and what I learned when I was here for two-and-a-half years
just recently: that the fear of taking some short-term pain has the
potential to bar a lot of long-term gain. I really would urge this
committee and the Congress to a take a little longer term view
about this problem and ask where is it that you really want to be
after we go through this exercise.

Because I dare say as painful as this exercise is going to be for
this committee and for other committees on both sides of the Cap-
itol, this is going to be the last time in a long time that you are
going to have an opportunity to do a major health reform. I would
urge you to take a long-term view.

Dr. HOLAHAN. I would say, number one, that I think the idea of
a mandate of some sort is essential. I think both individual and
employer mandates have problems, not just employer mandates. As
you think seriously about the possibility of an individual mandate
which I would not argue with anybody does have an awful lot of
attractive features, these problems will be more evident. For exam-
ple, the costs of funding a set of subsidies to make sure that peo-
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ple’s out-of-pocket expenses are kept at a reascnable level relative
to income, can be very expensive, particularly if a lot of employers
drop coverage.

I think you need to look at the simulation analyses that a lot of
people are capable of doing under both the assumptions that em-
ployers drop and that they do not and see what you think about
those estimates.

The CHAIRMAN. Thank you, Senator Conrad.

I would just make the note, because Dr. Enthoven did not read

it in his oral testimony, the written testimony says, “As the con-
gressional Budget Office all but said the Clinton employer mandate
is a tax.”

One of the questions this committee has to ask is, do we tax di-
rectly or do we do the same thing without quite owning up to it.

Dr. ENTHOVEN. May I just offer a brief comment on that? That
is, one of my sons is working in a small start-up company in the
Silicon Valley and his pay is now in the low $30’s. He is a few
years out of college. Once we were talking it over with him and
also talking it over with a secretary whose pay is in the low $30’s
we discovered that they are effectively now in the 50 percent mar-
ginal tax bracket when you combine income taxes, payroll taxes,
State income taxes and so forth.

What I am concerned about, my enthusiasm for payroll taxes as
in the Clinton plan is attenuated by the fear that this 7.9 percent
is going to grow up into something like 12 percent and that these
people are going to find themselves in a Scandinavian-type of mar-
ginal tax bracket. I see that as a real problem.

The CHAIRMAN. Well, no one knows more about that subject on
;;hig committee than the Senator from New Jersey. Senator Brad-
ey’
Senator BRADLEY. I have never been to Scandinavia. [Laughter.]

Dr. ENTHOVEN. But you have been in New Jersey.

Senator BRADLEY. Right.

Let me ask you, Dr. Enthoven, I would like to ask each of the
panel members, give me the two biggest disadvantages of employer
mandates and the two biggest disadvantages of individual man-
dates from your perspective.

Dr. ENTHOVEN. Well, the biggest disadvantage of the employer
mandate is that it is based on the myth of employer paid health
insurance, which is really a myth. That is, the costs do fall back
on the employee. Therefore, costs are shifted to employees which is
OK if they are not poor. It is also a big increase in the minimum
wage and it is costly to enforce. And experience in Hawaii shows
it does not get the job done necessarily.

Big disadvantages of individual mandate. I am not impressed by
any major disadvantages at this point, except for the problem that
I do believe somehow it is important to keep employers in the game
as an alternative to government to provide the group basis for
health insurance. '

That is, I do not think it would be a good thing to have a Clinton
type alliance in which all health care is purchased through a gov-
ernment agency, both because of the temptations to make that the
super regulator would be irresistible as the first draft of the Clin-
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ton plan did, and second, I think it is a big step toward a single
payer.

So I do s'trongly believe in pluralism on the demand side and
combined with the need to have a group basis for health insurance.

Senator BRADLEY. Dr. Butler?

Dr. BUTLER. Well, I would agree with Dr. Enthoven. Certainly
the myth of the employer mandate as a freebie for employees, is
one of its biggest concerns, both in terms of hidden costs and also
the tendency of employees to demand excess insurance as we know
well today. -

The second problem I think is the issue of job losses and job
churning, the enormous incentives on employers to fire certain peo-
ple who would pose large costs, or moving them from full-time to
part-time. All these things are inevitable problems.

I also agree with Professor Enthoven that I cannot think of too
many serious problems with the individual mandate as an alter-
native to that. It is very explicit. It is very clear. I think there are
ways of working through employers to at least assure compliance
as well as through the Tax Code. And I do not think compliance
is any bigger problem, quite frankly, under an individual mandate
than under an employer mandate.

Senator BRADLEY. Under individual mandate the initiative lies
where? Who takes the initiative for the individual to get covered?

Mr. GRAETZ. I would think, Senator Bradley that you would cou-
ple an individual mandate with a payroll deduction requirement, a
withholding requirement, so that for the people who are working
it would appear very much the same way to them as a employer
mandate, except that you could target your subsidies and govern-
ment money a lot better and eliminate the disincentives in the
work place.

But it would look pretty much the same to workers through em-
ployment because it would be a deduction from wages. And for the
nonworking people you are going to have to enforce an individual
mandate anyway.

I do want to repeat something I have said before while you were
away. That is that this is not a choice between an individual man-
date and an employer mandate. It is a choice between an individ-
ual mandate and both an employer mandate and an individual
mandate. The employer mandate does not eliminate the need to
track individuals who have part-time work, who are unemployed,
who are children, who are in and out of the work force. All of the
people for whom there are serious administrative problems of en-
forcement of any law are going to be difficult here—those solutions
do not appear by having an employer mandate.

To the extent that you want to achieve the administrative advan-
tages of an employer mandate, you can get those through payroll
deductions and withholding. So I think that that is basically it.

With response to your question, I think the worst problem with
an employer mandate and subsidies that are employer based—and
it is the combination of mandates and subsidies because you will
inevitably subsidize businesses that you are concerned about dur-
ing the short term with an employer mandate—is that they create
very crazy incentives in the labor market which one could list.

There must be 20 of them I could list for you.
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Senator BRADLEY. Okay. Quickly with Dr. Butler. You have this
innovative idea about eliminating the tax subsidy and turning it
into a refundable tax credit. Would you take the entire $40 plus
billion and shift it into a refundable tax credit?

The CHAIRMAN. $90 billion.
Dr. BUTLER. I would and the Nickles legislation specifically does

that. It just gives tax relief to the individual in a different form,
a refundable tax credit rather than——

Senator BRADLEY. It would take the same amount of money?

Dr. BUTLER. Absolutely.

Senator BRADLEY. Would this result in essentially a tax increase
for well to do, upper income individuals?

Dr. BUTLER. It would be a slight increase at the very upper in-
come levels, although the way the Nickles bill is structured there
is an added degree of subsidy to fund the tax credit that comes
from modest reductions in Medicare and Medicaid so that, in fact,
ther? would not be any increase except for very, very highly paid
people..

But the middle class would come out ahead in terms of tax relief
under the way the Nickles bill is structured.

Senator BRADLEY. Wait a minute. There would be no decrease in
what for the vast majority of people? Would you have a refundable
tax credit going from 25 to 75 percent, 75 percent at the low end,
right, or depending on who uses the health care system?

Dr. BUTLER. That is correct. Most people would be on 25.

Senator BRADLEY. Most people would be on 25?

Dr. BUTLER. Most people.
Senator BRADLEY. So what you are saying is everybody who is

out there now getting essentially a $5,000 or $6,000 value non-
taxable every year would not end up paying more taxes?

Dr. BUTLER. When Lewin-VHI analyzed the Nickles bill, they es-
timated this and it is in the complete study that was mailed over
to you. Essentially the crossover point at which people would end
up losing more from the abandonment of the exclusion than they
gained from the credit is at around $75,000 on average.

Below that they would be ahead by varying degrees. The lower
their income the more they would be ahead compared with the cur-
rent system.

Senator BRADLEY. Mr. Chairman, may I ask another one?

The CHAIRMAN. Please.

Senator BRADLEY. Let me ask Mr. Graetz—and if other members
of the panel want to comment on this, I would appreciate it—you
really came at the employer based subsidies and you raised the
question of the caps of a percent of payroll and so forth and other
unintended results.

My question to the panel is, if you have one cap for a larger com-
pany and a different cap for a smaller company, is there any incen-
tive for big companies to become small companies and/or part-time.
And if big companies become small companies or small companies
lay people off who become part-time, what happens to the pension
benefits that they have accrued when they were with the bigger

company?
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Might we be having an unintended consequence here of assuring
everybody has health care, but at the same time jeopardizing some
of their pension benefits? Now what is your comment?

Mr. GRAETZ. Senator Bradley, there clearly are incentives to re-
organize businesses and to reorganize your labor force with an em-
ployer mandate. A business may want to put all of its high paid
people in one organization so that they are subject to the premium
amount as a cap rather than the percentage of payroll amount and
then put low-income people in a plan where they are subject to the
payroll amount as a cap.

The CHAIRMAN. We will catch you with that.

Mr. GRAETZ. With all due respect, Senator, having worked with
the tax system for 25 years now——

The CHAIRMAN, We will not?

Mr. GRAETZ.—I fear that you will not catch as many people as
you would like to catch. So there clearly are incentives for reor-
ganizing businesses, for segmenting labor forces, and for hiring
people who are in different circumstances and for using—and I
think this is an important point related to your pension point—for
using temporary and seasonal help and overtime so that you do not
even allow people to enter into the labor force who might get pen-
sion benefits. You are coupling your health incentives with your
pension costs there. So I think there is a risk.

And to the extent that whether the people are in and out of the
work force—women, low-income workers and so forth—those pen-
sion benefits are far less secure already than people believe them
to be. You may be adding an additional element of insecurity. I
think it is an important concern, and, frankly, not one that I have
heard before.

Dr. ENTHOVEN. A couple of comments. For example, in the Clin-
ton plan where they propose to limit employer contributions to 7.9
percent of payroll. I think the first thing that does is that it kills
the incentive for employers to innovate the control cost. In fact——

The CHAIRMAN. Once past 7.9.

Dr. ENTHOVEN. Forget it.

The CHAIRMAN. And, of course, there are 6 different rates, 5 of
which are less than 7.9.

Dr. ENTHOVEN. And if you look back at what has happened in
the last 15 years, there has been tremendous innovation in the pri-
vate sector with the growth of HMOs and multiple kinds of HMO’s
and the growth of preferred provider insurance and employers have
been very active and creative in promoting innovation.

Meanwhile, good old Medicare rocks along with its same obsolete
fee-for-service, solo practice, remote third party payment model fro-
zen in time in the 1960’s. So I think that that cap it wipes off the
battle field the institution in America that is most interested in
controlling costs, the employer. That is problem one.

Problem two is in that 7.9 percent cap I see a huge risk to the
Federal budget that the revenues are tied to wages. Now if health
care costs continue to rise faster than wages as they have been
doing in this country for at least 50 years we know about, as well

as in Canada, et cetera.
The CHAIRMAN. Fifty, 5-0?
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Dr. ENTHOVEN. Yes. I am picking a number out of the air. Then
the problem is, the Federal budget is at risk. Now I did a simplistic
calculation some time age based on the numbers out of the Clinton
plan and said if you project Federal costs forward under the Clin-
ton unrealistic goals of 1.5 percent real increase per capita in 1996,
one in 1997, one-half in 1998 and zero real per capita in 1999, pro-
jected forward that way, then instead make an alternative projec-
tion which is like Canada.

In Canada from 1985 to 1990 real per capita spending grew 3.5
percent a year.

Senator BRADLEY. Right.
Dr. ENTHOVEN. If we had a Canadian style health care cost

growth it would be something like $160 billion a year more in the
Federal deficit. So I think that is another major unintended con-
_sequence, because I, frankly, really have my doubts that with these
Clinton price controls on premiums that when we start seeing peo-
ple queuing up denied service, doctors laid off, hospitals closed and
so forth, I just have my doubts that the legislature will be able to
hold the course on that.

Senator BRADLEY. And on the pension point?

Dr. ENTHOVEN. That sounds like a reasonable point. I just had
not thought about it.

By the way, we certainly ought to have individual portability for
pensions, you know, just like professors have through TIAA, CREF
and so forth. There ought to be a system for everybody where your
pensions are portable and stay with you.

Senator BRADLEY. The only difference there, not to belabor the
point, is that the auto worker does not have tenure.

Dr. ENTHOVEN. All the more reason that his pension ought to be
portable.,

Senator BRADLEY. Right. Dr. Butler?

Dr. BUTLER. I do not really have anything to add to the others.

I think you are correct that any mandate system with even a sub-
sidy would jeopardize pension programs and other benefits by caus-
ing churning of the labor force, by a disinclination to hire people
on a longer term basis and so forth.

Exactly what the figures would be, I could not comment. But

there is no question that you would see a drift toward short-term
people, seasonal people, part-time workers, and all these people
would be less likely to be included under pension benefits. And if
there is any churning of labor, releasing full-time people for part-
!:in:ie people then, indeed, their pension benefits would be jeopard-
ized.
Dr. HOLAHAN. I would just add that I think at least some of the
problems you have mentioned are inherent in the structure of sub-
sidies that are in the Clinton plan that are not necessary. If you
have a smaller employer contribution, I think you get away from
a lot of that, including the problem of the 7.9 percent cap that
Alain has talked about. You just really do not need that with a
smaller employer contribution. :

Senator BRADLEY. Thank you, Mr. Chairman.

The CHAIRMAN. Thank you, Senator Bradley.

If I could just say that, if there is one thing I have learned in
these hearings, it is that whatever else we do, now that employers
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are interested in the costs of health care, keep them interested. Be-
cause with all that managerial skill, they do read small print in a
way that the individual will not. And you do not ever want to say
that you were interested from 1985 to 1995, but you do not have
to be interested any longer. That would be the worst idea.

Can I ask Dr. Butler something which is probably being too easy
on him, but we are going to have this job summit in Detroit next
week, is it possible that some of the slow growth in employment
in Europe is associated with the health care provisions? They are
not identical, of course—Germany as against France as against
Britain.

Dr. BUTLER. You described it as an easy question. Indeed it is,
because I think there is no doubt about tgat. I lived for 30 years
in Britain. I am very familiar with the costs associated with a sys-
tem there.

If you look at the cost of hiring in most of the European coun-
tries, it is significantly higher than in this country. Having a man-
date on employers such as the Clinton plan would do would mean
an increase in the cost of hiring full-time people. I think that with-
out any question this would reduce the rate of growth of employ-
ment among the full-time people. There is no question about it.

The CHAIRMAN. Well, I did not want to have the Heritage Foun-
dation come and feel we were not going to be receptive, at least in
some respects.

Dr. BUTLER. It is very kind of you to say that, Mr. Chairman.

The CHAIRMAN. And now Senator Roth, to wrap up for the morn-
ing. We are getting into the afternoon.

enator ROTH. Thank you, Mr. Chairman.

I would like to ask some questions in respect to the Federal Em-
f)loyee Health Benefits Program. I know you are all familiar and

realize that some comments have already been made. But this is
a program that has worked, it seems to me, very well. Something
like 9 million Federal employees, retirees and their dependents are
enrolled over 300 participating plans.

So I would like to ask each of the panel these questions, Mr.
Chairman. First, would you continue the Federal Employee Health
Benefits Program? Under the Clinton plan it, of course, would not
be continued.

Second, what I would like to consider is opening that plan par-
ticularly to small business and self employed. I would like to get
the comments of you gentlemen as to the feasibility of that ap-
proach. Now I understand there is some difference of opinion as to
whether there should be one standard package and why can we not
continue with the present proposal that has, as I say, roughly 300
participating plans.

And finally, I would be interested in knowing how many millions
do you think could or what numbers could be covered by opening
this plan? How much accessibility is there here?

Dr. ENTHOVEN. Well, would I continue the Federal Employee
Health Benefits Program, I think it would be a good idea to con-
tinue it. But I do think that the management, the structure has
significant defects that ought to be corrected. The first one being

we ought to standardize——
~The CHAIRMAN. That is segmented.
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Dr. ENTHOVEN. Yes, right. That we need to standardize the bene-
fit package, something that is very hard to do politically once the
government is controlling it. But we have done that in CalPERS
and it has worked very well.

The fact that the employee is cost conscious in his choice is a
very good thing about the Federal Employces Health Benefit Plan,
but the formula attenuates that to some extent because it only
pays 75 percent of your premium for a low-priced plan.

So it ought to be changed so that there is full employee cost con-
sciousness in the choice of plan, that you always save a dollar if
you pick a plan that costs a dollar less. I know these sound rather
technical but they are really important to get this right, to get the
incentives right. So the Federal employee plan does need a tune up.

With respect to opening the plan to small business, right away
you are going to hear howls from employee unions I am sure be-
cause they are going to be afraid of things like are they going to
get adverse selection, are the bad risks going to be dumped on
them, are people free to join or not join and so forth.

So I think that is not good enough by itself. I think we have to
have large scaled pooled purchasing arrangements which I hope
would be pluralistic, but which requite people to join one or an-
other pooled purchasing arrangement so that we do not have risk
selection sloshing around and messing this thing up.

With respect to the idea of opening this to the Federal-—you
know, like, let us call everybody in America a Federal employee for
health insurance purchases, frankly, I am much more of a believer
in Jeffersonian democracy, in a decentralized world.

I fear that this would become the super Clinton alliance, the Fed-
eral Government doing the whole thing. And as much as I admire

eople who are in the Federal Government, and many of the
Eappiest years of my life were as a civil servant, nevertheless I
think it is very bad to concentrate so much power Jit in one institu-
tion.

I think we ought to have purchasing cooperatives by and for
small employers out in local areas. We ought to have public em-
ployees in one purchasing pool, Medicare in a different one and so
forth, and not put everybody into one massive entity because I
think that is an invitation for somebody to make it into a single
payer.

Senator ROTH. Dr. Butler?

Dr. BUTLER. Senator Roth, as you know, the public unions in the
Federal system are determined one way or the other to keep the
current system that they have under the Clinton plan. I think that
is very instructive in terms of showing there is good value for
money in that system.

In fact, to add to your points, you do have a choice of plan and
type of coverage under the Federal employee system. There are
very few mandates on what particular benefits have to be in par-
ticular plans. I think that is instructive in showing how an individ-
ual system would work. Many of the issues and concerns of adverse
selection that Professor Enthoven raised could be dealt with quite
easily under the Federal employee system by moving toward lim-
ited underwriting rather than community rating in the way the

premiums are set.
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As far as your specific questions, under the Nickles bill the Fed-
eral employee system would in effect be continued. The method of
subsidy to individual Federal employees would change to a credit
rather than the current explicit subsidy and exclusion.

But essentially it would be opened up to everyone. And Federal
employees, incidentally, would even have a wider choice if they
wished to exercise it under that new system.

Second, as far as opening it to small business and the self-em-
loyed I think that is a very useful step. Of course, under the Nick-
es bill it would be extended even wider in practice. That is what

I would prefer, so that your place of employment would not be a
limit on your choice.

As to how many people would be included if you did extend it in
this way, if you extend it to everybody and require people to join,
then everybody would be included. If it is opened to small busi-
nesses and the self-employed, I really could not make an estimate
off the cuff of how many. It would be a pretty large proportion of
the uninsured.

In talking to a number of the companies that provide policies
through the Federal employee system I have posed the question, “If
all the uninsured were to be included, what impact would it have
to you?” They generally say that they feel the premium rates, if
anything, would decline, chiefly because although the uninsured
are sicker than the equivalent people who are insured, they do tend
to be disproportionately younger people. .

So it is not clear that including all these people would actually
push up the cost for those that are currently insured under the sys-
tem. So I am not sure the union concern about the impact on pre-
miums is not justified if you actually look at that effect.

Senator ROTH. Mr. Graetz?

Mr. GRAETZ. Senator Roth, I agree basically with what Alain
Enthoven has said. I think it is a good plan. Comparisons are dif-
ficult now so some standardization of benefits would be a great
help, and you have to have risk adjustments across plans, almost
no matter what.

I do want to say—Alain has now repeated this two or three
times—I want to emphasize that giving people the option to enroll
in the Federal employees plan is not putting the Federal Govern-
ment in the middle of buying insurance for everybody, and I wish
that Alain would get CalPERS to let us all enroll in their plan as
well. That would be a great advantage.

The CHAIRMAN, That may be the key idea. [Laughter.]

Mr. GRAETZ. If they do as well as Alain claims, we would all go
to CalPERS. So the competition with the Federal plan will be
based precisely on the price and quality considerations that people
who are interested in competition are interested in.

Dr. ENTHOVEN. Michael, I am still in shock from reading the Sep-
tember 7 version of the Clinton plan in which health alliances had
every regulatory power imaginable, including the kitchen sink. So
I see a framework there that is too—if it is centralized and monec-
lithic that is too easily converted into the regulatory and the single
payer.

Mr. GRAETZ. Let us not confuse bad plans and good plans. That

is all I can say.



. 48

The CHAIRMAN. Dr. Holahan, the last word.

Dr. HoLAHAN. I think I generally agree with what Alain
Enthoven has said. I guess I do not see the Fede:al employees plan
as a model because it does not have a lot of insurance reform provi-
sions that are in a lot of the other bills. So I think it would just
have a lot of adverse selection problems. It already does.

Senator ROTH. Thank you.

The CHAIRMAN. Thank you, Senator.

Great thanks to our panel. Thanks to Prefessor Tobin who has
contributed to it, and Professor Graetz.

On Thursday, we will pick up the same subject with representa-
tives from business and from labor.

And again, we thank our guests and we thank our long suffering

Reporter over there.
[The prepared statement of Senator Hatch appears in the appen-

dix.]
[Whereupon, at 12:52 p.m., the hearing was adjourned.]



HEALTH CARE PREMIUMS AND SUBSIDIES

THURSDAY, MARCH 17, 1994

U.S. SENATE,
COMMITTEE ON FINANCE,
Washington, DC.

The hearing was convened, pursuant to notice, at 10:03 a.m., in
room SD-215, Dirksen Senate Office Building, Hon. Daniel Patrick
Moynihan (chairman of the committee) presiding.

Also Y)resent: Senators Baucus, Pryor, Rockefeller, Daschle,
Breaux, Dole, Danforth, Chafee, and Durenberger.

OPENING STATEMENT OF HON. DANIEL PATRICK MOYNIHAN,
A U.S. SENATOR FROM NEW YORK, CHAIRMAN, COMMITTEE
ON FINANCE
The CHAIRMAN. A very good morning to our distinguished wit-

nesses and our honored guests. This is a continuation of the hear-

ings that the Committee on Finance has been holding on health
care matters for almost a year now. I wish I could say things are
clearing up, but we are complexifying very nicely.

This morning’s hearing is on health care premiums and sub-
sidies. It is the second of two such hearings. Senator Packwood has
to be in the Commerce Committee and will be a little late for this
one. I know that Senator Chafee has asked to make an opening
statement and others will do as well.

OPENING STATEMENT OF HON. JOHN H. CHAFEE, A U.S.
SENATOR FROM RHODE ISLAND

Senator CHAFEE. Well, Mr. Chairman, in all fairness, it is just
a very brief statement and it does not deal with the actual matter
before us. But I just wanted to take this opportunity to express my
deep concern over the way our relations with China are being con-
ducted at the present time.

I do not believe that the actions of the administration are going
to achieve either of the two goals—one, to improve the condition of
human rights in China; or, two, improve the ability for Americans
to trade with that nation. I know others may have different views
on this, but I believe hectoring the proud nation of China to do
whit we want them to do is not going to produce the results we
seek.

I just wanted to take this opportunity to express my deep con-
cern over the way things are proceeding.

Senator BAucus. Mr. Chairman?

The CHAIRMAN. Senator Baucus?

(49)
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Senator BAucus. I would like to address the same subject.
Frankly, I think the administration is doing a good job in dealing
with this issue. It is because the issue is very complex. I think all
Americans would like to see China move much more aggressively
in addressing human rights concerns.

I think most Americans would also prefer to work with China,
all the various levels—commerce, trade, political level, scientific
level, environmental level. China is a great nation. China is grow-
ing at a tremendous rate. The United States has very important
economic, political, cultural and other interests in China and the
administration, I think, is doing a very good job with a very dif-
ficult delicate situation.

I know in speaking with many people within the administration
that they are working diligently to try to grapple with and deal
with the enforcement position we find ourselves in. I think that
most Americans would like to find a solution which addresses both
human rights problems that we have with China, as well as the
economic, as well as pursue an economic solution with China at the
same time.

It is not an either or situation. To say it is either or I think is
being a bit simplistic and I know the Senator from Rhode Island
did not suggest that in any way whatsoever. But I do think that
the administration is doing a good job, a very good job, with a very
difficult situation, which does not call for an either or result, rather
one that is much more sophisticated, much more creative and the
administration is working to find that creative sophisticated solu-
tion. I think we will find it when it pays out.

The CHAIRMAN. Senator Chafee?

Senator CHAFEE. No, Mr. Chairman. I do not want to prolong

this because that is not the subject before us. The witnesses have
come a long way. I feel we are playing with fire out there, with tre-
mendous potential adverse consequences for our Nation.

The CHAIRMAN. Can I suggest that we will be holding a hearing
on China MFN in April, which is next month, and this will be a
chance to talk about it. We might ask the Secretary of State to
come and talk with us in our back room.

Thank you for raising a very appropriate subject.

Senator CHAFEE. I would appreciate that. I think that would be
helpful, Mr. Chairman, to have an opportunity to visit with Sec-

retary Christopher in the back room.
The CHAIRMAN. I am seeing the President later today on these

matters and I will issue that invitation on behalf of the committee.

Mr. Baucus?

Senator BAUCUS. I must say, I think the solution is ultimate at
least to get over the hump of the next several months and find a
solution. Then after that not condition MFN on human rights. Use
other tools to address the human rights problems in China. I do
think that is where we are going to end up.

Senator CHAFEE. Well, I certainly hope that. I think that every
year coming back to this MFN on—first of all, as I have said so
many times, MFN, most favored nation, violates the truth in label-
ing law.

%‘he CHAIRMAN. Now wait. We have changed that. Quick. Help.

-Marcia. Nondiscriminatory treatment.
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Senator CHAFEE. Well, your nondiscriminatory treatment label
has not quite caught on, Mr. Chairman.

The CHAIRMAN. Well, I cannot even remember it myself, but
Marcia can.

Senator CHAFEE. NDT, somebody will think it is a pesticide.

The CHAIRMAN. Enough. Enough.

Senator Pryor, good morning.

Senator PRYOR. Good morning.

The CHAIRMAN. Now, to our subject matter, and we will indeed
get on to this other matter. This is a hearing on health care pre-
miums and subsidies. The first of our witnesses as recognized here,
for St. Patrick’s Day, are Blakeley, Brennan, O’Flinn, and Sweeney.
[Laughter.]

Ann Blakeley, who is Chief executive Officer of the Earth Re-
sources Corporation and is appearing on behalf of the National
Federation of Independent Business. Ms. Blakeley, we welcome
you.

If everybody will try to stay within about a 5-minute compass,
it will give us plenty of chance to have conversation afterwards.

Mr. Sweeney is on his way.
Ms. Blakeley?

STATEMENT OF ANN BLAKELEY, PRESIDENT AND CHIEF EX-.
ECUTIVE OFFICER, EARTH RESOURCES CORPORATION, OR-
LANDO, FL, ON BEHALF OF THE NATIONAL FEDERATION_OF

INDEPENDENT BUSINESS

Ms. BLAKELEY. Thank you. Good morning. My name is Ann
Blakeley and I am the President of Earth Resources Corporation of
Ocoee, FL. I employ 25 people and my company specializes in the
management of particularly or high-hazard waste, such as com-
pressed gases, reactives, and chemical warfare material.

Today I am testifying on behalf of the National Federation Inde-
pendent Business. NFIB is the nation’s largest smail business ad-
vocacy organization, representing more than 600,000 small busi-
ness owners in all 50 States.

In the short time I have for my opening remarks, I would like
to address three myths that continue to cloud the debate over the
employer mandate, small business and health care reform. The
first myth is that small business does not want health care reform.
This is simply not the case.

The cost of health insurance was first cited as the number one
problem for small business owners in a 1986 NFIB Foundation sur-
vey. Since that time, the cost of health insurance has remained the
number one small business problem, becoming twice as critical as
the number twe problem, which is Federal taxes on business in-
come.

As a result, reforming the nation’s health care system has be-
come NFIB’s top priority. In my home State of Florida NFIB sup-

orted and I personally worked on far reaching health reform legis-
ation that is now law.

However, small business owners cannot support the employer
mandate. It will cause job loss in small businesses and when hit
hard the newest, smallest, most marginal firms in the economy.
Small business survives on cash, not on profitability. Profitability



52

is critical to long-term survival, however, a profitable small firm
can go out of business if it does not have enough money to make
payroll and pay hills.

A health insurance mandate would critically impact the cash
flow of small business, particularly start-ups in those firms that
have not reached a mature enough level to have cash reserves.

This leads me to the next myth that plagues the health care de-
bate. That is the idea that small firms that already provide health
insurance would not be hurt by the employer mandate. Speaking
for my own company, the President’s mandate to pay for at least
80 percent of premiums for all employees and their dependents
would create substantial new costs for my business.

I currently provide health care insurance for my employees. Total
health care costs for my company is approximately 6 percent of
total payroll and employees pay for a percentage of the cost. Under
the proposed mandate and payroll caps our costs for providing
health insurance would almost double, increasing approximately
$37,000 a year.

This represents approximately two nonprofessional positions in
my company. This increase assumes that the cap would not exceed
7.9 percent of payroll. Given the fact that the Congressional Budget
Office has reported that the employer subsidies that financed the
payroll caps are underfunded by $72 billion in the first 5 years of
the program, I and other small business owners do not believe the
caps will hold.

An employer mandate, the President’s and other variations of it,
also comes with an increase in time and resources dedicated to new
paperwork requirements. Small businesses currently have to main-
tain payroll records and do tax returns for FICA, Medicare, Federal
unemployment, State unemployment, separate records with dif-
ferent requirements for workman’s compensation. And if in our
case an employer provides a retirement plan such as a 401K sepa-
rate records with different requirements to administrate that plan.

These records do not include other personal record keeping re-
quirements, such as those required for COBRA and documentation
requirements for hire/fire decisions.

.Another area of concern about the employer mandate is the pro-
posal to pass a standard benefits package consistent with a For-
tune 500 plan. This is not what most small firms offer and would
be too highly priced for many small employers.

When my first was smaller and new, we offered a basic benefits
package that we could afford. As my business has matured, we
have increased the benefits we offer. Today our health insurance
plan provides most of the features proposed in the President’s plan
with notable exceptions such as children’s dental and vision.

The third myth of the health care debate is the claim that the
vast majority of small businesses already provide insurance to their
employees. This too is false. The Congressional Budget Office re-
ports that only 39 percent of firms with fewer than 25 employees
currently provide health insurance.

Firms of this size account for more than 9 out of 10 employers
in America. Most of these firms cannot afford health insurance and
an employer mandate would have a devastating effect on the vast
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majority of main street businesses resulting in more job loss and
business failures.

One final word about the employer mandate. Small business
owners do not trust mandate compromises that either exempt some
employers or lower the level of mandatory payment.

Mr. Chairman, as you said last September while commenting on
the financing of Federal entitlements, in the past we have all been
wrong about costs. And small business owners know that once you
write into the law that health benefits are an employer responsibil-
ity, employers will inevitably be tied to required costs over which
they have no control and one which would certainly go over time.

I ask you to pass health care reform that brings costs down, in-
creases access to coverage and does not include an employer man-
date. Health security should not come at the expense of job security
in America’s small businesses. Thank you.

4 ['Iihe prepared statement of Ms. Blakeley appears in the appen-
ix.

The CHAIRMAN. Should we record that the National Federation

for Independent Business in the person of Ann Blakeley is the first

witness this year to finish her testimony in full and under time. I

think that is sort of equivalent to on time and under budget.

[Laughter.]

The CHAIRMAN. I really want to congratulate and thank you. You
were very succinct. We will get back to you.

Senator PRYOR. That is why, Mr. Chairman, she is in the busi-
ness of waste management.

The CHAIRMAN. Yes, I suppose she had better get it right the
first time. [Laughter.]

Thank you, Ms. Blakeley.
And now, Mr. Brennan, who is the chairman of the board and

CEO of Montgomery Ward on behalf of the National Retail Federa-
tion. Mr. Brennan, we welcome you.

STATEMENT OF BERNARD F. BRENNAN, CHAIRMAN OF THE
BOARD AND CHIEF EXECUTIVE OFFICER, MONTGOMERY
WARD AND COMPANY, AND CHAIRMAN, NATIONAL RETAIL

FEDERATION, CHICAGO, IL

Mr. BRENNAN. Thank you, Mr. Chairman. As you mentioned, I
am Chairman of the Board of Montgomery Ward, and the National
Retail Federation. I thank you for the opportunity to testify today
on behalf of the National Retail Federation on the health care is-
sues of importance to retailers.

Montgomery Ward is a Chicago-based company. We have 60,000
employees. We offer comprehensive health care to all full-time em-
ployees and part-time employees working over 30 hours.

We have a history of health care support dating back to 1912
when we were the first company in America to offer such a plan
to our employees.

The CHAIRMAN. Is that right?
Mr. BRENNAN. We support the goal of affordable health care for

all Americans. We support the following important reform meas-
ures—control of health care costs, voluntary health care purchasing
groups, managed care and utilization reviews and elimination of
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preexisting conditions, and finally, guarantecd renewable and port-
ability of coverage. :

The retail industry itself employs 20 million people, 1 of 5 in the
U.S., 25 percent of the recently unemployed find jobs in retail and
we have created 3.4 million jobs since 1979. The issue, however, is
productivity. Let me share some data with you. Each full-time re-
tail employee produces $1,740 in earnings to their company, com-
pared to $6500 in earnings for a manufacture employee, or it takes
3.7 more retail employees to produce the same earnings as a manu-
facturing employee.

Remember, I said each full-time retail equivalent contributes
$1,740 to their company. Now the cost of the administration’s
health care plan based on CBO estimates would be $1,656 per year
or 95 percent of the earnings contribution for a single coverage em-
ployee; and $3,864 or 222 percent of the employee’s earnings con-
tribution for family coverage. The point is, we simply cannot a{ford
these costs.

The health care employer mandate imposes a $17.1 billion in-
crease on the total retail industry, which is 59 percent of the total
corporate increase of $28.9 billion. The survey of 10 retailers em-
ploying 1.3 million employees shows that we would experience a 90
percent increase in health care costs. '

The industry cannot absorb or pass on these costs through price
increases. So we feel the direction of health care reform is of vital
importance. We feel that government programs are often upon en-
actment merely a starting point. Starting down the wrong road,
even with a timid step could quickly turn into a fiscal quagmire.

An employer mandate is simply an entitlement which is funded
by business. Now certainly you all know the nation’s track record
relative to entitlement programs. In 1965 it was estimated that by
1991 Medicare would cost $9 billion per year. The actual cost in
1991 was over $100 billion per year.

The Federal Medicaid Hospital Subsidy Program was estimated
by the CBO to be $32 million a year in 1987. In 1992 it was $10.8
billion. Once begun, governmental programs are often irreversible
and obviously change as to direction and growth.

So we believe we must be sensitive to jobs and the economy. The
retail industry has and plans to continue to increase employment,
but massive cost increases would make this impossible. Numerous
studies indicate that from $500,000 to 3.1 million jobs would be lost
under the employer mandate. And, of course, that is consistent
with mainstream economic thought.

Lester Thoreau of MIT stated that Europeans have taught us
that mandated benefits end up pricing labor out. To summarize our
concerns, we believe health care reform is essential, but reform
must focus on covering Americans without health care, controlling
costs and reducing bureaucracy.

Labor intensive, low margin industries cannot absorb the mas-
sive cost increases that the mandate would require. An employer
mandate would tragically cause many of the individuals most in
need of health care to lose something they and their families cher-
ish far more and that is their employment.

Since a composition of the 38 million Americans without coverage
is as diverse as the reasons for lack of coverage, we suggest that
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Congress undertake a series of targeted changes that would reduce
the size of this group and permit a workable solution.

So in summary, as a representative of a concerned industry, we
want to continue to serve our customer’s needs while growing jobs
for millions of Americans. We are ready to work with Congress to
achieve health care reform, to provide access for all Americans
without jeopardizing our economy, while addressing the critical is-
sues that are raised today.

Thank you.
d'[’l;he prepared statement of Mr. Brennan appears in the appen-

ix.

The CHAIRMAN. Something has to be done. Twice in a row on
time and under budget.

Mr. BRENNAN. She put the pressure on me, Mr. Chairman. I had
to move fast. [Laughter.]

The CHAIRMAN. No wonder we are scaring the Japanese into the
hole there.

Well, Mr. O’Flinn I am sorry to have to say, sir, that you are
next in this competition. Mr. O’Flinn is manager of Corporate Ben-
efits and Regulatory Affairs for the Mobil Corporation. He appears
on behalf of the ERISA Industry Committee. That is a somewhat
confusing title. You mean businesses which have ERISA coverage

and concerns, is that not right?

STATEMENT OF CHRISTOPHER W. O’FLINN, MANAGER, COR-
PORATE BENEFITS AND REGULATORY AFFAIRS, MOBIL COR-
PORATION, FAIRFAX, VA, ON BEHALF OF THE ERISA INDUS-

TRY COMMITTEE

Mr. O'FLINN. Yes. Thank you, Mr. Chairman. Our organization
consists of 125 of the largest employers in the United States. These
are .employers that sponsor comprehensive benefit plans and ail
told, the medical plans that our members sponsor cover about 10
percent of the population of the country.

The CHAIRMAN. Right. Sir, would you mind bringing your micro-
phone just a bit closer. The persons behind will find it easier to
hear you. A

Mr. O'FLINN. Thank you, Mr. Chairman.

The CHAIRMAN. Good morning and welcome.
Mr. O'FLINN. And members of the committee, ERIC, as we call

the ERISA Industry Committee, has been dealing with health care
reform comprehensively for the last 2 years. Hopefully, the mem-
bers of the committee are familiar with our positions. We feel that
we represent the best business thought on the matter of health
care reform.

Today in these brief remarks I would like to briefly state our po-
sition on employer mandates and financing and then——

The CHAIRMAN. May I just say, please, do not feel under any
pressure with regard to time. [Laughter.]

Mr. O’FLINN. That is very gracious of you, Mr. Chairman, thank

ou.
Y After stating the position, I would like to talk about the supply/
demand situation in health care because we feel it has profound
implications on the question of mandates and pricing and how the
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country achieves its goal of universal coverage, which is a goal that
ERIC endorses.

On the subject of mandates, we believe an individual mandate is
the best route to universal coverage. We believe this notwithstand-
ing the fact that virtually all of our members contribute today to
health care more than any of the leading mandate proposals would
require.

1d we say this despite the fact that our members would benefit
tremendously from the elimination of cost shifting which an em-
ployer mandate would achieve. Why do we say this when it is ap-
parently against our interests? Because we simply believe that we
cannot sign on to a specified percentage of an unknown cost.

That is a business ju%;g}ment that virtually none of our members
are prepared to make. We are not prepared to take on that kind
of responsibility.

Speaking now on ﬁnancing, we recognize that there are people
who will need subsidies to afford coverage. We feel that these sub-
sidies should be financed by a broad-based tax base and that it
should be raised by the Federal Government. It should be budget
neutral. It should be clear what the cost is and there should be ac-
countability and at the Federal level.

I would like now to talk about the supply and demand situation.

The CHAIRMAN. May I just say, sir, I want to be clear what you
said. You want us to increase taxes but be budget neutral. That is
what I heard.

Mr. O’'FLINN. Our position is that the health care reform outcome
should be budget neutral between the subsidies given and the reve-
nues collected to pay for them. That would be our position, Mr.
Chairman.

The CHAIRMAN. I follow that.

Mr. O’FLINN. With respect to the supply and demand situation,
we have an unusual situation in the medical sector. The cost of
medical care has been rising alarmingly most particularly since
1987. The number of people who are refusing to purchase the cov-
erage or who cannot afford the coverage is increasing; and yet this
is a sector that is characterized by excessive supply.

How can it be in a sector that is characterized by excessive sup-
Kly that prices are rising at an alarming rate? We believe that this

as happened because the demand side of the sector is inelastic
and, sgeciﬁcallfr, health care purchasers do not have or did not
have the knowledge or the infrastructure to deal with the supply
side of the medical sector. Or in plain English, sick people do not
negotiate with their doctors regardless of the fee and they do not
negotiate with their hospitals regardless of the number of empty
beds they see in them. ,

This situation is changing. It is changing very dramatically right
now. At two major oil companies, company costs for medical care
is down 20 percent this year. Employee costs are down about 8 per-
cent in similar companies. And the fundamental driver is that pro-
fessionals, knowledgeable professionals, are negotiating with hos-
pitals and doctors long before any illness occurs on behalf of the pa-
tient and they are achieving dramatic results.

Senator CHAFEE. Sir, I am not quite sure I understand that. The

costs for the companies you say are down 20 percent.
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Mr. O’FLINN. That is correct.

Senator CHAFEE. And the costs for the individual are down 8 per-
cent. What individuals? Do you mean individuals who are em-
ployed by your group, your companies in your group?

Mr. O'FLINN. Yes, Senator. I am speaking of the company pre-
mium for the coverage, down 20 percent; and I am speaking of the
employee premium for the coverage, down 8 percent.

he CHAIRMAN. There is an 80/20 mix or a 60/40 mix?

Mr. O’FLINN. Yes, that is right. And the fundamental reason—

Senator CHAFEE. Overall within your group, members of ERIC,
there is a copayment for the insurance?

Mr. O’FLINN. That is correct. There is a copayment for the pre-

milﬁm and then typically there is a copayment for the benefit as
well.
The CHAIRMAN. Well, we had Alain Enthoven on Tuesday saying
that CAIPERS has negotiated a 1.1 percent decline in its premium
for the coming year. We have been hearing this testimony that
price cost containment is taking hold.

Senator CHAFEE. What I do not understand is the 20 percent de-
cline and the disparity with other categories of insured.

The CHAIRMAN. We will get to that. John Sweeney is going to ex-
plain to you about corForate America, you see.

Senator CHAFEE. All right. [Laughter.]
Senator BAucus. I think it is important here, too, Mr. Chairman,

just to remind us all that is true in some isolated cases. That is
_not true for all in America, because in the United States health
care costs generally, for the country as a whole, are continuing to
rise. In fact, the 1994—or 1993, I have forgotten; it is either histor-
ical for 1993 or scheduled for 1994-—is 12.5 percent increase over
the prior year.

If you look at each year for the last decade of the percentage by
which health care costs generally in this country have risen for
each year in the past decade, it is flat with a slight increase. In
the last year it is about 12, 12.5 percent increase.

So even though it is true that for some companies premium costs
have declined, even though it is true that CAIPERS reduced its
premium by 1 percent, those tend to be segmented, isolated experi-
ences that is not true generally for the country overall. That is
something we have to always keep in mind here.

Senator CHAFEE. I think Mr. O’Flinn’s point was though that
where you have a bargainer for you, a bargainer that is represent-
ing the company or the individual or both in dealing with the pro-

viders you get some cost reduction.
Mr. O'FLINN. That is exactly right. Both Senators, you are both

right.

Senator CHAFEE. You will not lose any points that way. [Laugh-
ter.]
Mr. O’FLINN. I am over the time limit, so I have lost that. But
I would make this point, Mr. Chairman, which is the essential
point. Yes, it is true, we have had tremendous cost increases. There
is a tremendous overcapacity.

EBRI puts the hospital over capacity at about 30 percent based
on—-—

The CHAIRMAN. I am sorry?
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Mr. O’FLINN. The Employee Benefit Research Institute.

The CHAIRMAN. EBRI.

Mr. O'FLINN. Points out that hospital occupancy rate is about 70
percent in this country based on today’s actual admission rates, ac-
tual number of days per 1,000 citizens.

But we hear from HMOs that the hospital admission rates per
1,000 can be cut in half and have been cut in half under their expe-
rience. Well, if you apply the HMO hospital rate per 1,000 which
is about 250 hospital days per 1,000 citizens against today’s rate
of about 450 per 1,000 citizens with today’s rate producing 30 per-
cent excess capacity, the excess capacity in the hospital is astound-
ing. It is over 50 percent.

The same organization, the Employee Benefit Research Institute, -
has similar figures for physicians. This supply/demand imbalance
is completely inconsistent with a rise in prices. Prices must go
down providinf the market is allowed to operate in a rational way.
Our hope would be that you would act to encourage the market to
operate in a rational way.
d.[’I]‘he prepared statement of Mr. O’Flinn appears in the appen-

ix.
The CHAIRMAN. Could I just say, Mr. O’Flinn—and we will be
getting back to general questions—but we continually are pre-
sented data to the effect that there is overcapacity in hospitals, for
example. You can interpret that as a sign of advances in medicine
as against poor management. I mean, the Hill-Burton Act is not to
blame for everything.

I believe I was told just the other day by Dr. Paul Ellwood that
60 percent of surgical procedures involve 1 day or less in the hos-
pital. Well, that is an advance. That is good. And that will have
the consequence of a 70 percent occupancy rate which marks, in ef-
fect, a decline in costs in the long run.

And you have these adjustments which take place with any
changes in technology. In that sense this kind of activity is very
close to technology, but we will get back to that.

Mr. Pollack, good morning, sir.

Mr. POLLACK. Good morning. I am happy to see.

The CHAIRMAN. Yes, I was saying to Senator Dole, we have
Blakeley, Brennan, O’Flinn and Sweeney, and here is poor Pollack.
[Laughter.]

Mr. PoLLACK. I truly feel like an outcast and I thank Mr. O’Flinn
for taking the pressure off of me.

The CHAIRMAN. We are very happy to have you here on behalf
of Families USA..

STATEMENT OF RONALD POLLACK, EXECUTIVE DIRECTOR,
FAMILIES USA, WASHINGTON, DC

Mr. PoLLACK. Thank you, Mr. Chairman. Mr. Chairman, in the
testimony I would like to focus on one key element that I think has
not yet received adequate attention: That is the question of the af-
fordability of insurance premiums under the different approaches,
particularly the approaches that are employer based versus those
that are individual based.

Obviously, if these premiums are unaffordable, then we are not
going to achieve the goal of universal coverage. I have heard Con-
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gressman Cooper say, for example, that because his plan cospon-
sored by Senators Breaux and Durenberger provides subsidies up
to 200 percent of poverty, that this group of people is taken care
of through the subsidy mechanism.

What we wanted to do is examine that and see what was left for
individuals and families to pick up, because I would suggest to you
that what is left for them to pick up is not affordable.

If I may, Judy Waxman-—not to be confused with Vanna White—
who many of you know from her work on the Pepper Commission—
will help me with the four charts that we have prepared for you.

The CHAIRMAN. Ms. Waxman, we welcome you to the hearing
room.

Mr. PoLLACK. Mr. Chairman, the chart you have here is an ab-
breviated version of what you see in Table 3 of our testimony.
What it does is, take a look at a family of four, composed of two
adults and two children, and it assumes a total premium cost as
in the Health Security Act of $5,565. That is CBO’s estimate of the
premium costs under the Clinton bill.

We took a look at what the premium burden would be for fami-
lies under the Health Security Act. Then we applied the sliding-
scale subsidies under the Cooper-Breaux-Durenberger approach as
well as under the Chafee approach.

Let us look at two different sets of numbers. At 150 percent of
poverty, under the Health Security Act, the premium burden for a
family with an income of $22,200 would be §866 or 3.9 percent of
income.

Under the subsidy sliding—scale system in the Cooper-Breaux-
Durenberger proposal, it would require a burden of $2,783 or 12.5
percent of income. Under the subsidy mechanism—in the Chafee
plan—I do not mean to say it is the Chafee bill-—the premium bur-
den would be $1,988 or 9.0 percent of income.

Let me give you two additional sets of figures. At 200 percent of
poverty—that is, a family of four earning $29,600—under the
Health Security Act, that family would be paying a little over
$1,100 or 3.8 percent of income. Under the Cooper-Breaux-Duren-
berger approach of subsidization, it would be $5,565 or 18.8 percent
of income.

And if I may just translate that, what that means is 10 weeks
of pre-tax income devoted just for premiums. That does not include
that portion of income devoted for deductibles, coinsurance and
other uncovered services. But just for premiums it would require
10 full weeks of pre-tax earnings. Under the Chafee type subsidiza-
tion plan, it would be almost $4,000 or 13.4 percent of income.

If I may, we will take the same situation for a one-person house-
hold and we will illustrate what happens for that person. Again,
I am going to use the CBO numbers for the premium worth of the
Health Security Act, which is $2,100 for one person living alone.
At 150 percent of poverty, the Health Security Act would require
$420. Under Cooper-Breaux-Durenberger, it would be $1,050 or 9.5
percent of income. That is approximately 5-weeks worth of pre-tax
income. Under a Chafee-type subsidy it would be $750.

At 200 percent of poverty, under Cooper-Breaux-Durenberger it
would be $2,100 or 14.3 percent of income. That is 7 weeks of pre-
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tax income. Under a Chafee type sul:zidy it would be 10.2 percent
of income.

I suggest to you, Mr. Chairman, that under these individual-
based aptproaches the burden that is being borne by the individuals
and the families is too large a burden for them reasonably to bear
for us to expect that those individuals and those families would be
able to afford to purchase just the premium portion of their respon-
sibilities.

I have two other charts which I can do quickly, or if you want
me to——

The CHAIRMAN. Please do.

Mr. PoLLACK. All right.

The CHAIRMAN. Would you give us the number in your prepared
testimony?

Mr. PoLLACK. What pages?

The CHAIRMAN. What table are we in in your testimony?

Mr. (I)’OLLACK. All right. With respect to the next table we are on
page 10.

he CHAIRMAN. Table 5.

Mr. POLLACK. Table 5, and you will see the lower example is the
one that is illustrated here.

What we tried to do was to examine what the Federal fiscal im-
plications are of trying to protect families and businesses in a simi-
lar way.

In this part of our analysis we chose the goals of the Health Se-
curity Act—the Clinton bill. One goal in the Health Security Act
is to make sure that no family would be required to pay premiums
in excess of 3.9 percent of income. We think that is reasonable.

The same Health Security Act tries to place an upper limitation
on what businesses would be paying by placing a limitation at 7.9
percent of payroll that businesses would have to pay.

The CHAIRMAN. The largest?

Mr. POLLACK. That is the largest portion, yes. So we tried to take
a look at these different examples and see what the fiscal implica-
tions v.ould be to achieve those goals with an individual-based ap-
proach versus an employer-based approach.

And you will see the subsidy requirement to the Federal Govern-
ment is rather significantly different. Under an approach that is
based on an employer, financed system, the amount of subsidy re-
quired by the government in order to keep the individual’s pre-
miums at no higher than 3.9 percent and the employer’s burden at
no higher than 7.9 percent.

Under an individual-based approach, in order to protect the indi-
viduals again as well as the employer, the amount of subsidy re-
quired by the Federal Government is more than three times as
much, $1,515.

Let me use one other illustration for you. You will find that on
Table 6 on page 11 of my testimony. Here we are taking a look at
a family of four with $30,000 of income, full-time worker. Again,
the goals are the same, 3.9 percent limitation on families; 7.9 per-
cent limitation on businesses.

The amount of government subsidy required under an employer-
based apgroach is $2,082. The Federal subsidy needed in order to
achieve those exact same goals is double that, or $4,395.
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Now let me conclude as to what concerns me with these num-
bers. Clearly, under an individual-based approach, in order to
achieve the same goals of providing income protection for families
and protection for businesses, it is going to cost the government
more.

So, therefore, it requires Congress to make a choice—either come
up with additional revenues through an individual-based approach
or skimp on the protections that are provided to individuals and
families as those first two examples demonstrated, such that those
families will be unable to afford the premiums, let alone the
deductibles and coinsurance and uncovered services.

If I may leave you with just one thought, I know that there are
going to be very careful (geliberations on both sides of the aisle
about the best mechanisms for achieving universal coverage, per-
haps incorporating approaches that are individual-based and em-
ployer-based. I just urge you, no matter where your starting point
18 on this, to please take as a given that you are going to have to
come up with a subsidization mechanism that is going to make
sure that individuals and families do not bear the kinds of burdens
that were demonstrated here.

It is simply unrealistic to assume that a family that is required
to s&end 10 weeks of pre-tax wages as a premium is going to find
it affordable to get health insurance. And so whatever mechanism
you use, place a serious limitation on what the individuals and
families are going to have to bear and make it reasonable, as I be-
lieve the Health Security Act does, and then work from there.

Because if you do not do that, we are not going to get universal
coverage.

The CHAIRMAN, Thank you, Mr. Pollack.

[The prepared statement of Mr. Pollack appears in the appendix.]

The CHAIRMAN. And now to conclude our presentations, we have
the great pleasure of welcoming to the Finance Committee John
Sweeney, who is International President of the Service Employees
International Union, AFL-CIO. The membership, I believe, is just
past one million persons. He appears before us as chairman of a
committee on health care established by the Executive Council of

AFL~CIO. Good morning, sir.

STATEMENT OF JOHN SWEENEY, PRESIDENT, SERVICE EM-
PLOYEES INTERNATIONAL UNION, AFL-CIO, WASHINGTON,
DC
Mr. SWEENEY. Good morning, Mr. Chairman. I am delighted to

be here. I would at the outset like to congratulate you as Chairman

on the award that you received, the Humanitarian Award, that you
received last night from the American Ireland Fund and to also
wish all the members of the Committee a Happy St. Patrick’s Day.

The CHAIRMAN. Now that is a good way to get started.

Mr. SWEENEY. I am happy for the opportunity to present the
AFL-CIO’s views on emp{)oyer responsibilities with regard to
health care coverage. In the state of the union address, President
Clinton said that he would veto any health care reform legislation
that did not guarantee universal coverage.

The 16 million working men and women who are members of the
AFL--CIO, affiliated with unions, could not agree more. When 39

84-524 0 - 95 - 3



62

million Americans have no health insurance, it is time to put an
end to partisan bickering and provide all Americans with the secu-
rity of health insurance that can never be taken away.

If we can agree that health care coverage is a social good of such
overwhelming importance that it warrants our assuring that every-
one has it, then the question hecomes how to provide it.

The AFL—-CIO believes that short of a tax financed social insur-
ance system, an employer mandate is the only feasible way to secu-
ritIy health coverage for all Americans.

want to make four arguments in support of this position. First
of all, requiring all employers to contribute to the cost of their em-
ployee’s health insurance, builds on our existing system. Among
the 39 million Americans who lack insurance, 85 percent belong to
families that include an employed adult. A system that requires all
empg)yers to contribute will reach the vast majority of the unin-
sured. ’

My second point is that the system that we have right now,
which I would characterize as a voluntary employer-based system
is under tremendous stress because of rapidly rising health care
costs. With every passing day, the incentives grow for companies
to scale back their coverage or eliminated entirely in response to
competitive pressure.

The growing disparity in labor costs between firms that provide
health insurance and those that do not is generating serious distor-
tions in the labor market. The dramatic increase in the number of
part-time and contingent workers is being driven by the desire of
employers to avoid the cost of health benefits.

This is why health care has become the number one issue at the
bargaining table and the number one cause of strikes. When we go
to the bargaining table the primary reason cited by our employers
for wanting to eliminate or scale back our health benefits is that
their competitors are not providing insurance. This is especially
true in low-wage labor markets.

My third point is that the present system of voluntary coverage
is unfair because it allows employers who do not provide insurance
to shift costs to those who do. Many employers pay more than their
fair share because they are covering the working spouses of their
employees as well as paying extra to cover the uninsured. In es-
sence, they are subsidizing their competition.

Requiring all employers to contribute to the cost of their employ-
ees’ health insurance will level the competitive playing field. It will
also reduce costs for the majority of employers who are already pro-
viding health insurance. This is also one of the principal arguments
against using an individual mandate rather than an employer
mandate to obtain universal coverage.

In addition to the fact that such a mandate would unfairly bur-
den low and moderate income families and be extremely difficult to
administer, it would also do nothing to address the problem of cost
shifting. That is why a number of leaders of large and small busi-
nesses are supporting the idea of shared employer responsibility.

Our own union, as well as many others, are members of the Na-
tional Leadership Coalition for Health Care Reform, which includes
among its members 65 of this Nation’s major businesses which en-

dorses an employer mandate.
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And if I may, I would like to insert into the record a list of the
members of the National Leadership Coalition.

The CHAIRMAN. Please do. So ordered.

_ Mr. SWEENEY. Finally, I want to rebut the argument that requir-
ing all employers to contribute will cost jobs. The fact is that the
present system is already costing people their jobs and the situa-
tion is getting worse. Employers who are currently providing insur-
ance are losing market share to competitors who are not.

One of our own local unions in Florida, Local 750, which rep-
resents building service workers in Orlando, reports that one of its
employers lost a contract with Delta Airlines that it had held for
8 years to another contractor who did not provide health insurance
and was able to underbid the union contractor.

Those workers lost their jobs and their health insurance in one
fell swoop. The bottom line is that the system of employer-provided
health insurance is collapsing. Unless all employers are required to
congribute, firms will continue to limit their coverage or drop it en-
tirely.

Thank you. I would be happy to answer any questions.
d.['I]‘he prepared statement of Mr. Sweeney appears in the appen-

iX.

The CHAIRMAN. Thank you, sir.

We thank our panel. Here we are in good time and good spirits.

Senator Dole, you have been faithful in attendance to these mat-
ters. We will defer to you as Republican Leader if you would like
to ask questions.

Senator DOLE. I will wait a while.

The CHAIRMAN. As usual, he would like to wait a while.

Mr. Chafee, you are first, sir.

Senator CHAFEE. Thank you very much, Mr. Chairman.

First, I would like Mr. Brennan to repeat a statistic that he gave
us at a breakfast we were at, which was astonishing to me. Per-
haps you could repeat that here, Mr. Brennan. I think you have
61,000 full-time equivalent employees in your company, and you
put out every year 260,000 W-2 forms.

Mr. BRENNAN. Well, on the average for every job we have, from
3% to four employees because of the turnover in retail, the part-
time turnover. So it is well in excess of 200,000, close to 240,000
against an employee base of 60,000. That is correct.

Senator CHAFEE. So it is nearly one to four.

Mr. BRENNAN. That is correct.

Senator CHAFEE. Which as a statistic, astonished me.

Mr. BRENNAN. May I pick up on that, Senator?

Senator CHAFEE. Sure.

Mr. BRENNAN. The issue on part-time as it relates to retail is not
a function of lowering costs, it is a function of when customers shop
for merchandise. Our stores are open 7 days a week, 12 hours a
day and it is a function really of addressing customers rather than
any issue pertaining to health care costs.

Senator CHAFEE. Mr. Sweeney, I know that it is said in the
unions that the unions have negotiated health benefits in lieu of

wages. Is that true?
Mr. SWEENEY. That is very true.
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Senator CHAFEE. Then I would ask Mr. Pollack if in his assump-
tions that you put up in your various charts there, do you take that
into account? Do you take into account what you might call the lost
wages for the families where the employer pays the coverage?

In other words Mr. Sweeney, the unions have frequently said
that they are receiving lower wages because the employer is paying
it. In your charts you show that since the employer is paying for
coverage, and your charts always come out very, very favorable to
the employer-based mandate which you support; have you taken
into account the lost wages to the employees as a result of the em-
ployer mandate.

Mr. PoLLACK. Mr. Chafee, when we talk about targeting those
people who do not have coverage, as I have tried to do in my testi-
mony, these people have not lost wages because they do not have
health care coverage. I do not know how to respond to your——

Senator CHAFEE. In other words, you make a series of predictions
there in your charts. If the income is $24,000 for a four member
family and the employer mandate such and such occurs; do you
take into your assumptions that there are lost wages in the income
total as Mr. Sweeney points out?

Mr. PorLACK. There probably would be some reduction in the
rate of increase. What you are talking about is likely. That would
happen over a period ot‘y time—most economists say over a long pe-
riod of time. So I do not know how to respond to that question, sir.

Senator CHAFEE. Well, I think we have to take that into account.
I do not think you can—and I am not suggesting you are just
breezing past it, but it is a significant factor as Mr. Sweeney and
those who gave testimony before; that by taking health care insur-
ance, employees have undergone either a reduction in wages or a
reduction in increase in wages.

Mr. POLLACK. Senator, if you are asking me to concede that em-
ployer-based coverage is going to have some adverse effect on
wages, I would agree with that over the long term. You are abso-
lutely right about that. We do not disagree about that.

The point I am trying to make, Senator, is that as you take a
look at whatever subsidization system you have, that subsidization
system must realistically be calculated so that families can afford
to pay for those premiums. I suggest taking a look at those exam-
ples and we can go through any other examples you want. It is just
ﬁ;}lunrealistic burden under your bill and the Breaux-Durenberger

ill.
Senator CHAFEE. I am going to obviously review your testimony
because I want to look at the charts. What are your assumptions?
For example, do you assume any continued employer payment of
employee premiums? In other words; as has been pointed out by
our first witness, Ms. Blakeley and others; the employer makes
some payments. Now not 100 percent. What assumptions did you
base your charts on?

Mr. PoLLACK. I am not assuming, by the way, in these charts
that there is any dropping in coverage on the part of employers
under an individual-based system. I suggest to you that there prob-
ably will be. But I have not made any assumptions about that.

In fact, if that was factored in, the cost under an individual-

based system would be even more costly.
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Senator CHAFEE. Okay.

Mr. PoLLACK. But I made no assumptions about that.

Senator CHAFEE. Do you have the same benefits and the same
premiums for each of the plans?

Mr. POLLACK. Yes, we do. And under the other charts that we
have, we have different ﬁremiums. Based on your bill, for example,
Senator, we did this both ways so that you could see it both ways.
They produce essentially the same results.

In Tables 1 and 3, and this reflects what you sec on Table 3, we
are assuming the Clinton plan premium for a family of four of
$5,5665—CBO has given it to us—and for an individual of $2,100.
We assume that for all plans.

Now in Charts 2 and 4 we play that differently based on the
structure of your bill, Senator, and on Senators Breaux and Duren-
berger’s bill. You will see, for example, on Table 2, footnotes b and
¢ on page 5, the different assumption that reflects more of the ar-
chitecture of your bill and Congressman Cooper’s and Senators
Breaux and Durenberger’s architecture. We used different assump-
tions based on those bills.

SoI you have it both ways. And essentially, they produce similar
results.

The CHAIRMAN. Gocd.

Senator CHAFEE. Thank you, Mr. Chairman.
hThe CHAIRMAN. We have your tables and we will be going over
them.

Mr. SWEENLEY. Mr. Chairman?

The CHAIRMAN. Mr. Sweeney?

Mr. SWEENEY. Mr. Chairman, if I may in response to the Sen-
ator’s question. We have a study that was done by Lewin Associ-
ates, out of control, into decline, the devastating 12-year impact of
health care costs on worker wages as well as corporate profits and
government budgets.

The CHAIRMAN. We could put it in the record and we would be
happy to do. Yes, we appreciate that very much.

[The report appears in the appendix.]

The CHAIRMAN. Senator Baucus?

Senator BAucus. Thank you, Mr. Chairman.

The CHAIRMAN. Would other panelists feel free to comment on
anything they heard, agreeing or disagreeing.

Senator BAaucus. I would like to address my questions and com-
ments to Ms. Blakeley and also to Mr. Brennan, by saying, first of
all, I am very sympathetic with costs that businessmen, and in
some particular case small businesspersons, would have to incur.
I say that because I come from a small business State. My State
is Montana. We are very much a small business State.

In addition, I might say that I was a member of the Pepper Com-
mission chaired by Senator Rockefeller and I voted against the
final Pepper Commission recommendations because it would rec-
ommend an employer mandate. I felt that was unfair, it was im-
proper, it would place too much of a disproportionate burden on
business.

That was then. We are now faced with a more comprehensive
proposal, that is the President’s proposal as well as other legisla-
tion before us. We are forced to grapple with this question again,
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that is the degree to which there should be a mandate at all and
if there is employer or individual mandate.

Now the question I am trying to focus on is costs. How are we
going to get a hold of cost increases under whatever health pro-
posal we enact? The Congressional Budget Office has examined the
President’s proposal, and is also in the process of examining others,
and has concluded that the President’s proposal will save business
$30 billion compared with the current structure by the year 2000
and save business health care expenditures $90 billion by the year
2004.

They conclude, again, compared to the status quo, the President’s
plan will save business that amount of health care spending.

Now some groups are opposed to the Clinton plan. They do not
like, and both of you said you do not like, an employer m: adate
and we get into sometime later the subsidies in the mandate and
how that would then affect business.

But the question I am trying to really focus on, how are we going
to otherwise control costs. The usual ways that groups who are op-
posed to mandates say we will control costs, is with insurance re-
forms, for example, community rating and getting rid of pre-exist-
ing conditions and adverse selection and so forth.

But I might say that that only levels the playing field so that
people are all in the same boat. It does nothing to address the over-
all increases in health care costs as the level playing field gets
higher. So insurance reform in no way addresses American na-
tional health care costs increases. It does not address that ques-
tion. It does with respect to different business people; it does not
as a country overall.

Second, people talk about medical malpractice reform. I am very
sympathetic with that. But again, CBO says that medical mal-
practice reform will address less than 1 percent of health care costs
in this country. It is important, but it really does not get to the
heart of the problem.

Others tout the 100 percent deductibility of premiums. That is
great for the first year, but that is just a one-shot, 1-year reduction
in costs to business people. It has no effect in subsequent years be-
cause we keep the same in each of the subsequent years. Others
suggest that, well, a standards benefit package will help, too.

But I am really trying to get at, if you do not like the mandates
and the caps, 7.9 percent of payroll, and with the caps down to 3.5
percent for businesses with fewer than 75 people and wages and
so forth, if we are honest with ourselves, how then are we going
to control health care costs in this country?

I think there is a lot of wishful thinking about managed competi-
tion, insurance reform, you know, medical malpractice reform and
so forth. But when we think it through, I do not think that that
really is going to get a handle on the increases in health care costs
in this country. So I would just like to ask you, what is your sug-
gestion? How are we going to start to control costs?

Mr. BRENNAN. That was a comprehensive question, Senator.

The CHAIRMAN. Thank you, Senator, your time is up once again.

[Laughter.]
Mr. BRENNAN. I see I am on yellow already.
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Number one, I would say that when you look at the CBO esti-
mates I think any estimates are suspect based upon the empirical
evidence. I discussed earlier the original estimates on Medicare,
the estimates on the Medicaid subsidy, which are going to be $32
million a year, which were $10.8 billion last year.

Senator BAUCUS. That was an interesting point. But just on that,
the fact is Medicare is going up because health care costs are going
up generally.

And second, we must remember, since 1974 the premium, the
payroll tax that people pay, has gone up insignificantly. It was .67
percent of payroll in 1974; today it is one point something percent
of payroll. So it is true that Medicare that has gone up. It is true
it has gone up because health care costs in this country have risen
so much, not because the program is out of control.

Mr. BRENNAN. No, my point though was, if Medicaid costs have
gone up, if health care costs have gone up, in the number of 10 per-
cent per year, the Medicaid subsidy went from an estimate of $32
million to $10.8 billion, the relativity is quite different.

I will get off that issue, but I really question——

Senator BAucUS. But how do we control costs? That is the ques-
tion.

Mr. BRENNAN. Okay. I think that is the issue. Let me talk about
our estimate of the 38 million that are not insured. I am going to
use relative numbers just to make a point.

If you look at 38 million and take 24 percent of those individuals,
they are in a situation where they do not have portability. They are
in between jobs. If you take those who are affected by pre-existing
conditions, that is another 2 million. If you take the 5 million self-
employed who do not have deductibility as a corporation has, that
is another 5 million.

As you begin to build this up, there are segments that can be re-
viewed individually before we deal with the overall plan itself. So
you made the point that the sense of medical malpractice is not sig-
nificant. But if we take each of these pieces and begin to deal with
billions of dollars and millions of people, before you know it, you
are up to an area of 70 to 75 percent of the issues that could be
dealt with before you change the entire medical health care plan
across the country.

I mean, the issue really is, why do we not look at the things that
we are doing today. You have numbers maybe that are better than
mine. But I believe that there is a moderation in health care costs
taking place right now.

I sit on hospital boards. I am the chairman of the NRF, the Na-
tional Retail Federation. And if you look at the retail industry in
total today, and this is all quite recent, in the last several years,
82 percent of us offer HMOs; 50 percent offer PPOs; 17 percent
offer some kind of mental health care, or 75 percent mental health
care. We are working aggressively to lower those costs.

I believe the point made by Mr. O’Flinn that action is being
taken on the other side by hospitals and medical providers who
have to be competitive. So if I could just finish my point, what I
would like to say to you is that these are significant issues and
why don’t we deal with those issues first before we attempt to put
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in any mandate or entitlement that could never be changed. That
is really my position., -

Now, the last point I would make is jobs. The issue here is that
the retail industry has one million workers. And if there is the kind
of impact we are discussing, an 89 percent increase in costs, will
end up in us reducing the employment payroll because, in fact, we
cannot afford it.

But back to your issue, I think it is taking each segment by it-
self, understanding the true costs and understanding what can be
done on the other side to offset those costs and deal with this in
a logical, pragmatic manner and not try to take an entitlement and
overwhelm it entirely.

Senator BAUCUS. I must say, you know, in Montana health care
spending by business went up 280 percent in the last year.

Mr. BRENNAN. I would submit to you, sir, as you said, you have
a lot of small businesses. If they can be aggregated into purchasing
groups, they can reduce those costs from 50 to 75 percent. You
need the help and you do need those kinds of organizations. So I
understand that.

Senator BAUCUS. My time is more than expired.

Mr. BRENNAN. I am sorry for taking so long.

The CHAIRMAN. Mr. O’Flinn, you wanted to say something.

Mr. O'FLINN. Yes, thank you, Mr. Chairman.

I would like also to respond to the Senator’s question. Earlier we
talked about over supply of hospitals and doctors and it was point-
ed out that we have had oversupply for quite a while and it has
not seemed to have done anything te lower the cost.

The point I would like to make on behalf of ERIC is that a break-

through has occurred in the last 15 months or so. New products are
beinfl offered, and new infrastructure is being created, to rational-
ize the buyer and the seller in this medical service sector.
I will give you one example. We had in my company an experi-
ment in September of 1992 in which we approached a local HMO
which we offered to our employees and said, all right, you have the
participants you want, now we would also like you to sell us your
discounts, which you have negotiated with supplicrs in this area.
We do not want your HMO, we just want your contracts.

That is a new product, never been done before to our knowledge.
They sold us those discounts for $4 a month and the cutback in
costs after 3 months was approximately $23 a month per head per
individual in the area.

At one hospital in this District, a very highly regarded hospital,
for some procedures costing $10,000 those contracts resulted in a
70 percent reduction in our costs. And when we got the results of
that, and my business is reducing health care costs, we stopped the
pilot program and we negotiated those contracts across the country.
That is what led to a 20 percent reduction in our costs this year
with no reduction in benefit.

What is lacking is utilization of this infrastructure and we would
love to see the committee concentrate on insisting that this infra-
structure be expanded and used, recognizing that there are forces
in play that would stop the rationalization of this market and the
lowering of costs that are happening right now, particularly in the
States with so-called any willing provider laws.
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This is the point that we would make in reply to your question,
Senator.

The CHAIRMAN. We have heard that particularly in the past, pro-
jections of costs have been underestimated. What we thought would

e $3 billion turns out to be $30 billion and so forth.

We have heard a lot of testimony, however, in the last 6 months,
along the lines which I believe Senator Durenberger endorses, that
we might be on the verge of a very significant reduction in costs
as a proportion of GDP.

In any event, it is your time to ask questions, sir.

Senator DURENBERGER. Thank you, Mr. Chairman.

The answer to the question, the excellent question that John
Chafee raised, there is only one way to reduce the cost of the sub-
sidies on that and to increase wages—that is to reduce the cost to
health plans. We can all agree on that.

The way to reduce the cost of health plans, in response to a ques-
tion Max raised, I just passed around a copy of Dave Lawrence’s
article in the Wall Street Journal yesterday. Kaiser has more mem-
bers in California than are people in Minnesota. So this is not an
isolated example of how to reduce health care costs.

You can find this, as some of the witnesses have indicated al-
ready, you can find this happening in markets all over America.
Max’s question was, well,then how do we get the cost of care down
explicitly and my answer is to pass Chafee, Dole, Breaux, Duren-
berger, Jackson Hole II and those parts of the Clinton bill on which
many of the rest of you are authors, with the exception of price reg-
ulation and the employer mandate. I think that will give it to you.

What it does, and one of the important issues here that I would
like to raise with Mr. O’Flinn and maybe others, what it does is
substitute for a set of irrational rules in the marketplace some uni-
form national rules. I think, Mr. O’Flinn, this is one of the points
you are making in your testimony.

One of the things that unites many of the people here is the
ERISA issue. I think most of us have opposed State by State waiv-
~er of ERISA. I know Mr. Sweeney has and many of the AFL-CIO
- people have as businesses. The net result is, if I understand—you
can correct me, Mr. O’Flinn if I am wrong—we need rules for how
we buy, which is the issue of alliances and coops; is that correct?
We need national rules not State by State rules.

Mr. O’FLINN. That is absolutely correct, Senator.

Senator DURENBERGER. And that we need national rules as to
what it is that we buy—insurance rules, insurance pricing rules.

Mr. O’FLINN. There are gaps in the regulation of health care and
they should be corrected. We would like to see them corrected at
the national level. This is an industrf' in interstate commerce. The
supply side is organized across State lines.

Senator DURENBERGER. And then we ought to agree on what the
rules are for accountable health plans as the President has pro-
posed to us so we have national rules; is that correct?

Mr. O’FLINN. That is correct,sir.

Senator DURENBERGER. And we ought to agree on how to design
a basic benefit, some instrument at the national level so there is
a basic way for everyone to compare these products that they buy.

Do you agree with that?
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Mr. O'FLINN. We would like to see product rationalization. We
would like to see rules that make it easier for people to buy health
insurance anywhere in the United States.

The CHAIRMAN. Mr. O’Flinn, we try to keep a lexicon going here.
P11 ’uct rationalization. That does not come across.

Mr. O’FLINN. I am sorry.

The CHAIRMAN. I know you know what you mean, but I am not
sure I do.

Senator DURENBERGER. Thank you, Mr. Chairman.

Mr. O’FLINN. I apologize, Mr. Chairman, and to the members of
the committee for using trade lingo. In plain English, we think that
people ought to be able to buy health insurance without worrying
about reading the fine print of the policy in Ohio or Delaware or
Maryland.

They ought to know, have some confidence, about what the level
of coverage is that they are buying wherever they buy it. That, to
us, as Senator Durenberger is implying, means Federal regulation
from coast to coast.

Senator DURENBERGER. Mr. O’Flinn, also on the flip side of that,
would that imply that we need to eliminate the authority currently
being exercised by the States to prescribe specific benefits in health
plans, to prescribe State-by-State in different States what providers
are going to be covered to restrict entry of certain providers into
a marketplace, such as prohibitions against for profit provides,
anti-trust rules, medical liability rules.

Would it be your argument then that, let us say, taxes on health
plans, taxes on health products, would it be your argument that we
ought to eliminate State-by-State rules on this product that we bu
and substitute for that a uniform set of national rules by which all
the markets can play?

Mr. OFLINN. That is ERIC’s position, Senator. We think you
have outlined the reasons for it very well. In order for péople to
react properly in a market that we would like to see properly bal-
anced between suppliers and purchasers, they have to know what
they are buying and they have to be fully informed. Things have
to be a lot simpler than they are now in order to do that.

Senator DURENBERGER. Now if we do all this, I want to ask Ms.
Blakeley and Mr. Brennan a question. We still have not dealt with
the issue of universal coverage. If in the first step of universal cov-
erage we do what all of these bills imply and that is, we address
the problem of low income access, if in fact we were to provide a
direct public subsidy as President Bush had recommended, Presi-
dent Clinton is recommending, direct public subsidy for health plan
premiums so that up to 100 percent of poverty are premiums fully
paid on a basic benefit plan and from 100 percent to 240 percent
of poverty the amount declines.

If everyone who came to work in a retail establishment, Mr.
Brennan, came with an entitlement to a Federal subsidy for that
premium up to 240 percent of poverty or whatever it is, do you not
think even under the current voluntary system in which retail in-
dustry is paying 77 percent of the premiums already, manufactur-
ing paying 93 percent, do you not think almost every employer in
America would be able to pick up the difference or some part of the

‘ difference?
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Mr. BRENNAN. Well, I think the issue here that you are getting
at, at least my issue, is voluntary and competitive. The answer is
that some sort of subsidy is necessary. The issue is that if it is a
mandate program and it is fixed at a high level, in fact, it has a
base and it can only go up, it does not work.

So the answer is yes, recognizing that we maintain a competitive
environment. Because what is ha})pening today in health care, as
you well know from the State of Minnesota, is that competition
worked. Businesses work together on a voluntary basis and work
with the health care providers and that is why you made that sys-
tem work in Minnesota.

I think that is a model. But it is only a model if you are not
working under a mandate.

. Stgnarfor DURENBERGER. I wonder if Ms. Blakeley might respond
o that?

The CHAIRMAN. Of course. Ms. Blakeley and then I think Mr.
Pollack asked if he could comment.

Ms. BLAKELEY. There is another issue here on the mandate. Yes,
I agree a lot of businesses would do that. But you cannot, if you
mandate a business you have some businesses that are more ma-
ture and can assume some of those things. But what you are doing
is setting an arbitrary limit that says because you are not a mature
business and you do not have cash reserves, we are going to put
X percent of you out of business.

Those people are not working now. What you have done is, you
have compounded the problem. One of the things about these
charts that I do not think they take into account is it does not have
job loss on here. All you are seeing is health care premium.

One of the things on an employer mandate, and every study that
I have seen says there will be job loss. So that is an issue that you
have to deal with. I agree with what' you say 100 percent. You can-
not mandate it. Allow business to do business.

The CHAIRMAN. Mr. Pollack, briefly.

Mr. PoLLACK. Yes. Senator Durenberger said earlier that he dis-
missed the cost impact of the charts by saying—if we lower the
benefit package, the burden is lowered. Of course, that is true.

However, you should not take much comfort from that because
we have tried to do that. Let me give you an illustration of that
using the architecture of the bill that you have cosponsored. You
will find this in Chart 4.

Senator DURENBERGER. Tell us which bill, because I am on——

Mr. PoLLACK. Pardon me?

Senator DURENBERGER. Tell us which bill because I am on two

of them.
Mr. PoLLACK. That is true. I am now referring to the Cooper-

Breaux-Durenberger bill.

If you do not mind, Senator, if I could just ask you to refer to
Table 4 on page 7, you will see that what we tried to do here is
to take a look at a different benefit package or a different premium
that you subsidize.

For your bill we looked at one that is 15 percent lower, because
under the bill that you and Senator Breaux have cosponsored, you
would subsidize the lowest-priced plan as opposed to the average
plan as the Health Security Act does.



72

So here, instead of trying to come up with a plan of $5,565, we
looked at a premium cost of $4,730. And even with that 15 percent
reduction, at 200 percent of poverty the burden for family would be
16 percent of income or approximately 2 months of pre-tax wages.

So while you are absolutely right, Senator, in saying that we
could reduce the burden for everybody by lowering the benefit
];;?c}l:age, still when you do that the burden would be much too

igh.
I want to add one last point. When you reduce the benefit pack-
age, what you are reducing in costs in the front end through-: pre-
miums you are adding in the back end in deductibles and
copayments and uncovered services. That is not really doing a favor
to most families.

The CHAIRMAN. Thank you, Mr. Pollack.
I guess I want to point out though that at an annual income of

$30,000, persons are very much in the median range of family in-
comes. And if they spend about what we now spend on health care,
as a percentage, 16 percent of GDP, is close to the average national
expenditure on health.

Mr. Sweeney?

Mr. SWEENEY. Just a quick point, Mr. Chairman.

Senator Durenberger mentioned the Kaiser situation. While it is
true that Kaiser has cut the premiums for CalPERS, it is also true
that Kaiser has raised the premiums for the City of San Francisco.
We have heard some examples today of cost reductions. These are
mostly cost shifting rather than cost reductions. We are seeing a
number of situations where employers might be reducing their
costs, but workers are being forced to pick up more of the costs in
terms of additional premium payments and cost sharing.

The CHAIRMAN. A fair point I think.

Senator Pryor?
Senator PRYOR. Yes, sir. Thank you, Mr. Chairman. Mr. Chair-

man, I am going to make this morning—I will ask a question or
two if I might, but I am going to first make a plea. I am going to
make a plea to this panel and all of the people who come before
the committee who are involved in trying to work out some kind
of health care reform package that we can all support and live with
and be proud of, I am going to make a plea for something I call
rhetorical temperance.

For example, I think that Mr. Brennan, when he cites in his
press release that Congress in 1965 said Medicare would cost $9
billion by 1991, and the actual cost is really $100 billion. I think
Mr. Brennan—I am not chastising you—but I think all of us ought
to back away from some of these types of statements like this un-
less we tell the full story.

It is very important zl{at we put things in context and in perspec-
tive. I think truly that some of these are out of perspective. I think
we can temper our rhetoric some. We can cite, for example, your
company, Montgomery Ward. If we had a 1965 Montgomery Ward
catalog here with us today, we could look at the price of a wheel-
barrow, in 1965 as compared with today, or the price of a pair of
shoes, a suit of clothes or what have you. We would see perhaps
the same escalation costs that we have seen in some of these pro-

grams.



73

We do our very best here to project what we think programs will
cost. But all of the additions, the escalation of utilization of physi-
cians, of hospitals, of prescription drugs, et cetera, it is not just our
fault that we missed.

Mr. BRENNAN. I understand that. But I would also say to you
that we all do project. We run businesses, we run government, and
the predictability in government entitlement programs relative to
the results is quite substantially different. I understand what you
are saying.

Senator PRYOR. I grew up in a small town in Southern Arkansas,
almost in Louisiana, just a few miles north, and my father was a
local Chevrolet dealer. I remember so well in the late 1940’s, my
dad got all four children together and he said, you children are
going to live long enough to see a Chevrolet automobile cost $2,000.
He said you are going to live that long to see that.

Well, that was a projection of sorts. [Laughter.]

Mr. BRENNAN. And he was right. [Laughter.]

Senator PRYOR. Things do not stay the same and I think all of
us ought to realize this. The factors that come into play in increas-
ing a program or decreasing a program should be all laid out.

Mr. BRENNAN. I think really you have hit my point right on the
head, because what I am really saying is, before we put in a new
entitlement program, let us understand the elements of cost and
revenue and let us deal with those. So I think we are in agreement.

Senator PRYOR. All right.

Mr. BRENNAN. Thank you.
Senator PRYOR. Now, my question is to Ms. Blakeley. I would

like to say, Ms. Blakeley, 1 think there ought to be a special place
in heaven reserved for those who operate a small business today.
I applaud you and your 25 employees.
ou stated a moment ago in your testimony that if the Clinton
lan actually becomes law, your costs are going to increase by
37,000.

Ms. BLAKELEY. Yes, that is correct.

Senator PRYOR. Now, what happens if we do nothing? What will
your costs be?

Ms. BLAKELEY. If nothing else is done, our average increase over
the last 5 years has been between 2.5 and 3.0 percent per year.

Senator PRYOR. Now, with that increase, are you lowering bene-
fits or is the insurance company lowering benefits for the em-
ployee?

Ms. BLAKELEY. No, Senator. We have always increased our bene-
fits as soon as we could.

Senator PRYOR. Those particular policies, can they be cancelled
against your employees?

Ms. BLAKELEY. No. Under our group plan any employee in my
company is accepted. Is that what you mean?

Senator PRYOR. What about a pre-existing illness?

Ms. BLAKELEY. Pre-existing conditions, I do not have a pre-exist-
ing condition clause on my policy.

Senator PRYOR. I see.

Ms. BLAKELEY. You have a probationary period.

Senator PRYOR. I see. I saw a gentleman the other day. He oper-
ates a barber shop and has two barbers in his shop. Every month
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his premium is $402 a month. He had a prostate procedure back
in December. He came out of it in very gooc{) shape.

Last week they cancelled his insurance. He has nothing. He is
56 years of age and he has nothing. These are the kind of things
that I think we are trying to address here. We are not talking
about someone who does not want to pay their insurance.

Ms. BLAKELEY. That is correct.

Senator PRYOR. We certainly are not talking about small busi-
ness people who prefer not to insure their employees.

Ms. BLAKELEY. My situation is a little different from mostly truly
small companies. I have been very, very fortunate and my company
is a little more mature than a lot of small companies. There are
a number of issues on insurance reform for small business. We
have enacted a lot of them in Florida on small business reform that
I have not heard anybody in a number of plans that disagree with
those things that you are talking about—portability of coverage
and pre-existing conditions.

Senator PRYOR. Thank you, Mr. Chairman.

The CHAIRMAN. Right. I think if there is anything the panel will
want to know that this committee agrees on is that we are going
to take the name of that insurance company in Arkansas. Enough

of that. Just enough of that.
Senator PRYOR. This is not an Arkansas insurance company.

[Laughter.]
The CHAIRMAN. I am sorry. I am sorry. We will take the name
of that company. But no more of that.

Senator Dole?
Senator DOLE. I think the question has been covered by Senator

Durenberger, but Senator Packwood, who could not be here asked

me to ask a question.
The CHAIRMAN. Please. We explained that he has to be in the

Commerce Committee.

Senator DOLE. Right. I think it was covered well enough by Mr.
O’Flinn. But I think Packwood’s question was, how critical is the
maintenance of ERISA to the survival of your self-insured plans.
I think it is pretty obvious. You say it is.

Mr. O'FLINN. Yes. I do not want to repeat the conversation and
take up time that we might be discussing other subjects. But we
happen to think it is critical to the concerns that have been ex-
pressed since we had the conversation about controlling the costs.

When you have a State that finds itself in the position of having
to expand coverage and finds itself in the position of having to pro-
tect the right of pharmacies to continue their 30 percent a year in-
crease in drug costs that we have seen over recent years, and to
stymie a program to lower the costs of drugs by offering to selected

harmacies great volume in exchange for lower costs, and then you
Kave a State law come along and say you have to offer the same
deal to all pharmacies, which kills the economics of the entire
transaction and makes lowering costs impossible, it is time to rec-
ognize that this State or Federal issue goes right to the heart of
health care reform in our view.

Senator DOLE. Right. But the Governors have a different view on
ERISA. But that is why I think we need to make the point.

The CHAIRMAN. We have to deal with this.
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Senator DOLE. Right.

Mr. BRENNAN. Senator, the issue is not just real costs as dis-
cussed. The administrative costs would be a nightmare. We operate
in 42 States. We transfer employees across the States and adminis-
tratively it would be unbearable.

Senator DOLE. Ms. Blakeley?

‘Ms. BLAKELEY. Another comment on ERISA, just a separate
viewpoint, State viewpoint. What happens particularly in the State
Governments is the States are paying for a Medicaid portion—I
know we do in Florida—with a tax on policies which are primarily
small business policies.

Those policies also have all the mandates of lots of different cov-
erages. What happens is, ERISA plans are exempted from those
taxes. Not only do we have additional costs in small business plans
on a State level, but we have those additional taxes that the big
companies are exempted from. So it is even more regressive for
small companies.

Senator DOLE. I noted today in the Wall Street Journal that the
Small Business Council says that in their view there is no sense
in beating a dead horse, and this is of one small business group
that has been supporting the President’s plan. They also reject the
Chafee plan, sometimes referred to as the Chafee-Dole plan. But in

this article——[Laughter.]
Senator CHAFEE. 1 always know how the plan is doing the way

Senator Dole describes it. [Laughter.]

If it is riding high, it is the Dole-Chafee plan. [Laughter.]

Senator DOLE. And they also reject the Durenberger-Breaux
plan. [Laughter.]

Which leaves me to believe that there will still be another plan.
I think that is what they have decided, not to get too technical.

But getting back to small business, as I look at the information
I receive which certainly covers every State, I think, on that side
the aisle with the exception of the Chairman and most of the
States on this side the aisle.

I think it has been projected that 3,717,500 employers would
have higher payroll expenses under the proposed employer man-
date. That is 74 percent. You only have 5 million. You know, that
is a real problem.

We can talk about employer mandates and have charts that may
or may not be accurate, but I think we have to deal with that. I
am not certain there are votes for employer mandates or individual
mandates. If all the mandates go out the window, we have to find
some way to have this goal of universal coverage. This Ms.
Blakeley and Mr. Brennan sort of made that point.

Mr. Brennan, if they reduce from 80/20 to 50/50, would that
make a difference?

Mr. BRENNAN. Well, any reduction in the percentage would make
a difference. There is no question about that. The question is, what
really is affordable, both for small business and low-income employ-
ers.

Senator DOLE. But you are opposed to it in any event?

Mr. BRENNAN. Welf,, my point is that we ought to deal with the
jssues individually rather than an overall mandate. But really I
represent both small and large business in the NRF, National Re-
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tail Federation, and there is a similar impact on low-income large
companies as well as small companies.

Senator DOLE. Do you have charts .on how many with three or
fewer employees in each State? Do vou have it broken down?

Ms. BLAKELEY. In my written statement there is a chart that
breaks down just percent of firms offering health insurance by size.
But it only goes down as low as-—well, fewer than five.

Senator DOLE. I think I am correct. In the State of Kansas 80
percent of our employers have fewer than 10 employees. But I do
not know what percent have fewer than five employees or four or
three. But it is pretty much as Senator Pryor indicated, there are
a lot of small business.

Ms. BLAKELEY. This is sornething very fundamental. If you man-
date small business at any level and, you know, the arbitrary num-
bers as far as who pays what portion, that money is coming out of
that small business. It will impact jobs. It has no choice. It has no
choice but to impact jobs. ~

The CHAIRMAN. I think we want to get those numbers from the
Department of Commerce if we can.

Senator DOLE. And [ want to ask Mr. Brennan too the 7.9 per-
cent cap on payroll is not low enough in your opinion. When you
limit it to 5 percent or 3 percent, does that make a difference?

Mr. BRENNAN. Well, first of all I would mention the 7.9 percent
cap as proposed in the plan does not phase in for 6 to 8 years. So
we have a period of time before we even deal with that.

Having said that, the lower the amount, the more workable it is.
Our contribution is at about a 5 percent level right now.

Ms. BLAKELEY. Senator, I was just handed, 60 percent of busi-
nesses in the United States have fewer than five employees—60
percent of all businesses.

Senator DOLE. I would like to ask Mr. Sweeney, do you have any
estimate on the value of the average annual health insurance bene-
fit plan to reach AFL-CIO member?

Mr. SWEENEY. I am not sure of the average, Senator. But I would
say that for family coverage it is probably in the range of $4,000.

Senator DoLE. $4,000 for a family of four. Now as I understand
it, in the Presicient’s plan there are some groups based on existing
contracts where labor would not be affected £r 10 years; is that

correct?

Mr. SWEENEY. Yes.
Senator DOLE. Then even after 10 years you would only be af-

fected by any increase in supplemental benefits.

Mr. SWEENEY. The additional benefits.

Senator DOLE. So it does not really posc any problem for you?

Mr. SWEENEY. No. It is, we think, a very fair way of covering the
existing health coverage. [Laughter.]

Senator DOLE. I think it is very shrewdly crafted politically, but
I am not certain how that might affect people who are not union
members or employers who do not have unions, and most do not
have. But I can understand why you are so strong in support of the
Clinton bill. I mean, it does not do anything.

If it did not do anything else to anybody else in America, there
would be more support for it. [Laughter.]

Senator DOLE. Mr. Brennan?
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Mr. BRENNAN. Senator, there is a matter of economics that I dis-
cussed before you came today. That is that the average retail em-
ployee produces about $1,765 in earnings to a corporation, where
the average manufacturing employee contributes about $6,500. So
the ratio is about 3.7 to 1.0.

As you begin to shift those costs into a low income industry, you
have a major impact on jobs because we simply cannot afford it.
In our case, it would more than double our health care costs.

The CHAIRMAN. That surely reflects return on capital.

Mr. BRENNAN. That is comprehended. I am talking about earn-
ings. If you have no earnings, you have no return on capital.

The CHAIRMAN. Right.

Mr. BRENNAN. Yes, sir.
Senator DOLE. I want the record to reflect that I agree with Mr.

Sweeney that they may have good benefit packages. But a lot of it
is coming out of wages and I think that contradicts what Mr. Pol-
lack had to say,at least in his charts.

But I was told today by someone in one of the major auto compa-
nies that in Michigan that the man who is, say, working for Ford
Motor Company, his wife is working for some school district, she
gets a cash bonus to use the Ford Motor Company plan. So it must
be a pretty good plan. But it costs a lot. It costs a lot. It costs the
company a lot, which means it costs the workers a lot in I assume
lost wages. So there are going to be lost wages and there are going
to be lost jobs.

We have Pizza Hut headquartered in our State. They have
185,000 part-time employees. I do not know how many are covered
by their parents. I am not sure about the usual number of part-
time workers in all the retail areas.

Mr. BRENNAN. It is about 50 percent.

Senator DOLE. Yes. So it makes it a big, big question. I would
like to have all the numbers. You started to give us the description
of the 38 million uninsured, because it has always been a figure
that people throw around without even trying to break it down. I
assume that——

er:. BRENNAN. Well, I am using the same numbers that everyone
else is.

Senator DOLE. Right.

Mr. BRENNAN. And then in terms of breaking that down, I was
addressing the portability, pre-cxisting conditions and attempting
to lay out what I believe needs to be addressed before we move for-
ward aggressively with a mandate.

What I mentioned was that in terms of portability, portability is
a huge number. It is anywhere from 25 to 30 percent of those unin-
sured are in the portability category. If we addressed that, we have
already taken a large portion of a major problem and dealt with
it. We then go to pre-existing conditions. We then go to the self-
employed who do not get the deductions that corporations get and
you begin to build this hierarchy, you begin to understand where
the costs are and look at revenue and costs and determine how you
address it.

In my view, that is the most intelligent way to approach it.

Senator DOLE. Well, you could take care of some of the rest of

it with either vouchers or-——
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Mr. BRENNAN. Then you deal with the cost side of it.

Senator DOLE.—<credits or whatever.

Mr. BRENNAN. That is correct.

Senator DOLE. To take care of other people not covered. I do not
have any additional questions.

The CHAIRMAN. Thank you.
I would like to make a point, that the AFL-CIO has come before

this committee and this Congress for more than a century now
speaking not only with the interest of union members but indeed,
the public at large. That is what John Sweeney is here to do.

Let us poll this panel. Non-portability, pre-existing conditions.
Do you agree that we should get rid of them? Is there anyone that
thinks otherwise?

Mr. BRENNAN. No. That should be dealt with absolutely.

Ms. BLAKELEY. We should definitely deal with them.

The CHAIRMAN. We would like to hear you say something on the
record so we get it. Blakeley votes aye.

s. BLAKELEY. Aye.

Senator CHAFEE. Well, she wants portability, not get rid of it.

The CHAIRMAN. The problem is to resolve those problems.

Ms. BLAKELEY. Yes.

The CHAIRMAN. Brennan votes aye.

Mr. BRENNAN. I agree with that.

The CHAIRMAN, O’Flinn votes?

Mr. O'FLINN. Aye. May I say aye with a comment, Mr. Chair-
man? [Laughter.]

Senator DoLE. We are not allowed to do that.

The CHAIRMAN. No, we do not do that here. [Laughter.]

Mr. O’FLINN. I want to say it is a firm aye.

Mr. Pollack?

Mr. POLLACK. Aye. .

The CHAIRMAN. And Mr. Sweeney?

Mr. SWEENEY. Aye.

The CHAIRMAN. Now there you are. How is that for harmony?
See wh::t you have done, Bob Dole.

Senator DOLE. Good work.

The CHAIRMAN. See what you have done.

Senator DOLE. We will pass that out today.

The CHAIRMAN. Senator Breaux, you are next.

Mr. SWEENEY. Can we take up the rest of the issues?

Senator BREAUX. Thank you, Mr. Chairman.

When I look at the ;"I see good news and bad news. The
good news under the Health Security Act is that the percentage of
income that an individual would pay for their insurance is only 3.9
percent of their income. The bad news is, they may not have any
income.

I think that point was made today. The employer mandate in
some areas is going to clearly result in loss of jobs. So it does not
matter that you are only going to pay 3.9 percent of your income
if you have no income. I think that really is something that this
committee needs to look at.

The other point is that this chart does not show, for instance
under Cooper Breaux, that that premium is 100 percent deductible.
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To the family, if it is within the tax cap. So the chart, I think you
can look at it in a number of different ways, and it is not accurate.

Let me ask, Mr. Brennan, your company, Montgomery Wards,
has insurance for all of your employees. You compete against a
number of smaller retailers in the country who do not have insur-
ance for their employees. Why would you not be for an employer
mandate?

It is clear that your premiums probably cost you a little higher
because of all those competitors who do not provide insurance for
their employees and they have a competitive advantage over you.
But it would seem that you would be requiring all of your competi-
tors to do what you do already.

t' Mr. BRENNAN. There are many other factors in terms of competi-
ion.

Senator BREAUX. I understand that. But this is one. Why would
you not be interested in eliminating that?

Mr. BRENNAN. Well, first of all, to go back to my point earlier,
I think that solving a problem like this with a mandate is tanta-
mount to disaster. I think that we have to look at the economics
of what it costs us to run our business, what our income is and how
we can support our employees in terms of health care.

I think that to take a plan such as the Clinton plan, which is
basically a rich plan and impose that across all businesses destroys
the economics of business. So I am more concerned about how we
deal with that issue than I am concerned about the small retailer
versus the large retailer because I think that is the core issue here,
even beyond the retail industry. ‘

If we decide we take a Cadillac plan and we cross all businesses
with that plan, then we are all going to be hurt and our number
to your point earlier is anywhere from up to 500,000 to a million
jobs—20 million employees in the industry and 5 percent is one
million jobs. That is a major impact on the industry.

Senator BREAUX. I have no problems philosophically with a man-
date if we get something for it. I am concerned that the negative
factors outweigh the positive in the sense that what you are saying
is that I have always felt we ought to reform the system before we
start mandating it.

Mr. BRENNAN. Exactly.
Senator BREAUX. If we get the reforms in, let us see what else

needs to be done after the reforms are in place. You say that imple-
mentation of an employer mandate would cause a massive disrup-
tion to the retail industry. As studies have estimated, up to one
million jobs would be lost under an employer mandate. And for
those people who lost their jobs thé 3.9 percent of their income does
“not mean a lot for them if they do not have a job.

Mr. BRENNAN. That is exactly right. It is 3.9 percent of nothing.
And the issue really is jobs.

Senator BREAUX. Let me ask you, Mr. O’Flinn, I think was it you
who indicated that the point of ERIC’s proposed framework for re-
form is a modified individual mandate to be accompanied by in-
come-based subsidies? When you talk about a modified individual
mandate, what are you talking about? Would you describe that for

us?
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Mr. O'FLINN. Senator, we think that in order to cover the unin-
sured population, 60 percent of which is less than 30 years old, you
are going to have to resort to individual mandates because it is not
merely a question of affordability.

You correctly pointed out that the percentages that Mr. Pollack
describes, premium over total compensation, do not amount to
much if you can improve them, but you lose your compensation or
as Senator Chafee pointed out, if the denominator moves, too, the
cost stays the same.

We pay 80 percent in our organizations, in most organizations,
and we have a terrible problem in getting the people under 30 to
buy what is offered to them, because the issue is more than afford-
ability. These people do not generate claims equal to a community
rated premium.

Senator BREAUX. So I guess what you are saying is, our plan
tries to make it attractive—we try to do the insurance reforms, we
try to do the purchasing cooperatives, we try to do a comprehensive
plan. We try to do all things to make it more attractive for an indi-
vidual to be able to afford to buy and want to buy. But you are say-
ing that even with that you would probably have to have some type
of an individual mandate?

Mr. O’'FLINN. That is our experience. Our experience is that indi-
vidual coverage at my company costs $18 a month.

Senator BREAUX. Why is that better than an employer mandate
then in your opinion?

Mr. O’'FLINN. The employer mandate does not work to achieve
universal coverage because it is beyond a question of affordability.
The question of affordability I think you have addressed. But our
point would be that if you truly want to achieve universal coverage,
you must have an individual mandate because people who are less
than age 30, particularly people in the heaviest uninsured category,
which is I think 20 to 24, do not, believe there is justice in a com-
munity rated premium for them.

And frankly, I have a hard time arguing with that. Typically, the
younger people generate the profit for the plan to pay the claims
for the older people. So if you want them in the plan, you are going
to have to mandate them in the plan.

The CHAIRMAN. But, Mr. O’Flinn, one of the rules of the U.S.
Senate is never to trust anybody under 30. [Laughter.]

Senator BREAUX. Thank you, Mr. Chairman.

The CHAIRMAN. Thank you, Senator Breaux.

Senator Rockefeller?

Senator ROCKEFELLER. Thank you, Mr. Chairman, very much.

Mr. O’Flinn, I am interested in what you say. And, of course,
people under 30 think they are going to live forever and they do
not sece why they should get health insurance.

But then an 18 year old graduates from high school, has a little
bit too much to drink and runs into a tree and is a paraplegic for
the rest of their life. Then health insurance becomes a little bit
more meaningful. Or two wonderful young people get married and
have a kid and then some diabetes comes from somewhere in the
family and all of a sudden insurance becomes a different matter.

I think listening to what Senator Dole is saying and having just
listened to the conversation in the Senate as well as the conversa-
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tion in this committee, is that we really do want universality of
coverage. The Chairman wants it. The committee wants it. That is
the talk that you hear that is building as we get closer to making
a decision.

And each week that goes by, what people say becomes more im-
portant. We are coming out from behind our pulpits, a little bit
from behind our theologies, our ideologics so to speak.

We are going to end up with universal coverage. That is some-
thing we can be very proud of. We are moving in that direction. I
really believe that. I think you have asserted that whether it is an
individual mandate as in the Chafee plan or the corporate mandate
which is in the President’s plan, one way or another we have to
find a way to get everybody covered.

Universal coverage is important for a very good reason—that
health insurance brings peace of mind and it adds a great deal to
the quality of life.

Now I will ask a question of Ms. Blakeley and Mr. Brennan. I
want to make a point. There is a lot of anecdotal studies that show
that 3 million people are going to be thrown out of work or 1 mil-
lion people are going to be thrown out of work.

After the Pepper Commission ended, I started a nonprofit cor-
poration called the Alliance for Health Reform. We have had a se-
ries of hearings on what would be the employment effect of the
mandate.

We have had studies. The woman who did the study that said
there would be a loss of 3 million jobs could not come to the hear-
ing because she was sick. But what was obvious in that report was
that none of the aspects of the Clinton health plan were in the
study-——none of the subsidies—nothing. It was just as if you made
up something.

And, in fact, our panelists—we had one from MIT who was lib-
eral; and we had one from EBRI, which is the Employece Benefits
Research Institute who was neutral; and one from the University
of Alabama study who was conservative.

They all agreed that job loss through a mandate was a wash.
They all agreed. They were surprised to agree. It was a wash and
it ought to be dismissed as a significant factor in this debate.

Ms. Blakeley, you have health insurance, do you not?

Ms. BLAKELEY. Yes.

Senator ROCKEFELLER. And, Mr. Brennan, you have health insur-
ance?

Mr. BRENNAN. Correct.

Senator ROCKEFELLER. [ want you to explain to me why health

insurance is important to each of you individually and to your fam-
ilies. It is a personal question, give me a personal answer.

Mr. BRENNAN. I would like to respond to one comment you made
earlier if I can though, on the anecdotal information. There is a lot
of it around today, obviously. But I would like to give you some em-
pirical evidence of what has to be done.

Senator ROCKEFELLER. Could you answer my question first and

then give me that?
Answer my question and let Ms. Blakeley answer it, then you

can come back.
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Mr. BRENNAN. All right, I will answer the question. But I would
like to come back to my other point if I may. I think that the point
that you made is an accurate point by far, that peace of mind is
very important to all of us. I think that we need to understand we
have coverage if we have a problem and I think that is a very sig-
nificant issue to our employee base and that of the entire country.

I think at the same time there is a way to get at that and deal
with it, other than the mandate.

Senator ROCKEFELLER. But you do think that everybody having
health insurance is an important goal for this committee and for
this Congress and for this country?

Mr. BRENNAN. I think that everyone should have access to health

care coverage.
Senator ROCKEFELLER. And everybody should have health care

coverage?
Mr. BRENNAN. I said everyone should have access to health care

coverage.
Senator ROCKEFELLER. But there is a big difference there. You
know, a poor person has access to it.
Mr. BRENNAN. I understand that. But I also understand that we

have to get there in a logical way.
Senator ROCKEFELLER. Yes. But still you would like to see every-

body having health care?

Mr. BRENNAN. It would be my desire to provide health care cov-
erage for all of our associates. That is correct.

Senator ROCKEFELLER. Ms. Blakeley, why is health insurance im-
portant to you?

Ms. BLAKELEY. I provide health insurance. It is a business deci-
sion for me. I provide health insurance for my employees because
I feel it gives me a competitive advantage over people that do not,
because I can attract the right people. It is well worth the invest-
ment because I have happy, motivated people who want to stay at
work for my company.

I invest a lot in the training in people that do my kind of work.
We do very unusual work and we invest a lot in training. So I con-
sider it very important from my business perspective. But I do not
try to prejudge—— L ,

Senator ROCKEFELLER. You mean from your personal perspective,
too. Right?

Ms. BLAKELEY. Absolutely. Sure. I am a small business owner.
I do not do personal very often. I do business. You know, you kind
of-—[Laughter.]

When you have a small company, you live, eat and breathe it.

Senator ROCKEFELLER. But is it not also true when you have a
small company that the people that you are likely to employ—I do
not know where you come from, if you come from a State like I do,
or Senator Daschle or Senator Breaux, you are likely to know all
of the people in your company anyway. They are your neighbors.
They are your friends. They are your relatives. You are likely to
know them. So you have a more intimate relationship with them
in the work place as well as in the community than in Xerox or
in IBM.

Ms. BLAKELEY. Absolutely and I am very fortunate. Today I can
provide a very good health care package for my people. When I first
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started my company though, I had a very inexpensive basic polic
because that is all I could afford. But those pecople were empE;ye .
They were working. And they were investing as well as 1 was in
the growth of my company. And luckily, I made more right deci-
sions than wrong decisions. So we grew.

I have been very fortunate. If that mandate had come into place
10 years ago, I would not be in business today because I did not
have the cash to carry it. There is no way it would have worked.
So this is why I keep going back to the mandate issue.

My company will survive a mandate because it is old enough and
I have enough cash reserves. I would survive that, even the addi-
tional cost. It would impact us because you cannot—when you are
small business—think about this for a minute—and if you have an
unexpected expense, particularly a—take two businesses, OK.

One right beside each other that had an exact same amount of
revenue. They have the exact same number of employees. One of
them is 1 year old and one of them is 10 years old. That one 1-
year-old is still putting in for plant and equipment, is still out
there scrambling trying to get a reputation made, spending money
on different types of things.

That 1 year old company most likely will not survive that man-
date because they do not have the cash to survive that. The older
company probably could. What fascinates me is when, I do not un-
derstand where you say the job loss is a wash. How can you have
a wash in job loss? You have companies who are going to go out
of business and you are going to have people out of work. Where
are these new wash-out jobs coming from?

Senator ROCKEFELLER. Well, just to answer your question, there
would be 850,000 new jobs in home health care alone.

Ms. BLAKELEY. So you are going to lose jobs in existing small
businesses to create health care jobs?

Senator ROCKEFELLER. No, that is just one of the effects. Today
there are a lot of small businesses that go out of business, right?
Because of the cost of health insurance or because of the competi-
tion or because of the normal economic climate businesses go out
of business because of a variety of reasons.

Ms. BLAKELEY. Yes.

Mr. POLLACK. And, Senator, because some businesses are now
picking up the costs for those businesses that do not provide cov-
erage, they will save that cost when everyone is insured. That will
help them create jobs.

Senator ROCKEFELLER. Yes, about $12 billion.

Mr. SWEENEY. We have had these discussions on the loss of jobs
in other hearings, mostly focused on the increase in minimum
v&;‘gg% And study after study has shown that there has been no loss
of jobs.

With regards to health care, the State of Hawaii imposed an em-
gloyer mandate in 19741 believe. Since then employment in the

tate has increased substantially over the past several years.

The CHAIRMAN. I think the point is that with the cost shifting,
that we now have, there are is room to increase and profitabilit
of existing firms goes up, so employment is very likely to expand.
I simply make the point, without knowing the net effect on employ-

ment.
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Mr. Brennan, just a brief comment and then Senator Danforth.

Mr. BRENNAN. Okay. The point I would make on minimum wage,
that a 50-percent increase in minimum wage is substantially dif-
ferent than the doubling of health care costs. I would also say to
you that if you take the retail industry, if people in this room put
their hand up and said whoever worked in the retail industry, it
is a port of entry and it is a safety net for people between jobs.

I think you have to look again at the employment and the eco-
nomics. Thank you.

The CHAIRMAN. A fair point.

Senator Rockefeller?

Senator ROCKEFELLER. No, sir. My time is up. I thank you for
your generosity, sir.

The CHAIRMAN. Senator Danforth?

Senator DANFORTH. I think that the employer mandate is a dead
issue. I just do not think there is any chance at all that we are
going to put enough votes together to pass an employer mandate.
But I would like to address the question at the risk of maybe beat-
ing a dead horse.

My understanding of the panel that appeared before the Alliance
for Health Reform is that there would be at least for a time a dis-
ruption in employment, in jobs. And there would have to be, it
would seem to me. It would not be just a smooth transition. There
would have to be a disruption if we placed a new and very signifi-
cant economic mandate on employers.

But I want to get to the longer term because in the longer term
I think most people say, well, employers do not pay taxes somebody
else does, corporations and——

The CHAIRMAN. Employers do not pay health care costs. !

Senator DANFORTH. Or taxes when we have taxes or mandates
or whatever, that it does over at least some time work its way out
into the system. And the last panel—and I am sorry I had to be
on the floor of the Senate during the appearance of the last panel—
but it is my understanding that the testimony of the last panel was
that even if there were an employer mandate the effect of that
would be that about 88 percent of the cost would be passed on to
the employees in the form of reduced wages.

The CHAIRMAN. That was the number.

Senator DANFORTH. And the remainder in the form of increased
costs, increased prices. So that there is an adjustment that is
made, and the point being that people end up paying the cost.

So if it is an employer mandate, people end up paying the cost.
If it is an employee mandate, people end up paying the cost. Now,
our objective it seems to me is, that if people end up paying the
cost somehow we have to figure out how to mitigate that blow by
providing some sort of subsidy for people.

That is why 1 think an employee mandate, an individual man-
date, rather than employer mandate is a much better way of pro-
viding real assistance subsidizing real people. I also think it is a
better way of phasing in whatever we are going to do.

I mean, if we are concerned about the cost and we want to have
some sort of phase-in, it seems to me that the best way to do it
is to phase it in as a percentage of poverty so that lower income
people are subsidized and then if the program works out and the
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cost savings are there, then we subsidize higher income people and

_ we go on up.

But wherein am I wrong in this analysis? I mean, I do not under-
stand how we can effectively subsidize real people who are going
to pay the real cost of whatever we are going to do unless we have
the mandate going to real people and we assist real people in pay-
ing that cost.

If you have a program where 80 percent of the cost is paid by
employers, then we subsidize them on the basis of the size of the
employer or the economic health of the employer. There is a lot of
slippage between helping, let us say, small employers and large
employers who employ a large number of low-income people. I
mean it just does not seem to me to be something that worﬁs.

Furthermore, with respect to any incentives for-participating in
cost containment, if individuals—real living and breathing people
in charge of their own health—are the ones who are participating
in the program, it seems to me that there is a much greater incen-
tive for cost containment than if you have businesses being man-
dated up to 80 percent with a cap on how much they have to pay
and with the decisions basically being out of their hands.

So I do not understand either from a cost containment stand-
point or from a how do we help poor people standpoint how the em-
ployer mandate advances the cause at all.

Mr. POLLACK. Senator, may I respond to that? Everything you
said, with the exception of the first comment about the enactment
of an employer mandate being impossible, I would subscribe to
from a theoretical standpoint. I agree with you that an individual
énanl;iate does allow greater targeting of resources. It actually can

o that.

I agree with you that, theoretically, an individual mandate can
work. I do not think that is the issue. The concern I am trying to
raise is that if you go in that direction, then Congress has got to
step up to the plate with respect to adequate subsidies to make
that affordable for families and individuals.

I am suggesting to you, with all due deference to Senator Chafee
and the other approaches, that I do not believe the subsidy
schemes in the current proposals on an individual-based mandate
system would do the job because they leave far too much for indi-
viduals and families to pay out of pocket. That is the point of these
charts.

So it remains unaffordable for them. If, on the other hand, you
feel you can come up with the revenues to achieve that, we have
no argument whatsoever. My concern is that you may not come up
with those revenues.

Senator DANFORTH. Well, Mr. Pollack, my argument is-—and 1
am sorry to say I have not had an opportunity to study your
charts—but for whatever money we come up with, whatever we
come up with by way of subsidies, it is more efficient to subsidize
people than it is to subsidize organizations on some basis other
than the income level of people.

Mr. PoLLACK. I happen to agree with that. My concern is that
you are not going to come up with an adequate subsidization so
that the goal of universal coverage is not going to be met. If you
want to go that direction, bless you. Do it. But then come up with
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sufficient revenues to make sure that these kinds of burdens are
not going to be unaffordable burdens for individuals and families.

Senator ROCKEFELLER. Would the Senator yield?

Senator DANFORTH. Yes. I would like to hear from the panel, too.

Senator ROCKEFELLER. I am sorry.

Senator DANFORTH. But I would be happy to.

Mr. SWEENEY. If I may.

he CHAIRMAN. Well, can we just go across the panel? Mr.
Sweeney?

Mr. SWEENEY. Senator, we feel that with an individual mandate
more people would get left out of the system. The question is, what
do you do with the whole process that has developed with employ-
ment based health insurance now for those who do have it and how
do you enforce the individual mandate?

The CHAIRMAN. That is a perfectly fair proposition. Mr. O’Flinn?

Mr. O’FLINN. Senator, ERIC is in agreement with your position
that an individual mandate is the best route to universal coverage
because, again, our membership sponsors very good, among the
best benefit plans in the United States and we typically do pay
more than 80 percent of the coverage.

Our experience is that we have many of the same people who are
in the nation’s uncovered population in our uncovered population.
In other words, affordability does not equal universal coverage and
this is because of the fact that this group of young people who com-
prise 60 percent of the 38 million—about 11 million children under
the age of 18 and about 12 million between the age of 18 and 29,
this group perceives that they do not generate claims equal to a
community rated premium, and they are correct.

And it is a dilemma that we very much need the people in that
age category who are contributing to the system to continue to con-
tribute and yet we cannot do justice, so to speak, for the people
who are uncovered.

The only way to get that group of people to buy coverage is to
recognize that they have to participate in the system and mandate
it by law. The employer mandate will not only not achieve it, but
it will aggravate the inequity as Ms. Blakeley and her associates
in small businesses take their calculator out and add up their pre-
miums for their young population and realize that they are paying
n]mch more in premiums than their employees are generating in
claims.

They are going to ask, who is it that we are paying for, because
it is certainly not our employees. That is a terrible problem with-
the employer mandate. The unfortunate thing about universal cov-
erage as a goal is that I really wonder how many of those 38 mil-
lion people will thank you for that coverage.

T]he CHAIRMAN. Oh, Mr. O’Flinn, we know all about that. [Laugh-
ter.

Very few. Very few, sir.

Mr. Brennan?
Mr. BRENNAN. Well, Senator, I think I have made my point

enough times on employer mandates today. I think what troubles
me is, we discuss mandates, subsidies, carve outs, phase-ins. There
are all kinds of nomenclature around Washington on all these is-
sues. I guess I am back to ground zero in terms of examining
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where the costs are, where the needs are and then intelligently fol-
lowing that process.

The CHAIRMAN. Thank you.

Ms. Blakeley?

Ms. BLAKELEY. I am sure you know I am going wo agree with the
Senator’s comments. From what I understand NFIB has surveyed
this issue on individual mandates and they would not be opposed
by the majority of the membership of NFIB.

On a personal note, I agree with a lot of the statements made
is that an individual mandate would be a good thing. That is my
personal opinion. One of the other things it does, and this fas-
cinates me—no one has brought this up—so many people have the
idea that health care is free and you have a lot o aﬁuse of the sys-
tem.

I think we have created that by having health care provided.

The CHAIRMAN. We have heard a lot about that on a lot of other
occasions.

Ms. BLAKELEY. I am sure you have. But what that would do
though is bring people back into a little bit more self-responsibility.

hThe CHAIRMAN. genator Rockefeller, you wanted to ask some-
thing.

Senator ROCKEFELLER. Yes. Actually, and if Senator Danforth
does not mind also to share this with Ms. Blakeley. On the individ-
ual mandate, one of the concerns is that the family might take that
government-allowed tax credit money and not use it for health
care. They might use it for a pair of shoes that their kids need in
order to be able to go to school or if the side of the house was
knocked down by a tree and they had to get that repaired.

So under any individual mandate would the money be used for
health care and, in fact, would be set aside and only could be used
for health care?

Senator DANFORTH. Senator Chafee’s idea that I have latched
onto has a voucher. It could not be used for anything else.

Senator ROCKEFELLER. It could not be used for anything else.

Senator CHAFEE. I have one more question if I might. I am not
trying to interrupt this exchange, but when they are through.

The CHAIRMAN. Well, if you would please. Then the last word
from the Senator from Rhode Island. Are you finished?

Senator ROCKEFELLER. Go ahead.

The CHAIRMAN. Senator Chafee.
Senator CHAFEE. I would like to ask this of Mr. O’Flinn and Mr.

Brennan, particularly Mr. O'Flinn representing ERIC. Do some of
Kour companies currently pay more than 7.9 percent of payroll for

ealth insurance?

Mr. O’FLINN. Yes.
Senator CHAFEE. All right, and I have understood that some of

them may be paying as much as 11 percent of payroll?

Mr. O’FLINN. Well, if you count retiree coverage, you will have
to raise that to 20 perce....

Senator CHAFEE. So if that is true, under the administration’s
proposal-—and Senator Rockefeller knows the administration’s pro-
posal better than I do, and correct me if I am wrong—if there is
a 7.9 percent cap, and you are paying 11 percent, why is there not
a tremendous incentive for the company to just send a check for 7.9
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percent of payroll to the alliance and say forget it. I am not getting
involved anymore with quality or trying to beat down costs. Here
is your 7.9 percent, let the Federal Government pick up the bal-
ance.

Mr. O’FLINN. Were the administration’s proposal to pass without
change, Senator, we have polled our membership and the over-
whelming majority say they would not form a corporate alliance.
They would do exactly what you said.

The corporate alliance does not offer them any control over, or
sufficient control over, their health care costs in their opinion and
they would have no choice but to join the regional alliance.

Senator CHAFEE. But I am more interested in the 7.9 percent
cap. It seems to me that the 7.9 percent cap would, if the adminis-
tration’s plan passed intact, would help many of your members.
Would it not?

Mr. O’'FLINN. Oh, it would help if it held, yes.

Senator CHAFEE. Well, what do you mean by held?

The CHAIRMAN. If we can make it 8.9 the next year.

Senator CHAFEE. Oh.

Mr. O’FLINN. Exactly.

Senator CHAFEE. So therefore this could potentially be a very,
}\;ery expensive program for U.S. Government, if the 7.9 percent

eld.
- Mr. O'FLINN. That is the way we see it Senator, yes.

Senator CHAFEE. Am | missing something, Senator Rockefeller?

Senator ROCKEFELLER. No. I think it would be interesting to hear
Ron Pollack on that, because that is exactly what the President’s
plan says, that 7.9 is the maximum unless you get up to 5,000 and
people decide to opt out and self-insure.

I would be interested in Ron Pollack’s answer whether this is a
big government program. That clearly is what the President’s pro-
gram says and he has accounted for the figures. I do not think
CBO indicated in any way that that was a specific problem.

Mr. PoLrAcK. That is correct.

Senator CHAFEE. It seems to me, Mr.—am ! interrupting?

Senator ROCKEFELLER. No, sir.

The CHAIRMAN. Mr. Brennan did want to say something.

Mr. BRENNAN. Senator, you addressed that question to both of
us. May I respond?

Senator CHAFEE. Yes.

Mr. BRENNAN. Number one, the 7.9 percent cap will be phased
in as you know over a relatively long period of time. I do not want
" to dismiss that because it is a major issue.

But number two, in the retail industry the average rate is far
below 7.9 percent because we are dealing with a high number of
people moving in and out of the work force and, therefore, it would
be detrimental to us.

Number three, any mandated plan that starts at a certain level
will probably go up and not down. So we have three issues. One
is phase-in. The second is 7.9 is far above the retail contribution.
And number three, how do you control costs going forward?

Senator CHAFEE. Well, I think you made that point before and
I think it is a very valid one that we all ought to bear in mind.
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Under the employer mandate, the employer is locked in at 80 per-
cent of a cost, which the employer does not know where it is going.

Mr. BRENNAN. It cannot go down; it can only go up.

Senator CHAFEE. No, 80 percent of what-—80 percent of health
care costs. First of all, somebody else is going to set the package
under the administration’s plan. So, therefore, you are hooked for
wherever this sleigh ride goes.

Mr. POLLACK. But there are limitations in the President’s plan
as to where premiums go. That is part and parcel of that package.
So you do have predictability in terms of——

Senator CHAFEE. You mean because the government controls the
premium?

Mr. POLLACK. Because there are caps in the way the premiums
are allowed to grow. That is part of that same architecture.

Mr. SWEENEY. And you cannot look at the cap on costs if you do
not look on the cost controls. And you cannot take the Montgomery
Ward experience in terms of what they are paying for health care,
you have to look at the national numbers.

Mr. PoLLACK. But, you know, Senator, I am really bemused that
the plan is being hit from both sides in contradictory ways here.
On the one hand, we are saying it is too great a burden on busi-
nesses and we need to protect businesses. And on the other hand,
we are saying since there are a whole bunch of businesses that are
going to be better off, it is going to be too great a burden on govern-
ment to help these busincsses.

You know, you cannot win under either proposition from the way
I am hearing it.

Senator CHAFEE. Let me just finish one final question. Mr.
O’Flinn, it seems to me that there are two factors that would make
your membership leap on the administration’s plan with joy. One
is this cap that is going to—and I suppose you have suspicion about
government sticking by its promises—but let us assume the 7.9
percent stays.

The other is that there is going to be this bonanza of all your
early retirees having 80 percent of their health insurance paid by
the taxpayer. Now is that a wonderful thing for your folks?

Mr. O’FLINN. Yes, it is. It would be a wonderful thins if it came
to pass and the—-

The CHAIRMAN. Mr. O’Flinn, are you indicating skepticism?

Mr. O'FLINN. We are skeptical that that provision will last, yes,
Mr. Chairman.

The CHAIRMAN. I must say I am amazed. [Laughter.]

Mr. O’FLINN. But on a net basis, we believe the administration’s
proposal in its current form is underfunded and would require ad-
ditional funding which it appears would come from employers. It
would come from the employer apparatus.

Mr. Pollack is right, some people would be hurt immediately by
the President’s proposal, by going up to 7.9; others would be helped
tremendously. But on a net basis——

Mr. POLLACK. You are not required to go up to 7.9 percent; it is
a limitation. Please, let us make sure we understand the Presi-
dent’s proposal accurately.

Mr. O’FLINN. That is a good point, Mr. Pollack. It is a limitation
that depends on the success of the cost control mechanism.
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Senator ROCKEFELLER. No, it is a limitation which depends on
the size of the business and the number of employees in the busi-
ness and the salaries that those-——

Senator CHAFEE. I am not involved with this and I want to thank
the panel very much. Unfortunately, I have another appointment.
Thank you.

The CHAIRMAN. I very much want to thank each of you. You have
been very helpful, very forthcoming. You sce we are struggling with
matters here and we are making some progress. You have a Fi-
nance Committee that has a clear, strong majority for universal
coverage and that is where I think Claude Pepper would be very
pleased to see us today.

Senator ROCKEFELLER. Mr. Chairman, could I just add to that,
I was not at the last hcaring because I was on the floor with Jack
Danforth.

The CHAIRMAN. Sure.
Senator ROCKEFELLER. But my understanding was that with the

exception of Stuart somebody from the Heritage Foundation——
The CHAIRMAN. Stuart Butler.
Senator ROCKEFELLER. Stuart Butler. That all of that panel, the
previous panel, came out very strongly for universal coverage.
The CHAIRMAN. Oh, yes, emphatically. And T do not know that

Stuart Butler opposed.
Senator ROCKEFELLER. So all of the panel then came out for that.

The CHAIRMAN. Yes. .

Senator ROCKEFELLER. So that this whole concept—my closing
thought, would be that Ms. Blakeley and Mr. Brennan and Mr.
O’Flinn, rather than trying to crush concepts that the Congress is
now considering—I mean one of the things that people do is if
there is an idea out there, just as scon as it is born they just put
their thumb on it and squish it so it does not get any bigger.

But rather than do that, if you make the assumption that Repub-
licans and Democrats are dead serious about universality of cov-
erage—everything has to be phased in. We understand that. The
Pepper Commission phased coverage, tco. But if we are absolutely
- serious about doing that—and Ms. Blakeley, you and Mr. Brennan
maybe in particular—rather than saying this cannot work, all
these people are going out of business, we are against this, we are
against that, try instead to come up with some ideas that would
be helpful to a committee and to a Congress which is clearly mov-
ing, as the American people already are, strongly toward a hill that
will have universal coverage.

Mr. BRENNAN. We would be happy to do that.

Ms. BLAKELEY. I do not know of anybody that does not support
universal coverage.

The CHAIRMAN. There you are. There you ave. That is the spirit.
This meeting is adjourned. With great thanks.

[Whereupon, at 12:26 p.m., the hearing in the above-entitled

matter was adjourned.]
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PREPARED STATEMENT OF ANN BLAKELEY

Good morning. My name is Ann Blakeley and I am the president of Earth Re-
gources Corporation of Ocoee, Florida, I employ 25 people, and my company special-
izes in the management of particularly hazardous materials. Today, I am testifying
on behalf of the National Federation of Independent Business (NFIB). NFIB is the
nation’s largfest small business advocacy organization representing more than
600,000 small business owners in all fifty states. The typical NFIB member has five
to eight employees, and grosses $260,000 in annual sales. NFIB sets its legislative
positions and priorities based upon regular surveys of its membership.

I want to thank you, Mr. Chairman, for inviting NFIB to testify gefore this com-
mittee. I want to commend you for dedicating this hearing to proposals that would
require employers to pay for a comprehensive health benefits package for all em-
ployees. No issue Congress will consider for years to come will have a greater im-
pact on Main Street small businesses and the people they employ than the health
insurance employer mandate. No issue has a greater capacity to challenge and pos-
sibly reverse what NFIB sees as the emerging consensus in Washington and around
the country about how to reform health care in America and how small business
should be treated in that reform effort.

This testimony will evaluate the employer mandate both as a %eneral policy mat-
ter and also specific forms of the mandate. The most visible employer mandate pro-
posal to date has been the president’s. I will spend considerable time focusing on
the mandate in the Health Security Act because it provides a constructive example
of how an 80% employer mandate, the most commonly proposed form of mandate
?iy its supporters, would affect small business owners and their employees. The

ealth Security Act also sheds light on the degree to which subsidies can alter the
impact of such a mandate. My statement will also examine the impact on small

firms of other employer mandate proposals.
THREE KEY QUESTIONS

Few public policy debates in the nation’s history have been more complex than
the national debate now taking place over health care reform. As suggested above,
the debate over the employer mandate can quickly be distilled down to three basic
questions:

(1) What impact would the employer mandate in the President’s Health Security

Act have on small businesses and the lpeoplez employed by them?
(2) How would the proposed small business subsidies and payroll caps in the

Health Security Act alter that impact?
(3) How would other proposed forms of health insurance employer mandates affect

small businesses and the people employed by them?

Based upon nearly a decade of research and surveys on small business and health
insurance, my testimony will attempt to answer each of these questions. First, it
is important to provide some context about the conditions in which small business
owners currently find themselves when it comes to purchasing health insurance for

their employees.
HEALTH CARE REFORM FOR hMALL BUSINESS: DR. JEKYLI: AND MR. HYDE

Whether Kou call it a crisis or a problem, small business owners are clearly the
victims of the many flaws in the current health insurance market. They often pay
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approximately 30% more than larger companies for similar benefits because of ad-
ministrative costs. They often pay an additional 30% more in premiums because of
costly state mandates for specific types of insurance coverage, which prevent small
business owners from shopping for only the basic care that their employees might
prefer. Larger firms that self insure, by contrast, are not subject to these costly
mandates. In addition, a small firm is far more likely than others to feel the painful
brunt--both economic and emotional---of the preexisting condition exclusion or,
when an employee gets sick, the 20% to 300% premium hike, or the sudden can-
cellation of insurance. Insurance companies are much more likely to require exclu-
sions, raise premiums or cancel policies to ghield themselves from risk when insur-
ing a small firm rather than a large business. .

Small business o®ners who provide insurance for their employees, or who are at-
tempting to, are currently stuck in this dismal situation just described. They have
nowhere else to go. Their firms are usually not large enough to self insure and they
often do not have access to managed care arrangements. In NFIB surveys, small
business owners have said that health insurance is a benefit they want to offer—
it gives them a competitive advantage in a labor intensive sector of the economy—-
but they often find its cost prohibitive or they can't find it at all.

All of this accounts for a trend in NFIB Foundation surveys that began in 1986.
In that year, small business owners for the first time identified the cost of health
ingurance as their number one problem. That trend has continued ever since, with
the cost of health insurance proving to be twice as critical a problem as the number
two problem in the survey, federal taxes on business income.

For all of these reasons, health care reform has over the last half dozen years be-
come NFIB's most important legislative priority. We have said for many years that
the status quo in health care is unacceptable. But NFIB and the small business
community are also keenly aware that health insurance reform has a “Dr. Jekyll
and Mr. Hyde” character about it. Either small business owners will be able to con-
tinue to thrive and produce the majority of new jobs in this country through mean-
ingful reform, or they will be required to pay substantial new costs that many of
the smallest firms cannot afford. Unfortunately, the employer mandate in the
Health Security Act and other forms of it fall into the latter category. The mandate
would result in job logs in the smallest, newest, most marginal firms in the econ-
omy. The explanation of why this will occur can be found in the answers to the

three questions previously posed.
1. What impact would the employer mandate in the Health Security Act
have on small business?

THE IMPACT OF PAYROLL TAXES

Title 1 of the Health Security Act would enact into law the idea that all Ameri-
cans are entitled to a comprehensive set of health benefits which President Clinton
has said is akin to that offered by Fortune 500 companies. Title I also places into
law the requirement that all firms must pay for 80% of this Fortune 500 package
for all employees, including Medicare recipients, and pro-rated payments for part-
time and seasonal workers.

Title VI of the bill stipulates that almost all employers must fulfill this obligation
by paying a specific percentage of payroll to Regional HealthAlliances, which, in the
form proposed by the Administration, represent “agents of the federal government”
according to the Congressional Budget Office. These mandatory payroll based pre-
miums are a huge, new payroll tax levied to pay for 60% of the proposed new health
care gystem.

With all due respect to the Congressional Budget Office, small business owners
did not wait for the CBO announcement on whether the mandate is a tax or a pre-
mium. Small business owners know this is a tax increase. They know that the man-
date would fund an entitlement created, managed, and regulated by the federal gov-
ernment, no different from Social Security, Medicare, Medicaid, or unemployment
insurance. They know they would have to pay a percentage of payroll for this enti-
tlement and withhold a portion of their employees’ wages for the program, just like
other governmont programs. They know that any effort they undertake to provide
health insurance differently, less expensively, or perhaps not at all would be met
by audits and penalties, both civil and criminal.

The question of whether the employer mandate is a payroll tax or a premium is
not merely a game of words, as some have suggested, nor is it just a question of
precedents in federal budget practices. It is important because it clearly shows that
the employer mandate, regardless of its official label, has every characteristic of the

Best Available Copy
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kind of mandatory payment that is most damaging to a small firm and the jobs it
creates: it is a payroll tax.

Payroll taxes must be tpza\id regardless of the financial health of a business. For
small businesses, most of which survive not on profitability but cash flow, this is
a particularly dangerous threat This problem is acute in new businesses, which cre-
ate one in three new jobs in the U.S., because a new payroll tax is an additional
fixed cost on those businesses everv time they want to grow and hire new employ-
ees. Payroll taxes assessed to pay for mandatory benefits give amall business owners
a new cost over which they have no control, limiting their ability to provide the best
possible compensation package for each individual [f"lrm’s survival and based on em-
ployees’ needs. And because most small firms are labor intensive, particularly in the
retail and service sector, small firms take a disproportionate hit from a payroll
based tax. Such taxes create incentives for buying machines and paying overtime
(instead if hiring new emgloyees) and disincentives for keeping existing employees.
This is exactly the small business atmosphere the employer mandate would create.

Debunking A Misperception

Some have argued that, despite the damaging nature of payroll based taxes, the
emgloyer mandate in the Health Security Act would not hurt small firms because,
as President Clinton said during his State of the Union Address, most small busi-
nesses provide health insurance for thzir employees already. This is simply not true.
This lingering misperception skews the health care debate and created additional
fallacies about how many firms would sce their costs go up under the Clinton plan.
Because the Health Security Act imposes at least a 3.5% payroll cost increase to
all firms that do not currently provide health insurance, understanding the demo-
graphics of the employer community and what firms do or do not provide health in-
surance is crucial to t})':is debate.

Based on data from the Census Bureau, the Congressional Budget Office, the U.S.
Small Business Administration, the Health Insurance Asgsociation of America
(HIAA), and others, between 40 and 45 percent of employers provide some level of
health insurance coverage today. How is it possible that a substantial majority of
Americans obtain health insurance through tﬁe workplace yet a minority of employ-
ers provide insurance for their employees? The answer to this question can be found
by walking down Main Street in most congressional districts in this country. Sixty
percent of employers in the United States ﬁave fewer than five employees. That ac-
counts for three million of our employers. In this group, 74% do not provide health
insurance for their employees. NFIB surveys indicate that in most cases, as alluded
to earlier, the sole determinant for not doing so is cost. Coincidentally, these are
the people getting the worst deal in the insurance market.

PERCENT OF FIRMS THAT DO AND DO NOT OFFER HEALTH INSURANCE (HIAA, 1989)

Firm size Offer Do not offer

Fewer than 5 emplOYEeS .........cco.oovorivviriiiiee s e s 26 74
5-9 employees .............. et e e e e e 54 46
1024 MPIOYERS ...ooovervecrieeee e eeviene e e eemeenae + e+ e 72 28
25-49 employees ........ccoocoovereeieerens oo e e e 90 10
“50-99 employees .........ccooovieervercenrionin, 97 3
100 or more employees ...... 99 1
TORAL oot v+ e e e . 142 58

VA 1992 HIAA study adjusted this figure to 40%.

The employer mandate precludes a health reform approach that makes it possible
for these firms to respond to a reformed health insurance market. Instead, it imme-
diately and disproportionately raises the payroll costs of these firms, in the case of
the Clinton plan, by 3.5% to 7.9% of payroll, and ultimately makes them responsible
for 80% of a very rich standard benefits package.

While small business in general would be hit hard by the employer mandate, mi-
nority and women owned small businesses will be hit even harder. These firms tend
to be the smallest of our businesses, Minority owned businesses represent approxi-
mately 10% of all businesses, but only account for 3.9% of business receipts. In addi-
tion, of those minority owned firms that have employees, the average number of em-
ployees is 3.1. Women owned firms tend to be in the retail and service sector, which
often tend to be small businesses.

Lewin-VHI, the health care consulting firm whose report on the Health Security
Act the Clinton Administration embraced, has estimated that employers that do not

84-524 0 - 95 - 4



94

currently provide health insurance for their employses would have $29.3 billion in
increased payroll costs in the first year the law would be fully in effect. Between
1994 and the year 2000, firms that do not now provide insurance would have $107
billion in new payroll costs. These figures take into account a small business sub-
sidy. Because of the demographics mentioned varlicr, the smallest firms in the econ-
omy would bear a disproportionate share of this cost

hat would these firms with fewer than five employees do? How will they react
to a new payroll tax? One option is to raise prices. But a small firm in an extremely
price sensitive market could lose a significant customer base and might consider
that committing suicide, and would choose to avoid that option. Another option is
to reduce employee wages to cover the new payroll cost, but this cannot be done if
the worker is earning the minimum wage. A third option is to let one or more em-
ployees go and limit hirin(i to the greatest extent possible. NFIB believes that the
third option is the most likely to occur. In a September 1993 Gallup survey done
for NFIB, 31% of small business owrers said they would have to reduce the number
of employees in their firm with even a 3.5% increase in payroll costs. Low wage
workers, for reasons mentioned here, will be the first to go, severing the first step
on the economic ladder for the working poor.

What about firms that do currently insure? The Lewin-VHI study estimates that
nearly half of them would pay more for health insurance under the Clinton plan.
The study says that firms that do currently provide insurance will net $400 million
in savings by 1998. But this figure relies on $42 billion in savings from two forms
of government intervention and spending that we believe are not likely to last over
time given political pressures and financial constraints: premium caps and payroll
caps. This means that most firms that would save money under the Clinton plan
would be relying on a government subsidy or price controls, items over which they
would have no control, to keep their costs aown.

If a small firm already provides insurance for its employees, what would explain
its health care costs rising under an employer mandate? Under the Clinton plan,
a restaurant that provides%walth insurance for its full time cooks and managers but
not its high turnover part time staff would likely spend more on health insurance.
A contractor whe provides health benefits for his secretary and his one full time
worker but hires additional employees for the summer months, would likely spend
more on health insurance. A growing computer firm that provides insurance for em-
ﬁloyees, who have an average wage of over $24,000, and has managed to keep its

ealth care costs low cough a basic benefits package and high employee cost sharing
would likely see its health insurance costs go up.

Whether a small firm provides health insurance or not, there are certain concerns
about the employer mandate that all small firms will undoubtedly have in common.
One is the wave of paperwork that employers would have to submit to Regional Alli-
ances to prove compliance with the law and calcuiate payments, which would be a
hidden payroll tax on employers. Second, employers are deeply concerned about a
standard benefits package that sets Fortune 500 coverage as the minimum standard
for health insurance. The Lewin study estimates that the annual per employee cost
of the comprehensive benefits package in the Health Security Act would be between
$5,000 and $6,000, 18% higher than Administration estimates. CBO said Adminis-

tration premium estimates were off by 15%:
JROWING AGREEMENT ON THE EMPLOYER MANDATE

All of the problems cited in this testimony regarding the employer mandate con-
tribute to the near unanimity among the American people, congressional leaders,
economists, and even proponents of the mandate in the White House that it would
result in job loss and prove damaging to small business:

e Public Opinion, 64% of Americans are concerned that the Health Security Act
will cause employers to eliminate jobs, and 73% of Americans believe the plan
would hurt small business. (Washington Post, 10/12/93)

¢ Congress. Congressional leaders in both parties have expressed deep reserva-
tions about the impact the mandate would have on small firms. Typical of such
sentiment are the comments of Senate Small Business Committee Chairman
Dale Bumpers who said on December 9th of last year: “There are literally hun-
dreds of thousands of small business people in this country that might have to
cl};)se their doors under the President’s {health care] proposal. That is unaccept-
able.”

¢ The White House. The Council of Economic Advisors acknowledged that
600,000 jobs could be lost under the President’s plap. The small business sub-
sidy plan is in and of itself an acknowledgement of the burden that would be

placed on small firms by the mandate.
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¢ Economists. A 1000 member survey of the American Economics Association in
June 1993 indicated that 80% of the economists interviewed projected a de-
crease in employment among all employces as the result of requiring employers
to provide health benefits to low wage employees,

Another study, recently released by the Employment Policies Institute (EPI), con-
cluded that the Clinton employer mandate would result in 780,000 to 2.1 million
jobs lost. EPI studies have indicated that the job loss resulting from requiring em-
ployers to pay for worker’s health insurance expenses would be concentrated in just
a few industries: restaurants, retail trade, and agriculture. Other industries that
will see disproportionate job loss are construction, repair services, personal services
and private household services.

A CONSAD Research Corporation study conducted in May 1993 found that three
leading health care reform plans requiring employer mandates could impact 7.5 mil-
lion to 18 million jobs in terms of reduced wageas, reduction of other benefits, and
po_tﬁa.ntial cuts in hours worked. Job loss estimates ranged from 400,000 to over 1
mithon.

¢ Small business owners. As mentioned previously, in a survey of NFIB mem-

bers taken by the Gallup organization last September, 31% of respondents said
they would have to lay off workers if they had a 3.5% increase in payroll, and
38% said they would have to do so if their payroll costs went up 8%. Eighty-
four percent of NFIB members said they opposed the employer mandate in the
same survey, and a plurality said their opposition would grow stronger if there
were a government subsidy to defray the cost for small, low wage firms. A ma-
jority of NFIB members currently provide health insurance for their employees
(while only a minority of the overall small business population does, as dis-
cussed ecrlier), and they firmly oppose the employer mandate in the Clinton
plan and variations f it.

¢ Proof from abroad. Europe is suffering from double-digit unemployment lev-

els in part due to the fact that some countries have raised the benefits thresh-
old for creating a job to a point where it matches what an employer can expect
to pay in straight wages.

Some will argue that this growing consensus on the problems associated with the
employer mandate is questionable because it does not adequately take into consider-
ation the ability of small business subsidies to blunt the impact. This leads to the
second key question of the employer mandate:

2. How does the proposed small business subsidy and payroll caps alter
the impact of the employer mandate?

The President’s proposal contains an elaborate small business subsidy scheme.
The question of such a subsidy’s effectiveness must be considered in two ways: short
term and long term. Based upon NFIB’s careful analysis of the Health Security Act,
in neither case is the outlook bright. Section 6123 of the bill outlines the small busi-
ness subsidy scheme through which the required health premium costs for small
firms (under 75 employees) would be limited to 3.5% to 7.9% of payroll. The federal
government would pick up the rest While NFIB appreciates this recognition that
some small firms simply cannot afford to pay 80% of a government mandated “For-
tune 500” health plan, these subsidies and payroll caps have so many weaknesses
that small business owners view them as unreliable undesirable and under-fi-

nanced.
SHORT TERM

In the short term, NFIB estimates that about three of four employers in the U.S.
would have increased health care costs under the Health Security Act—even with
subsidies fully financed. This figure is based upon the employer demographics and
the Lewin-VHI study cited earlier. Again the lion’s share of these costs will be borne
by the very smallest firms in the economy.

An additional short term problem is that there are already mechanisms in the
Clinton plan that would raise an employers costs over and above the 3.5% to 7.9%
payroll caps that the bill guarantees. For example, a December 21,1993 Ways and
Means Committee news release stated, “the premiums gaid by employers and indi-
viduals would include additional assessments to cover the costs of certain Federally
financed programs, such as academic health centers and graduate medical edu-
cation, algance administrative costs, and (premium) collection shortfalls (sections
6101, 6107, 6125, 1362, 1353 of the Act).” It is NFIB’s view that these additional
assessments undermine the payroll caps and could cause health bare costs to sky-

rocket, to the detriment of small Firms.

-
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LONG TERM

There are several reasons to believe the small business subsidy is unreliable over
the long haul and will be phased out over time:

(1) The percentages of payroll at which mandated health care costs are
capped would always be subject to change. In fact, since the first unveiling of
the President’s plan, they have changed at least two times.

Example: Mr, Smith owns a landscagin% company and employs 26 people who on
_average make $15,000 a year. When the first draft of the President's plan was re-
leased on September 7, 1993 his health care costs were capped at 3.8% of payroll.
But what happened when concerns were raised that the health bill was not paid
for? On October 4, 1993 a new subsidy table came out which would have raised Mr.
Smith's cap to 4.4% of payroll (BNA's Daily Health Care Report). When the Health
Security Act was finally submitted to Congress in November 1993, Mr. Smith’s pay-
roll cap rose again to 5.3% of payroll. In these two changes, Mr. Smith’s already
considerable mandated health care costs rose $5,850 per year. This process would
only be magnified if the employer mandate were law and political and fiscal pres-
sures mounted. Because of financing problems, the payroll caps appear to be made

of Swiss cheese.

(2) While the bill “entitles” certain firms to payroll caps based on their size
and average wage, it places a cap on the amount of funds that would be avail-
able for this entitlement. This means that if estimates for the cost of this enti-
tlement are off, the “caps” of 3.6% to 7.9% are meaningless.

There is every reason to believe that the Administration estimates will be off. Nei-
ther the Bureau of Labor Statistics nor the Small Business Administration have
current statistics of average wages by firm size, making it very difficult to know
how man[y)' firme will be eligible for the subsidies. The CBO study found the em-
ployer subsidy program is underfunded by $72 billion in the first five years of the
Erogram. Then there is history. In 1965, Medicare was estimated to cost $9 billion

1990. It actually cost $116 billion. Attempts to project entitlement costs, virtually
all analysts agree, are very difficult and almost always off. When cost estimates of
the subsidy prove to be low, the payroll caps will once again be undermined.

As Energy and Commerce Health Subcommittee Chairman Henry Waxman said
last October, “[The subsidy caps) could mean the money just won’t be there for lov

income people and small businesses.”

(3) The wage criteria for the payroll caps are not indexed for inflation, mean-
ing that as wages go up in a fgrm even if only for cost of living adjustments,
8o will health insurance costs.

(4) The Health Security Act allows the states and the National Health Board
or Congress to adjust the already generous standard benefits package. Recent
experience has clearly shown that a federal government fiscally restrained by
huge deficits is inclined to pass ad take credit for benefits for which it does not
have to pay. If this should happen with the standard benefits packa% , the
small business subsidy would cover less and the employer mandate would cost

more.

In light of all the data on the high cost to small business of the employer mandate
and the low reliability of the small business subsidy, it is clear that the employer
mandate in the Clinton plan or variations of it represent the wrong way to finance
health care reform. While this view embodies the growing consensus, there are still
numerous compromises being discussed regarding the mandate. This brings us to
the third and final question:

3. How would other forms of health insurance employer mandates affect
small businesses and the people employed by them?

As employer mandate detractors have raised small business concerns that have
taken hold, supporters of the mandate have struggled to save it through com-
promise. While tﬁese diluting comproraise plans are a sign that mandate proponents
are moving in the right direction on this question, NFIB believes that such mandate’
variations should be rejected. Health care reform should happen this year, but it
should happen without any form of employer mandate.

Three major employer m andate variations have emerged in recent weeks: (1) an
employer mandate for firms with more than 100 employees and an individual man-
date for smaller firms, (2) a uiiggci nicchanism whereby an employer mandate
would be implemented at some designated point in the future if universal coverage
is not achieved by that date, and (3) a 50% employer mandate, instead of an 80%
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employer requirement Details of these proposals are currently developing, but it is
clear that all three have numerous problems associated with them.

The {irst two, the so called small business exemption and the trigger mechanism,
should be considered simultaneously because they have two probFems in common
from the point of view of the small business community. They both stem from the
fact that these proposals, through various means, would place into law the idea that
employers are reaponsnbie for the health .nsurance of employees as a condition of
being an employer. In the case of the small business exemntion, the legal obligation
exists for the employer who creates more than 100 jobs. In the case of the trigger
mechanism, all employers are held responsible if reforms do not achieve universal
coverage. The concerns raised by such a legal obligation are financial, practical, and
philosophical.

Such an obligation, whether imposed on larger employers or used as a backup for
universal coverage, immediately brings to mind an obse~vation made by the Chair-
man of this Committee. In September of last year, Chairman Moynihan said the fol-
lowing regarding the financing of Fovernment entitlement programs: “In the past,
we [the federal government] have all been wrong.” Surely that view of history is cor-
rect, and it is the basis of the first concern regarding the exemption and trigger
mechanisms There can be no disputing it. As a result, small business owners under-
stand that any employer mandate to finance an entitlement will be a floor of that
employer's expense, not a ceiling. Just look at other employer obligations that have

financed entitlements:

(1) 1965 cost estimates of Medicaid expenditures were off by 7600%.

(2) 1965 cost estimates of Medicare expenditures were off by 1178%.

(3) Social Security was originally financed by a 1% payroll tax. Today, a self
employed person pays 15%.

While previous employer financing efforts have been for entitlements that serve
only a segment of the population, a health insurance entitlement to a standard set
of benefits would cover all Americans, making financing forecasts even more tenu-
ous. The result is tHat any additional assurances by the federal government to em-
ployers that their ex;])osure from an entitlement would be strictly limited are dubi-
ous at best. The result is the small business exemption would shrink, or the trigger
mechanism would surely be implemented. The result is thac small employers, once
it is established that employers at some level are responsible for coverage, would
be tied to a cost of a benefit over which they would have no control. They would
be asked to do more when the government only has the money to do less.

The second concern that arises regarding the exemption and the trigger is that
they are philosophically contradictory to the view of the small business community
on how health care are reform should be achieved. NFIB polling shows that most
smail business owners believe that, as stated earlier, providing health insurance for
employees is a competitive advantage. They believe that cost is the primary barrier
to employers who do not provide insurance. They believe there is insufficient com-
petition in the health insurance marketplace. They believe that every America has
a right to basic health care, and that health insurance should be one of the first
employee benefits that employers provide. But they reject the notion that small
business owners, who take risks, often borrow money to start a business, and create
the vast majority of new jobs in this country, should be required to provide health
insurance. 87% of NFIB members believe that ultimately health insurance is an in-
dividual responsibility. These compromise mandates do not reflect this view. Othér
pro%osals in Congress that espouse the goal of universal coverage do.

The 50% employer mandate shares the drawbacks mentioned regarding the other
compromise mandyates, and then some. It has all the same problems as the Health
Security Act mandate. It is a payroll tax, which is regressive and hits labor inten-
sive small businesses the hardest. It would also hit minority and women-owned
firms very hard. It would result in job loss for the same reasons discussed earlier.
It is still a cost increase to the vast majority of small firms because the vast mzx'or-
ity currently cannot afford or gain access to health insurance for their workers. And
it is also a cost increase for some firms that currently provide insurance but do not
offer as rich a package of benefits, have higher employee deductibles and
cogayments, or do not provide benefits for part-time and seasonal workers. Like
other mandate proposals, it reduces an employer’s role in ‘providing health benefits
to simply writing a check for a cost he or she cannot control.

Some will argue that the employer mandate is indispensable; that health care re-
form cannot happen without it. This view is simply not correct. This committee, all
of Congress, and the President have an enormous opportunity to remove all barriers
to purchasing health insurance and expand health care coverage to those who can-
not afford it without an employer mandate. NFIB supports numerous stegs that
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would take us in this direction: voluntary small business purchasing groups, insur-
ance reforms, malpractice reforms, administrative reforms, 100% deductibility of
health premiums for the self employed, preempting costly state mandates, and pro-
viding for a basic package of standard benefits. These steps would bring health care
costs down and make it easier for small business owners to purchase ﬁealth insur-
ance for their employees. These steps embody the emerging consensus, as I have in-
dicated, on how to reform America’s health care system.

As for bringing the 38 million uninsured Americans into the system, there are
other proposals besides the em loyer mandate in the debate that would subsidize
uninsured individuals directly. NFIB has worked with members of this committee
on both sides of the aisle, such as Senators John Breaux and John Chafee, on alter-
native proposals they support which would do just that. There are a variety of ways
this kind of health care reform could be financed: tying employer deductibility of
health benefits to the cost of the standard benefits package, limiting the tax free
transfer of health benefits to emplovees, an individual mandate, and reductions in
the rate of growth in Medicare and Medicaid are among them. I am not here to en-
dorse any single one of these, but to say that they are worthy of your consideration
as an alternative to a financing mechanism that would be very damaging to Main
Street small businesses, their employees, and the overall national economy: the em-
“ployer mandate.

NFIB supports numerous health care reform plans offered by members of both po-
litical parties that do not include the employer mandate. I am hopeful we can work
together to find a solution that does not achieve health security at the expense of
Jjob security.

Thank you

PREPARED STATEMENT OF BERNARD F. BRENNAN

Chairman Moynihan, Mr. Packwood, and distinguished Members of this Commit-
tee, my name is Bernard F. Brennan. I am Chairman of the National Retail Federa-
tion (NRF) and Chairman and CEO of Montgomery Ward & Co. I appreciate the
opportunity to testify today on behalf of the NRF and to present the views of the
retail industry and Montgomery Ward on key health care issues of concern to retail-
ers.

As a company with 60,000 employees, Montgomery Ward offers a comprehensive
plan to all full-time employees andypart-time employees working over 30 hours a
week. Montgomery Ward established a milestone in 1912 when it became the first
American comfany to offer health care coverage to its employees. Montgomery Ward
and the retail industry share the Administration’s vision of quality, affordable
health care for all Americans. Retailers need and want health care reform to control
increasing health insurance costs and guarantee access to coverage for all Ameri-
cans.

We endorse significant and meaningful reform measures that would control health
care costs and reduce insurance premium increases without negatively impacting
the retail job market. Specifically, we support:

e effective, market-based solutions to control health care costs, without global

budgets or price controls;

o efforts to encourage the formation of voluntary health insurance purchasing
groups to make health insurance more affordable for individuals and small busi-
nesses;

e insurance reforins which limit preexisting condition exclusions and guarantee
availability, renewal, and portability of coverage;

¢ medical malpractice reforms which reduce defensive medicine practices and em-
phasize alternative dispute resolution.

However, the National Retail Federation firmly believes that health care reform
must not be achieved at the cost of our nation’s economic health. Therefore,
we strongly oppose any health care plan which mandates employers to purchase
health insurance coverage for their employees. Implementation of an employer man-
date would cause a massive disruption to the retail industry and our nation’s overall
economy. Studies have estimated that up to 3.1 million jobs would be lost under
an emp{oyer mandate, with over 75 percent of the lost jobs coming from labor-inten-
sive, low-wage industries such as retailing.! These are the very people who can

1O'Neill, June E. et al. The Impact of a Health Insurance Mandate on Labor Costs and Em-
ployment. Washington, D.C.: Employment Policies Institute, Sept, 1993.
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least afford a decrease in income for wage reductions or loss of their jobs
in return for health care coverage.

The National Retail Federation believes that health care reform can, and must,
be achieved without major damage to our nation’s economy. We want to work with
Congress to ensure that the cure to what ails our nation's health care system is not
worse than the disease.

WHY THE RETAIL INDUSTRY IS UNIQUELY SITUATED IN THE DEBATE ON HEALTH CARE
REFORM

We believe that a successful health care reform plan must take into account the
unique size, function and economics of retailing. Retailers employ 20 million peo-
ple—one in five U.S. workers. Fully 25 percent of the recently unremployed obtain
new jobs in retailing. Retailing contributes greatly to our nation’s economic vitality.
Between 1979 and 1992, the retail industry has created 8.4 million jobs,? while
some other sectors of the economy have actually lost jobs. In addition, retail job cre-
ation causes an economic ripple effect through other industries. Every 10 retail jobs
create 34.8 jobs outside of retailing—in manufacturing, transportation, and other
gectors.

The job of retailing is to serve its customers. Many retailers—like my company—
are open seven days a week, 11 to 12 hours a day (some even 24 hours a day) to
accommodate the needs of today’s customers. In addition, peak buying periods de-
fine much of the business. For example, a recent Arthur Andersen study shows that
hourly sales velocity and customer traffic volume can vary by a multiple of thirty-
five during different one-hour periods in one day. In contrast to continuous produc-
tion processes which require stable work schedules and accommodate full-time work
shifts, these unique retailing factors make it necessary for us to maintain a very
flexible workforce which includes large numbers of part-time and seasonal workers.

A recent study by an independent economic consulting firm4 confirmed tnat 73
percent of part-time employees specifically choose part-time employment because it
fits their needs. Companies like Montgomery Ward and other large and small retail-
ers provide the jobs which make ends meet for millions of part-timers who are
working mothers and single parents and need tlexible schedules, older work-
ers who want to keep active, teenagers getting a first taste of the working world
and college students working to contribute toward their educational expenses.

Retailing is highly labor-intensive and competitive. Its profit margins are very
thin, and can be as low as 1 to 3 cents on the dollar, Since 1990, over 50,000 retail-
ers have filed for bankruptcy. Forty-three of the top 100 department stores operat-

ing in 1980 are no longer in business.

ANY FORM OF AN EMPLOYER MANDATE DISPROPORTIONATELY IMPACTS THE RETAIL
INDUSTRY .

Because a mandate requiring employers to pay their employees’ health insurance
premiums translates directly into increased labor costs, its impact will be felt most
strongly in labor-intensive industries with high concentrations of lower-wage work-
ers such as the retail industry. The continued ability of Montgomery Ward and
other U.S. retailers to create jobs and to contribute to national economic prosperity
would be threatened by the massive new costs that such a mandate would impose
on employers.

Productivity data underscores why an employer mandate would have disastrous
consequences for the retail industry. On an annual basis, a full-time equivalent re-
tail employee produces $1740 in corporate earnings while a full-time manufacturing
employee produces $6447 in corporate earnings. Thus, on average, it takes over 3.7
retail employees to equal the productivity of a single manufacturing employee. Ac-
cording to the Employment Policies Institute, the retail sector ranks lowest in
per-worker contribution to company earnings.

28ource: Bur. of Economic Analysis, U.S. Dept of Commerce. o
3Source: Bur. of Economic analysis, U.S. Dept of Commerce; Dep't of Economics, University

of Ilinois at Chicago.
4Source: The Trade Partnership, Washington DC.
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PRODUCTIVITY AND HEALTH CARE COSTS IN RETAILING COMPARED WITH MANUFACTURING

Annus! Employer Cost of Employer Cost of
corporate cost of indvidual cost of family
earnings individual coverage as family coverage as
per FIL* health care® % of eamings’ health care® % of eamings®

Rotailing ..., $1,740 $1,656 95.2% $3,864 222.1%
Manufacturing ..................... $6.447 $1,656 25.1% $3,864 59.9%

5Source: “Survey of Current Business,” Aug. 1993, Bur. of Economic Analysis, U.S. Dep't of Commerce. $6,447 company eamings per full-

time equivalent manufacturing employse/$1,740 company eamings per full-time equivalent retail employee = 3.7:1.
§ Employers mandated tol ggg 80% of the cost of individual coverage of the $2070 per year (15% above the Administration’s estimate per

estimate by the CBO), or
781656 employer cost/$1740 company earnings per full-time equivalent = 95.2%. $1656 employer cost/$6447 company eamings per full-

time_equivalent == 25.7%

‘Fami? coverage would cost 80% of $4830 per year (Per CBO), or $3864. ’

9Retail: $3864 employer cosl/$1740 company earnings per full-time equivalent = 222.i%. Manulacturing: $3864 employer cost/$6447 com-
pany eamnings per full-time equivalent == 59.9%.

As detailed in the chart above, a mandate requiring employers to pay 80 percent
of their employees’ health insurance premiums would cost retailers $1,656 per year
for single coverage. This is 95.2% of what a full-time retail employee produces in
earnings. Eighty percent of family coverage, would cost $3,864 or 222.1% of what
a full-time retail employee produces in earnings. The cost-earnings difference for
part-time workers would be even greater. Clear K, the productivity of these low-
wage retail employees cannot justify health care coverage that massively
increases their total compensation costs.

In addition, of all the major industries, the retail sector would experience the
greatest percentage increase in the number of workers who would become insured
by their own employer under an employer mandate.10 Thus, the price tag for health
care reform under any mandate would be disproportionately borne by retail employ-
ers. Moreover, a mandate would impose additional substantial administrative costs
for labor intensive industries. Such cost would be dramatically magnified were the
ERISA preemption weakened and waivers given to individual states.

A recent Lewin-VHI analysis of the Health Security Act reveals that, compared
to other industries, the retail industry would experience by far the sharpest in-
creases in health spending under an employer mandate.!! The table below illus-
trates the disparate impact a mandate would have on the industry.

NET CHANGE IN HEALTH SPENDING FOR PRIVATE FIRMS IN SPECIFIC INDUSTRIES IN 1938 UNDER
HEALTH SECURITY ACT 12

Industry Net Change Avea :cr:;;rm"
CONSHUCTION ~....oovoveee et ssrs s $1.6 billion $243.00
MANUTACRUTING ..vvoovrervece s s ($2.1 biltion) ($96.00)
Trans., COMML, UL oo oo sese e {$4.3 billion) ($628.00)
Whotesale Trade ..ot sesesssoen ($0.7 bittion) ($177.00)
RELBITIA0R ... e enes $17.1 billion $1,167.00
SBIVICES ..ooooveeeee e nes s ees s eeeeesiniens $15.0 billion $576.00
Finance $0.8 billion $127.00
1 SR $1.5 billion $334.00
TOMAE PUVALE ..o ssesemeress e eseneens $28.9 billion $319.00

12Sgurce. Lewin-VHI estimates using the Health Benelits Simulation Model.

Lewin-VHI estimates that, by 1998, retail emygloyers’ health care costs would in-
crease by an average of $1167 per worker. When you compare this type of in-
creased cost with the comﬁany earnings per full-time retail equivalent employee
($1740), you begin to see the true imbalance of the additional cost burden on the
retail and other labor-intensive, low-wage industries. In comparison, the service and
construction industries would experience an average per-worker increase of $576
and $243 respectively. Of the projected $28.9 billion increase in health spend-
ing among private firms in 1998, the retail industry would bear 59% or
$17.1 billion.13 Obviously, the retail industry cannot abscrb such a massive cost

increase.

108heila Zedlewski, “Expan-ing the Employer-Provided Health Insurance System: Effects on

Workers and Their Emf)loyers,” ealth Benefits and the Workforce, 1992,
11Source: Lewin-VHI, Inc., The Financial Impact of the Henlth Security Act (Dec. 9, 1993).

13]d at 76.
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JOB LOSSES UNDER AN EMPLOYER MANDATE

Because many retail employees are at or near minimum wage, their cash com-
pensation cannot be altered. Thus, retailers cannot, as can higher-wage employers,
shift the increased costs resulting from an employer mandate back on to wages. Nor
can retailers simply pass these cost increases onto customers through price in-
creases. Many retail purchases are discretionary in nature and deferrable. Also, due
to intense competition, major segments of the retail industry are experiencing price
deflation in many merchandise categories. During the 1980’s, retailpsquare f%)otage
grew by over 50% while the population increased by only 10%. This resulted in ex-
tensive pricing pressure on all retailers causing price decreases in many products.
Bureau of Labor Statistics data disclose that the 75 billion dollar consumer elec-
tronic industry has experienced significant deflation since 1989. This is true at
Montgomery Ward as well since our products are priced very competitively in the
market. As an example, industry figures show that the average price of a camcorder
in 1989 was $1014 compared to $777 in 1993. The average price for VCR’s in 1989
was $329 which has decreased to $239 in 1993. It is obvious that in the current
low-margin retail industry, we simply cannot pass higher prices on to consumers.

Since we are unable to recour costs through price increases, cannot shift increases
in labor costs to low-wage employees and cannot operate at a loss and remain a via-
ble business, we are left with but one choice under a health care employer mandate:
to reduce labor costs through a reduction of jobs and wages. Basic economics require
that an essential relationship must exist between the compensation provided an em-
ployee (wages and benefits) and the economic value received by the employer.

As the author of one study on employer mandates notes, “{wlhen industries
cannot shift [increased labor costs] the inevitable result is the loss of jobs,
with the job loss increasing with the unshiftable cost.” '* This statement is
consistent with mainstream economic thought.

For example:

s Leading Democratic economist Lester C. Thurow of MIT’s Sloan School of Man-
agement stated that “The Europeans have taught us that mandated bene-
fits end up pricing labor out.” 18

¢ A survey of leading American economists conducted by the University of New
Hampshire revealed that 80 percent believe that imposition of an em-
}Floyer mandate will result in the loss of lower-wage jobs.

he Joint Committee on Taxation, in its analysis of the Health Security Act’s
employer mandate, noted that “[elconomists generally believe that payroll
taxes are borne by employees.”

» Robert Shapiro, Vice President of the Progressive Policy Institute, wrote in the
New Democrat that “[flar from guaranteeing benefits to low-skilled work-
ers, a rigid employer mandate, by the economics of it, would probably
cost many of them their jobs.”

o A USA Today/CNBC survey of 55 economists revealed that 78 percent fear that
enactment of the Administration plan would slow employment growth.!é

¢ Business Week’s Bill Javetski, who covers European economic policy, notes the
Administration’s contention that there’s a lot we can learn from the Germans
whose national health program provides comprehensive coverage at a mere 9%
of gross domestic product, compared with 14% in the U.S. Javetski points out:
“But what the President isn’t &ctoring in is the cost employers pay, on top of
wages, to support the systems. In fact, across the European community,
benefits costs—mostly for health insurance—are twice those in the U.S.
The EC now admits that such costs are a big reason why the U.S. cre-
ated 20 million jobs in the 1980s while Europe produced barely any.”

Numerous studies document the job loss which is almost certain to occur as a di-
rect result of an employer mandate:

o A study conducted by Nathan Associates, Inc. for the National Retail Federation
conservatively estimated that at least 500,000 retail jobs would be eliminated
under an emYloyer mandate. A modest 5% reduction in the 20 million
worker retail industry would be 1,000,000 jobs.

e The Employment Policies Institute estimates that retail job losses could
total 726,000 under a mandate.

e A CONSAD study analyzing the potential employment impact of several major
health care reform proposals concluded that “estimates of job losses exceeding

14O'Neill et al.
16 Business Week, January 24, 1994.
16 USA Today/CNBC survey of 55 economists, 10/1/93.
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;,300,9’00 from the more rigorous employer mandated proposals are not unreal-
istic.”

¢ One study found that imposition of an employer mandate could result in the

loss of 3.1 million jobs nationwide with over 75 percent of the lost jobs
coming from labor intensive, low-wage industries such as retail, res-
taurant and agriculture,!®

These job loss concerns are consistent with an extensive analysis by Montgomery
Ward undertaken in conjunction with nationally recognized benefit consulting firms.
An employer mandate affords management virtually no choice. We truly want to
row jobs and the business. However, to continue to run a viable business in the
ace of an employer mandate, we would be forced to find ways to offset cost in-
creases due to the mandate. We would have to closely analyze our retail and sup-
port operations to determine where such costs might be reduced. In the labor-inten-
give retail industry, where labor i8 our number one cost, we would have to scale
back our workforce.

Most retailers would have no choice but to cut jobs or reduce work hours in order
to meet the increased costs they would face under an employer mandate. This is
a very painful process which I had to undertake once before. When I joined Mont-
gomery Ward in the mid 1980's, I encountered an excessive cost structure which
caused the company to tace potential liquidation. Had we not eliminated 17,000 jobs
itndorder to save 60,000 other jobs, Montgomery Ward would not be in business
oday.

Low-wage employces, who have less opportunity to trade wages for health bene-
fits, are the most likely to suffer the effects of these costs. That is the truly tragic
irony of an employer mandate; the very people government is trying to
help would, because of this terribly misguided but well-intentioned ap-

roach, suffer the loss of something far more valuable to them and their
amilies—namely, their livelihood.

THE DIRECTION OF HEALTH REFORM AND SUBSIDIES

Private citizens and businesses, both small and large, are acutely mindful that
governmental programs are, upon enactment, often merely a starting point. Our ex-
perience leads us to believe that it is the direction of the program that is crucial,
not necessarily its components, minimal size, or in the present case, subsidy fea-
tures. In the case of health care employer mandates, business owners, small and
large, frequently remind me that starting down the wrong road, even with a timid
step, can quick{y turn into a fiscal quagmire. An employer mandate is simply an
entitlement program funded by business. I don’t need to explain to this Cornmittee
our nation's track record in controlling the costs of entitlement programs. As re-
ported by the Washington Post, in 1965, it was estimated that by 1991 the Medicare
program would cost $9 billion per year. The actual cost of t%e program in 1991
was over $100 billion per year. Another example of a well intended program that
dramatically exceeded government cost estimates is the federal Medicaid Hospital
Subsidy Program which made mandatory disproportionate share payments to hos-
pitals handling large numbers of poor patients. In 1987 the Congressional Budget
Office estimated that it would cost the federal government only $95 million over the
next three years to cover its share or an average of $32 million per year. In 1992,
just five years later, the program cost the federal government $10.8 billion. Gov-
ernmental programs once begun are often irreversible as to direction and
growth. For these reasons, we firmly believe that the direction taken in the
reform of health care is of paramount importance.

As we embark upon the journey to reform health care, we need to clearly focus
in a thoughtful and logical manner upon the specific problems in our health cire
system and address them directly. Altering insurance regulation can eliminate bar-
riers to health insurance for people with pre-existing conditions. Ingurance reforms
could guarantee uninterrupted coverage to employees upon leaving their employer.
The elimination of existing regulatory barriers would permit small business insur-
ance pools to purchase insurance collectively, increasing their bargaining power and
significantly reducing their costs. Medical malpractice reform would also reduce
health cost, as would the standardization of claim and other forms. For low-income
workers unable to qualify for Medicaid but unable to afford an insurance plan, a
government voucher or tax credit system could help ensure adequate coverage. The
NRF supports efforts to subsidize the health insurance costs of low-wage employees.

17The Employment Impact of Proposed Health Care Reform on Small Business. Washington,

D.C.: CONSAD Research Corporation 51. 1993.
18()'Neill et al.
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We urge your consideration of a bipartisan, uniform plan which incor-
porates the principles of market based reform at the federal level.

In addition to the devastating economic consequences described earlier, the major
objective of cost control is incompatible with the proposed employer mandate. Em-
ployer involvement in the control of costs is essential. We must have the flexibility
to work with our employees in the careful expenditure of health care dollars. An
employer mandate effectively removes the incentive to do so. Failure to recognize
this would be, I fear, a tragic and irreversible mistake at this pivotal time.

WHEN IS THE CURE WORSE THAN THE DISEASE?

Our nation’s health care system is truly massive and complex. The economic and
social implications of health care reform exceed those of virtually any other issue.
Your decisions will dramatically affect not only the $900 billion per year health care
industry, but the $2 trillion per year retail indyustr , other labor intensive industries
and every remaining segment of business. Of equal, if not greater, importance is the
unique value placed by Americans on the nature and quality of the health care they
receive.

We urge you not to ignore the dire warnings of business people through-
out retailing and other labor-intensive industries as well as leading econo-
mists as to disastrous effects of an employer mandate on jobs and our econ-

omy. Such a mandate, if enacted, would:

e Tragically cause many of those individuals most in need of health care
coverage to lose something they and their families need and cherish far
more—their means of earning a livelihood. Numerous economic authori-
ties, including leading Democratic economist, Dr. Lester C. Thurow of M.I.T,,
have analyzed the impact of an employer mandate on the U.S. economy in light
of experience in the European community and elsewhere and concluded that
such a mandate would seriously damage jobs and the economy.

e Effectively remove from businesses the capability to control health
care costs. An employer mandate would stifle creative approaches and the
careful expenditure of health care dollars by individuals and business. With lit-
tle ability to reduce costs (a mandate effectively fixes costs), business will have
virtually no incentive to explore methods of doing so.

¢ Devastate labor-intensive industries and the economy—the retail indus-
try which employs 20 million workers (one in five) would, under the Administra-
tion’s proposed employer mandate, be faced with a cost increase in health care
spending of $17.1 gil ion of the projected $28.9 billion increase in health care
spending in 1998 among business. Employers would have no choice but to dra-
matically reduce labor costs, i.e. jobs, to stay in business.

¢ As an employer who views with pride our historical legacy as the first American
company to offer health care coverage to our employees in 1912, and as a con-
cerned industry, we want to continue to meet the needs of our workers and the
consumers we serve. We look forward to working with Congress to achieve the
goal of quality health coverage for all Americans while addressing the critical

issues raised today.

PREPARED STATEMENT OF STUART M. BUTLER

My name is Stuart Butler. I am Vice President for Domestic and Economic Policy
Studies at The Heritage Foundation. My testimony represents my personal views
on the issue of health care reform, and sgould not be construed as representing any
official position of The Heritage Foundation.

I wieK to thank the Committee for the opportunity to testify on the important
topic of how to secure adequate health insurance coverage for all Americans. In my
testimony I will address three issues:

(1) Why the design of the current system leads inexorably to the absence of uni-
versal coverage and high levels of involuntary uninsurance.

(2) The severe shortcomings of an employer mandate as a device to secure univer-
sal coverage. In doing so I will present the main findings of a new study of the Clin-
ton plan (the Health Security Act) conducted for Heritage by Lewin-VHI. This anal-
ysis shows that including the effect on wages of an employer mandate substantially
reduces the attractiveness of the Health Security Act in terms of “winners” and “los-
ers” among working-age households.

(3) How universal coverage can be achieved in a system built on individual owner-
ship of insurance and non-employment groups as sponsors. This system is the basis
of legislation introduced by Senator Don Nickles (S. 1743, The Consumer Choice
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Health Security Act). The same Lewin-VHI analysis indicates that under the tax
credit agproach of the Nickles bill, families in every income bracket are significantly
better off than under the Clinton Administration’s employer mandate.

WHY THERFE I8 INADEQUATE COVERAGE TODAY

The primary reason we have the serious problem of millions of working Americans
wanting insurance but unable to obtain it--—-or losing the coverage they now have—
is because most health insurance is employer-based, Michael Graetz, another panel-
ist, has explained that this system is an historical accident. It continues because
families face a huge tax penalty for obtaining coverage through any other mecha-
nism, such as buying it directly or obtaining coverage through some alternative
sroup, such as a union. This tax penalty, and the lack of any significant federal as-
sistance other than this form of tax relietz, explains part of the uninsurance problem.

The second, related reason is that under the employer-based system, the employer
actually owns the plan and decides the benefits (either arbitrarily or by a bargain-
ing with the union). The employer alse controls the amount of a worker's total com-
pensation that will be devoted to coverage. Thus unlike life insurance or home-
owner's insurance, a health insurance typically does not belong to the person in-
sured. Hence a change of job, or any employer-decided change in benefits, can mean
the loss of insurance, or at the very least a change in coverage.

Until this system 1s changed, there will always be a problem in America of fami-
lies unable to acquire the plan that is best for them, and always a fear that cov-
erage will be interrupted or lost. Until it is changed, it will be impossible to achieve
universal coverage, or anything approaching that goal.

THE HEAVY COST OF AN EMPLOYER MANDATE

Some Members of Congress, as well as officials of the Clinton Administration,
maintain that the way to resolve the problems I have outlined is to require all em-
ployers to provide comprehensive coverage, adding subsidies to certain employers
am{ workers. But an “employer mandate” is in practice merely a disguised individ-
ual mandate—and so Congress should focus on that latter device. Moreover, as a
new analysis of the Health Security Act shows, the “pass-through” of an employer-
mandate in the form of reduced wages would be heavy and very regressive.

An employer mandate is in a real sense meaningless because all it means in prac-
tice is that employers are required to earmark a specific portion of a worker's total
compensation for the purchase of health insurance. The lion’s share of this money
in other words, comes out of the worker's paycheck, not the employer's profits. In
a review of the economic literature, Lewin-VHI notes that approximately 88 percent
of the cost of any such mandate would be passed on in reduced wages.

According to a new Lewin-VHI analysis of the Health Security Act, which is pro-
vided to members of the committee, the employer-mandate in the Act would in 1998
mean reducing the wages of workers in firms not currently providing insurance by
an averaﬁe of about $1,243, or 6.1 percent. This wage cost, I should note, is in addi-
tion to the change in family health costs associated with the plan, the details of
which were identified by Lewin-VHI in their December 9, 1993 analysis of the
Health Security Act. In addition, Lewin-VHI points out that in the case of many
lower-income employees, a loss of job is more likely in practice than a reduction in
wages. Lewin-VHI estimates the range of job losses at 155,000-349,000, heavily con-

centrated among lower-paid workers.
THE ONLY OPTION FOR UNIVERSAL COVERAGE: AN INDIVIDUAL-BASED SYSTEM

If universal coverage is to be achieved, the only possible method to meet that goal
would be to require individuals to obtain coverage and to provide lower-income
households with the means necessary to comply with that requirement. An employer
mandate is merely a hidden and incomplete mandate on individuals. The Clinton
Administration evidently recognizes this, since the Health Security Act actually
places the ultimate obligation on individuals to choose a plan and to pay their share
of the premium,

There can and should be much discussion of what universal coverage actually
means and whether it is even desirable. Does it mean an assurance that anyone
who wants insurance protection can obtain it at an affordable cost (including any
subsidy they may receive)? Does it mean people should be required to have a certain
level of insurance whether they want it or not? Does it mean protection against cat-
astrophic costs or insurance “protection” against the cost of a $20 Frescription?

For the sake of discussion, I will explore the idea that the goal is two-fold. First,
to assure that all Americans not in government health programs can in somz way
obtain an adequate level of health care, including protection against catastrophic
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health care costs, at a reasonable cost to the household. And second, that all such

Americans must carry at least catastrophic insurance. This second element would

be to protect society from the potential cost of an individual who otherwise might

refuse to buy insurance and yet incurred high medical bills in, say, an emergenc
room. In other words, it wou{d be liability insurance for the rest of society whic
is paid for by each individual.

f this is the objective, with every American protected against at least catastrophic
health care costs, the ideal reform would have to contain certain key elements. After
discussing these, I will note how the Consumer Choice legislation (S. 1743) offered
{)/y Senator Nickles substantially achieves these and then I will summarize Lewin-
A]:I'B analysis comparing the financial impact of 8. 1743 and the Health Security

ct.

Element I: Families must be free to choose any plan (and set of benefits) irrespective
of their place of employment, and with the same tax relief wherever they obtain
their plan or care.

The current tax code heavily penalizes households who do not obtain their care
through an employer-owned plan. To open up more sensible avenues for families the
tax code would have to be neutral with respect to where a family obtained its plan.
Thus the tax code would have to treat the family the same, whether the plan was
sponsored by an employer (as today), a union, a church, some other sponsoring
group, or directly form an insurer. Ideally, the tax code also should not discriminate
between paying for health care through insurance, out-of-pocket, or by disburse-
ments from a special account (sometimes called a “medical savings account”). This
latter tax neutrality would enable families, without any tax distortion, to decide the
most economical balance of insurance and direct health spending,

To enable families to make a rational choice between obtaining coverage through
an employer-based group or some other group, employees with company-sponsored

lans would have to have the right to “cash out” the actuarial-value of their current
henefits and put this money towards an alternative plan.

Element 2: All working-age households not in Medicaid would have to obtain at least

a catastroph[c [)[(lll.

If the objective of Congress is protection against catastrophic medical costs for
every American, then obtaining such coverage would have to be a legal requirement.
Otherwise the goal cannot possibly be achieved because some individuals will refuse
to insure themselves and yet could receive substantial services under the current
legal obligations faced by hospitals. But two caveats are important here. First, such
a requirement is not a requisite for an individual-based system as such, but only
if Congress’ objective is universality. And second, if the goal is to achieve a situation
close to universality (recognizing the difficulty of 100 percent coverage), then a man-
date may be unnecessary.

Element 3: The current structure of tax relief would have to be changed, and/or reve-
nue changes made to assist low-income families.

The current tax exclusion provides generous tax relief to upper-income house-
holds, in high tax brackets, and very little to lower-income families. If lower-income
families are to be able to afford at least a basic plan, the method of tax relief would
have to change, to provide more assistance to low-income families. The ideal form
of tax relief, bearing in mind budget considerations, would be to replace the current
tax exclusion with a refundable tax credit. To maintain budget neutrality, any net
shortfall in revenue would have to be offset with other program reductions.

Element 4: There would have to be changes in insurance regulations.

If households are to choose and own their own plans, and to be secure in the
knowledge that they have insurance that cannot be discontinued, there would have
to be certain changes in insurance law. IFor one, states would have to be prohibited
from mandating certain insurance benefits beyond any minimum required by federal
law. For another, insurance companies would have to renew coverage each year, at
the choice of the policyholder. And, I would argue, insurance companies need to be
limited in the risK factors they can consider when quoting premiums. We propose
limiting underwriting to age, sex and geography.

If this change is not made, problems arise in the case of high-risk households who
would otherwise not be able to afford catastrophic protection, even with tax changes
and fovernment subsidies. The alternative would be some form of government-spon-
sored and subsidized risk pool for these households. But that means a large new
federal program (potentially a “Medicare, part C”), and with it the threat of another
source of out-of-control federal health care spending and counterproductive price

controls.
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HOW THE CONSUMER CHOICE BILI, ADDRESSES THESE ELEMENTS

In essence, S. 1743 would change the current health system such that families
could choose the health plan and benefits that suited them best. They could obtain
a plan directly from an insurer, or through a large group (such as a union, church
or farm bureau), and so obtain the advantages of a large buyer, Families would own
their plan, and it would move with them ﬁ‘om job to job. And through changes in
the tax code, iamilies would be assured of at least basic coverage.

The main features that would achieve universal coverage, and would affect federal
revenues are as follows. The budget figures are based on an analysis of how the
Nickles Consumer Choice bill would affect household and government finances in
1998. The full study has been made available to the Committee.

s A refundable individual tax credit would replace the current exclusion available
to households for company-sponsored health insurance. Under the bill, em-
ployer-paid health benefits would be subject to taxation, but these benefits, and
other spending by the employee, would henceforth be eligible for the credit.

¢ The credits would be structured as follows:

Heaith Insurance Premiums and unreimbursed Medical Expenses as 3 Percentage of Gross Income Tax Credt
Lless than 10 ... . ... s et et e e e s e+ e s e e 25%
10-20 . R e s e e 50%

e A credit of 25 percent would be available for contributions to a medical savings
account. In any year, contributions eligible for the credit in each household
would be limited to $3,000 for the head of household and an additional $500
per dependent.

¢ Every individual or family would have to obtain a minimum package of health
insurance to cover medically-necessary acute care. The maximum deductible
would be $1,000 for an individual ($2,000 for a family) and an out-of-pocket
limit of $5,000.

¢ Anyone not complying with this requirement would lose the personal exemption
in the tax code. In addition, states would assign a plan to the individual in such
cases and employers would deduct the appropriate premium payment.

¢ Employers would make a payroll deduction to cover premiums for the plan cho-
sen by the employee. The employer would also adjust the employee’s tax
withholdings to reflect the -estimated credit available to the employee.

e If an employee currently with employer-sponsored insurance chose to obtain
health insurance coverage from another source, employers would be required by
law to “cash out” the actuarial value of the employee’s existing benefits. The
actuarial value would be based on age, sex and geography. In this case, employ-
ers would continue to make a payroll deduction and to adjust withholdings ac-
cording to the coet of the new plan.

¢ The Medicaid Disproportionate Share program would be converted into a flexi-
ble grant program for the states to help low-income individuals not eligiblc for
Medicaid to obtain health care. The purpose of the grants would be to keep total
net out-of-Yocket costs to no more than 5 percent of income for families with
incomes below 150 percent of the poverty level.

» Insurers could not exclude coverage for preexisting conditions, nor could they
cancel coverage (except for non-payment of premiums). Health insurance under-
writing for individual or family plans wous)d be limited to age, sex and geog-
raphy. Discounts could be given to promote healthy behavior or early detection,
and to reflect reduced marketing costs associated with group coverage.

Based on the “benchmark” analysis by Lewin-VHI for 1998, and CBO data, we

estimate that these and the other provisions in the Nickles bill would lead to a
small cumulative surplus in the federal budget over the next five years.

- THE LEWIN-VHI ANALYSIS OF THE CLINTON AND NICKLES PLANS

The Heritage Foundation contracted with Lewin-VHI to carry out two analyses:
(1) Lewin-VHI re-estimated the impact on families in 1998 of the Health Security
Act, factoring in the effect of an employer mandate on wages. Lewin-VEHI's Decem-
ber analysis of the plan confined itself to estimating the net effect on health spend-
ing. The new evaluation represents the true “bottom line” for families. Lewin also

estimated job losses associated with the plan.
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(2) Lewin-VHI carried out the equivalent analysis of the Nickles Consumer Choice
Hea}th Security Act. Hence, this estimated the net impact of the loss of the tax ex-
clusion, the gain of the credit, changes in premiums and out-of-pocket health spend-
mfiz, and adjustments to wages of “cashing out” of company-provided plans.

ncluding the effects on household wages of an employer mandate substantially
changes the “winners” and “losers” under the employer mandate approach of the

Clinton legislation. What the Committee might find most remarkable is that the dis-

tributional “winners” and “losers” under the individual tax credit approach turns

out to be far more attractive to houscholds than under the Health Security Act, even
for very low-income workers. Thus as a means of achieving universal coverage, the
individual tax credit approach has significant advantages.

The Lewin-VHI findings are contained in the accompanying tables. To summarize
the analysis and these tables:

¢ Assuming, based on the academic literature, that 88 percent of the cost of a

mandate takes the form of reduced wages, the Health Security Act would in-
volve an aggregate cut in wages in 1998 of about $20.6 billion. The average
wage cut for workers not now covered by company-sponsored insurance would
be $1,243.60. The largest number affected would be in the retail and service sec-
tor,

Under the employer mandate in the Health Security Act, between 155,000 and

349,000 Americans would lose their jobs, chiefly among the lowest-income work-

ers (see Tables 1 and 2).

Prior to taking wage effects into account, Lewin-VHI estimated that the Health

Security Act would reduce household spending on health care in 1998 by about

$26.5 billion. But when wage effects of an employer mandate are included as

a health cost for families, net health spending in 1998 falls by just $7.7 billion.

By comparison, the Nickles Consumer Choice Health legislation would reduce

total health spending in 1998 by $35.5 billion.

¢ The Lewin-VHI figures for spending under the Nickles bill do not include any
assumption that consumer choice and competition will achieve a long-term
downward trend in the growth of health care spending (even though the bill's
sponsors claim that will happen). On the other hand, the Lewin-V%H analysis
of spending under the Clinton bill assumes that the plans premium price con-
trols and expenditure controls will be 100 percent effective (a point that is dis-
puted by the Congressional Budget Office and most analysts).

¢ Tables 3 and 4 indicate the change in health spending under the Health Secu-
rity Act when wage effects are not taken into account (Table 3) and when they
are (Table 4). As the tables indicate, taking wage effects into account sharply
changes the total net effect on average non-elderly households, especially in the
case of the currently uninsured.

¢ When wage effects are included, the proportion of working-age households
whose spending rises under the Clinton Health Security Act by at least $1,000
more than doubles, from 16.7 percent (ignoring wage effects) to 30.7 fpercent.
The proportion of working-age households experiencing a net decrease of income
(including wages and health costs) is 53.4 percent under the Health Security
Act when wages are considered (Table 5), up from 49.5 percent if wage effects
are ignored.

e When the Clinton Health Security Act is compared with the Nickles Consumer
Choice Health Act, the Nickles bill produces a far better balance of “winners”
and “losers.” For example, under Nickles only 18.8 percent of working-age
households see a total increase in costs of more than $1,000 after wage effects
are considered (Table 6), compared with 30.7 percent under Clinton. And under
Nickles, 39.4 percent of working-age families would experience a net reduction
in costs of at least $1,000, but only 28.1 percent under Clinton.

¢ When the distribution of “winners” and “losers” is broken down by income group
(See Tables 7 and 8), the Nickles tax credit approach leads to substantially
more gainers in every income group—even among the working poor—than the

Clinton employer mandate approach can accomplish.
CONCLUSION

This comparison of two approaches to achieve universal coverage, the employer
mandate (The Clinton bill) and a more explicit obligation on individuals, combined
with a tax credit (The Nickles bill), shows two crucial things. One is that an em-
ployer mandate has huge hidden costs, in wage reductions and jobs, that must be
taken into account and will no doubt lead to public reaction if such a system is ever
put into place. The second is that an individual credit approach can achieve the
same stated coverage goal as the Clinton plan, and yet do so while reducing total
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health costs for all incoine groups, cutting public programs less than the Clinton
plan, and without depending (as the Clinton plan does) on price controls of question-
able effectiveness or mandatory health expenditure cuts.

TABLE 1

ESTIMATED JOB LOSSES DUE TO THE HEALTH SECURITY ACT
BY INDUSTRY (FULL AND PART YIME WORKERS) IN 1998

INDUSTRY EMPLOYMENT LOSSES
Elasticity n -0.2 Elasticity = -0.5

Construction 6,645,856 5229 13,074
Manufacturing 21,875,590 28022 41,767
Transporation 6,931,161 6,078 15,200
Wholesale Trade 4121,199 1,023 2,536
Retail Trade 16,664,639 30,6827 76,578
Service 29,735,649 47,914 110,511
Finance 6,937,199 4,057 10,135
Federal Govemment 3,443,223 5,150 12,875
State Government 5,121,197 9,081 22,704
Local Government 10,052,903 11,532 28,892
Other 4,619,694 5,857 14,639

TOTAL 116,148,310 184,571 348,915
Total less government 91,330,987 128,808 284,439

TABLE 2

ESTIMATED JOB LOSSES DUE TO THE HEALTH SECURITY ACT
BY EARNINGS (FULL AND PART TIME WORKERS) IN 1998

EARNINGS EMPLOYMENT LOSSES: ..
Elsstiolly = 8.2 Ellstolty = -0.5
Less than $10,000 15,130,637 149,534 336,314
$10,000-29,999 40,149,316 5,037 12,601
| Over $30,000 60,868,357 0 0
TOTAL 118,148,370 15489¢ "~ IR
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TABLE 3

CHANGE IN HEALTH SPENDING FOR NON-AGED FAMILIES BY CURRENT INSURED
STATUS WITHOUT WAGE EFFECTS

(FAM!LIES HEADED BY AN INDIVIDUAL UNDER AGE 85)

$600 1
3818
$400 +
szoo - $178 $180
so -
($200) -
(8400) | {s301) o
(3423)
1 insured Under
($600) All Families : Poticy
HChange in taxes Q) Net effect of changes

payments

@ Change in premiums B Change in out-of-
pocket

spending

Source: Lewin-VHi estimates using the Health Benaefits Simulation Mode! (HBSM).
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TABLE 4

CHANGE IN HEALTH SPENDING FOR NON-AGED FAMILIES BY CURRENT INSURED
STATUS WITH WAGE EFFECTS (FAMILIES HEADED BY AN INDIVIDUAL UNDER AGE 65)

$1,800 -
$1,600 -
31,400 T

$1,200
$1,000
$800
$600
$400
$200
$0
($200)
($400)
(8600)

All Famities

-+

e

T (8352)

insured Under Uninsured Under
Cutrent Policy Current Policy
$1.578 $1.626

($423) (3467

payments

M Chaige in premiums (J Change in out-of-
pockat spending wages

BChange in taxes and ) Net effect of changes

Source: Lewin-VEHi estimates using the Health Benefits Simulation Model (HBSM).
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TABLE 5

DISTRIBUTION OF FAMILIES BY CHANGE IN HEALTH SPENDING

NET OF CHANQGES IN AFTER TAX INCOME
UNDER THE HEALTH SECURITY ACT IN 1996

Change in Health Spending Net of Changes In income®
Net increase of $20 or More §3.4%
$1,000 or More increase 30.7
$500 - $999 Increase 9.3
$250 - $499 increase 8.9
$100 - $249 increase 4.7
$20 - § 99 increase 23
No Net Change (less than $20) 23%
$20 - $ 99 Decrease 1.8
$100 - $249 Decrease ' 30
$250 - $499 Decrease 4.4
$500 - $999 Decroass 8.5
$1.000 or More Decrease 28.1
Net Decrease of $20 or More %3.8%
All Families 100.0%

b
4

Estimates are for the initial year of program implementation. The net impact of
the plan on individual families will vary over time due 10 year 1 yesr fluctuations in
heanh services utilzation.

Inctudes only tarmslies headed by persons under age 08,

Incluries the increass in wages under the program less the net chenge in
househokd heath spending indluding: changes In premiums and out-of-pocket
spending; taxes on INncreassd wages; and tax credits.

SOURCE: Lewin-VH| sstimates using the Health Benefts Simulation Model (HBSM).

TABLE 6

DISTRIBUTION OF FAMILIES BY CHANGE IN HEALTH SPENDING

NET OF CHANGES IN AFTER TAX INCOME

UNDER THE INDIVIDUAL TAX CREDIT PROGRAM IN 19980

Change in Health Spending Net of Changes in income”
Net Increase of $20 or More 31.4%
$1,000 or More increase 18.8
$500 - $999 Increase 8.0
$250 - $499 Increase 3.4
$100 - $249 Increase 1.9
$20 - $ 99 Increase 1.3
No Net Change (less than $20) 11.5%
$20 - $ 99 Decrease 1.8
$100 - $249 Decrease 2.7
$250 - $499 Decrease 47
$500 - $999 Decrease a5
$1,000 or More Decrease 39.4
Net Decrease of $20 or More 57.1%
All “amilies 100.0%

[ - 4

Estimates are for ihe initial year of program implementation.  The net impact of the
plan on individual famities will vary over tme due 10 yess 10 yesr Suctuations in
health services utiization.

Inciudes only tamilies headed by Persons under age 65.

Includes the INCrease in wages under he Program iess the net change in
househoid health spending nciuding: ChaNges in premiums antt ow-of-pocket
spending; taxes on increased wages; and tax credits.

SOURCE: Lewin-VHI sstimates using the Health Benefits Simulation Model (HBSM).
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FOR PREMIUMS AND OUT-OF-

TABLE 7

E CHANGE IN TOTAL FAM

POCKET COSTS UNDER THE HEALTH SECURITY ACT
(INCLUDES ONLY FAMILIES HEADED BY PERSONS UNDER AG

ILY HEALTH CARE EXPENSES

E 65) IN 1998%
PERCENT OF ALL FAMILUES
INCREASE IN FAMILY HEALTY COSTS REDUCTION IN FAMILY HEALTH COosTS.
) Change
Family Income AR fin $800- $350- $100- $20- of less $20- | $100- | 3250 $500-
) L §1,000+ | 9608 $in 224 e then $20 $00 §240 % ] $1,0000
Loss than $10,000 10,201.0 5.3% 8.0% 12.7% 11 9% 51% ? 3% 3ex 54% 6 1% S 28 6%
10,000-$14.099 5,820 § 348 13.3 84 59 12 25 18 18 32 47 24.4
| $15,000-319,99% 32080 k.1 ] 8. 82 s 1.0 22 19 38 48 58 244
| $20,000 829,000 12,1987 22 11 X 40 31 X 11 27 43 67 237
[ $30,000$36,999 0028 33 84 7 € EX) 15 10 17 24 47 85 308
000-$49 908 5085 286 80 ¥ 38 2.5 X ] 20 2 5.7 6s 4
| $50,000-§74.900 15,1583 30 82 44 3 1.9 0.7 8 2 36 7 300
| $75,000$00,000 4754 0 72 7 2 15 o7 09 2 42 73 N2
More han pw,om | 594.9 42.0 7.8 2 25 1.4 0.7 13 28 24 760 268
JOTAL] =~ 91398 307% 4T%] 2¥% 2% 1% 30% 4% | &5% 2.1%
Estmaies ars for the iniiial year of program implementation. ‘m-wmahphsmwm‘mm&anbmbynmhmm
uliization.

SOURCE: memmummmmu(msm.

DISTRIBUTION OF FAMILIES BY THE AMOUNT OF THE
FOR PREMIUMS AND OUT-OF-POCKET COSTS
(INCLUDES ONLY FAMILIES HEADED

TABLE 8

CHANGE IN TOTAL FAMILY HEALTH CARE EXPENSES
UNDER THE INDIVIDUAL TAX CREDIT PROGRAM
BY PERSONS UNDER AGE 65) IN 19988

o PERCONYOFALLFAMMNS
INCREASE ¢ FAMILY HEALTH COSTS REDUCTION IN FAMILY HEALTH COSTS
o I ~ . Change .
Pamby inseme AP Papniiies (n $500- |-629%- | @100 0 of loss 20 | 3100- | s2m0- $800-
ses than $10,000 10,201.0 % 0% 0.7% 0.8% o8 45.T% 4.0% 4.9% 3.8% $6% 28.3%
[ $10, 14,900 88208 4 E 4.1 15 3 257 1.4 1.4 33 7.4 M
15,000-$19 990 5,200.0 17. .4 58 17 [T) 157 2.3 2. (¥ 78 .2
$20 $29 996 12,1987 18.0 7.8 4.1 1.4 2.1 8.4 1.8 2. 8.4 104 »2
Q,g }30,999 10032 8 220 8.7 4.5 2. 13 40 2.2 1.8 54 9 %9 |
$40,000-348 960 9,508 3 18.7 57 25 28 1.2 22 1.2 2. 49 85 475
_@M who ] 18,158.2 242 8.2 7 1.8 1.4 2. k- 2. 38 78 489
$75,000-$60,908 0475 4 254 .0 .7 18 13 1.2 0.7 2. 33 85 478
More han $100,000 83849 265 .0 .9 2.4 1.1 1.7 0.7 20 42 $S 43.1
TOTAL 18.0% 1.9% 1% 11.8% 1.5% 27T% 4TS S5% 0.4
L] Estimates are for the intial year of program implementation. mwmanmmwmwmmmmu

uliizsson.
BOURCE: MMWWNMMMM(W}
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PREPARED STATEMENT OF ALAIN C. ENTHOVEN

It is a privilege to appear before this important commirtee which is destined to play a crucial role
in health care reform. And it ix a pleasure to revigit some friends of Jong standing, espccially the
Chairman with whom [ served in the Administration of President John F. Kenn«iy.

This Committee and this Congress find themselves faced with powerful conflicting forces that
must be resolved if you are to legislate health care reform this year, Yet, reform is urgently
needed. Health care expenditures are straining public finances at every level of government, and
are pricing coverage out of reach for many families of modcraic mcans, Any serious cost
containment palicy threatens marally unacceptable results if the poor are not well protected.
Although there are some recent encouraging signs of moderation in expenditure growtl, the
market forces that are conwributing to it must be sharpened and strengthened. While competition
appears to be taking hold in California, it is not in many other parts of the country. Ealighicned
public palicies coufd accelerate this process greatly,

President Clinton deserves great credit for elevating the problems of cost and access of health
care to the top of the nation's policy agenda. This should Lave huppencd much earlier. Butl
believe the President has made the problems you face more painful and difficult by promising the
impossiblc: cover the 39 million uninsured, add costly drug and long-term care beneflis 1o
Medicare, adopt a generous benefit package, limit employer contributions to 7.9% of payroll, and
have governmcnt assum private employer casly retiiee obligutions — all withour a broadly based
middle class tax increase and while reducing the deficit. 1 agree with the Chairman's
characterization of this plan as "fantastic faulasy."

The President worsens the problets by culling a tax a non-tax and by making completely
unrealistic forecasts of growth in health care spending. Neither the Canadian system nor the
Dritish Nationa! Health Scrvice come close 1o meerng the cost containment goals required by the

Clinton plan.

As the Congressional Budget Office all but said, the Clinton employer mandate is a tax. It
certainly acts like a wax in wany ways, Employer contributions inside the Alliances are onginally
capped at 7.9 percent of payroll ~ a number that is likely, over the years, to grow to 12 percent or
mare. And, as the government's hunger for “receipts” intensifies, it it is likely to become a frank
payroll-tax on all earned income — just like the Medicare tax, The 7.9 percent cap also destroys
the incendve of the employer 10 be actively Involved in cost containment.

Tu expand coverage. 1axes are necessary, and not necessarily all bad. However, | am concerned
about the effect on incentives for some people like lab technicians, skilled production warkers,
und others in Califomia who now face a combined federal and state (pa and income)

marginal tax rate of 50 percent, and who would be pushed into a rate over 60 percent,

approaching rates we used to associate with Scandinavia, In Scandinavia, such rates created a
culture of tax avoidance. We have recently seen a parade of Wh-lcvel government appointees
hat can percent?

whc did not pay a 15 percent payroll tax on houschold help, we expect at

As for unrealistc forecasts, the President's pian (and CBQ) hypothesizes growth rates in real per
capita spending a¢ 1.5 percent in 1996, down to zero in 1999." This compares to 1985-1990 real
growth rates of 4.6 percent in the US, 3.5 percent in Canada, and 2.5 percent in the UK.

I am optimistic that in the long run, given time for thorough system reform, for profound change
in the culture of doctors and patieats regarding resource use, time for many innovations in
organization and management systcrns, practice patterns, personnel use, eic., and given the right
incentives to motivate it, we could have & high quality and much less costly system of medical

Care.

There are encouraging signs in California, California Public Employees Retirement System just
announced that next year's rate will be down 1,1 ment from last ycar. But we have had
competing health maintenance organizations in California for years. Nationally, this is not likely
10 happen in the next five ysare, and it certainly will not happea under government-impused
global budgets or price controls on premiums because their incentives are all wrong.

So Congress is left with an apparently impossible dream, promised by the President, with the
details left to you. ‘
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Your task is to reduce costs and cxpand covesage to some reasonable stuslard of unjversal
coverage, An“{gﬁvm health insurance system may not be able 1 ensure every citizen gews
covered. Therefore, a definition of universal coverage shiould be set and udjusted as informadon
accrues below 100% — just as we consider 95% to be "full employment” — and this should be our
goal. Targeted programs can care for those remaining uncovered,

The only way to cut cost without cutting qualily is by geuing the incentves right. Reform must
create powerful market forces that reward doctors and hospitals for forming and operating
increasingly efficient compreheasive care urganizations, through a long-term contlnuing process
of qualiry and productivity improvement. The Jackson Hole Group, of which I am a trustee, is
preparing a paper entitled "Munaged Compeddon 11", which I would lke 10 submit in the next
few days as part of my testimony, that describes what I believe is the wisest way 1o proceed. It
takes into considcratioa the current polideal contexr, it does not put the federal budget at risk; it
does not undermine positive private sector reforms already underway; and it is consisteat with
the principles of maanaged corupedtion,

A critical patt of creuting appropriate incendves is a Lmit on tax-free employer contributions to
health care, and employers’ level dollar-defined contributions, so that anyone who chooses a plan
that costs more Lhun the least cosdy, pays the full difference with net-after-tax doilars, so that the
health plan that cuts its price by a dollar sees the whole dollar offered to the subscriber who joins
it. The present wx mearment implies a heavy tax on cost containment. ‘The uncapped tax break is
a bleeding anery in the federal budget, estimated at $90 billion in 1995 by the Joint Committee
ou Tuxation. A "1ax cap” offers the best source of revenue to pay for badly needed subsidies that
will help access far the poar. And it does so by broadening the tax base rather than by raising

marginal tax rates.

To simplify matters, Congress could pick a national average amount ~ S0me amount per
individual, per couple, per single-parent family, per two-parent family — that, when adjusted for
regional variadons in factor prices (like Medicare's Prospective a!:adymcms), would approximate
the price of an efficient health plan in each region, trend it forward by growth in per capita gross
domesdc product, and make that the limit on tax-tree employer contributions. Then dedicate the

savings to subsidies for low-income people.

Managed Competition I describes a limit set at the average priced plan, combined with a tax free
health spending account for the cost difference for those who choose a plan priced below the tax
cap. A tax cap plus Medisave accounts would preserve the integrity of the incentive, However,
while raising the level of the tax cap might be mare politically auractive, it also will reduce
revenues to the balanced health security budget, making it more difficult to fund low income
subsidies. ‘This is particularly important if we want a reasonable bensfit reduction rate for low

income subsidies to prevent a steep marginal tax ratc cliff.

The benefit reduction rat (or implicit marginal tax ratc on carnings) when cowbined with other
welfare programs can be unacceptably high. However, the cost of ameliorating the marginal 1ax
rote is also high. Henry Aaron wrote that the Breaux-Dureaberger Lill would inflict an 88

t inal tax rate on l¢ between 100 and 2 of poverty. I calculated
mwmu. but still Wpeop ptably high, ramugh any m-out dﬁybsidics
represents an improvement over the current Medicaid program. Seaator Chafes would
ameliorate this by strctching out the zeto subsidy polut o 240 percent of the poverty line. That
would help, but it will also cost mare, This is, of course, the painful dilemma that faces all
programs of assistance to low-iucue people. It iy very inuponant o consider this health care
problem in the context of welfare reform and the total picture of low-income assistance,

A limit on ax free employer-paid health benefits is an excellent source of revenue for
subsidizing the and reducing the marginal wax rate cliff, A tax cap set at the low priced plan

could raise $16 billion per year according to Congressional Budget Office estimates; a cap set
lower could raise even uore,

A ctitically isnporant part of wotal reform is including Medicare and Medicaid in the reformed
system. They are too large to leave out, and potential savings in these programs might be used
fur low income subsidies. Beth of these programs are largely frozen into the obsolete and
discredited system of fee-for-sexvice, solo practice and remote thxrdgmty payment, with all its
erse incendves. These g{oyams ectly illustrate the words of Vice President Gore in the
1993 National Performance Review: federal government seems unable to abandon the

ubsolete.”
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Quvernment should get the costs of fee-for-service Medicare under control by Prospective
Payment and Volume Performance Standards on a regional basis, Then it should aggressively
market enrollment 1o Medicare beneficiaries in Accountabie Health Plans covering the full
standard benefit package. In areas where competition has driven premiums below Medicare's
fee-for-service equivalent, govermnment shouid pay in tull the price of the low-priced plan. That
lets Medicare beneficiaries share in the saving., in the form of expanded benefits. In areas where
the low-priced plan’s premium exceeds Medicure's fee-far-service equivalent (Medicare rates
should be utilization-adjusted community rates), government would pay the latrer, and
beneficiaries who wanted to pay the difference would be free 1o do so.

What about mandates? We already know a great deal about the pros and cons of several forms of
mandates.

An employer mandate, to which I was previously sympathetic, is attractive because it seemed to
offer continuity with the present in that it would mainain employer-based coverage. And
incrementalism is one of the first laws of our democracy. Moreover, we need a group basis for
health insurance, and while the employment basis has its shortcomings, the only apperent
alternative would be government and that would be worse. Furthermore, problems of
employment-based health insurance in small groups would be mitigated by Breaux-Durenberger

health plan purchasing cooperatives.

Under the Administration's version, an employer mandate would also allow the government to
shift some of the burden of public programs onto employers and to create the perception that no
one is paying the price. However, employer-paid health insurance is a myth; any mandaic un
employers would be shifted to employees through reduced wages or loss of jobs.

In a competitive ecanomy, the employer can pay no more in total compensation than the value of
the employee's contribution to the output of the firm. So if a mandate requires the cmployer 10
pay, say, $2,000 in health care, the employer will have to reduce pay or benefits by that amount,

ss that would drive pay below the minimum wage, in which case, the cuployce will be lald
off. The cost will not come out of profits in the long run becauss capital is mobile worldwide
and will move to seek a competitive return. Somo may be shifted forward w customers, but not
much, especially in low wage industries where demand is very elastic.

So the cost is shifted to the ermployee. Alternatively, the mandate can be a large increase in the
minirmum wage. Although it is impossiblc to measure the ecunwmmic dislocation an employer

mandate would causs, clearly some employees would lose out, While some studies suggest not
many jobs would be lost, I am akeptical about that in the cas¢ of a $1 per hour increase.

An employer mandate may also be very costly to eaforce -~ there are millions of eraployers,
Employers and cmploym may conspire against the mandate (as in Social Security). I
uaderstand Hawaii's mandato has barely brought theis vovernge to a higher level some non-
mandate states when you contro] for the relevant explanatory variables.

Also, the Clinton plan subsidizes large firms with well paid Is 10 get them to subsidize their
low-income workers. It would be maore effivicnt 1o target subsidies to low-income workers

directly.
I am increasingly ungnssed by the merits of an individual mandate which requires individuals to
purchasc coverage. Such a mandsw mukes sense in that subsidies are targeted at individuals as
well. An individual mandate would not motivate employers to cut pay or lay people off.

But this approach has problems too. Thexre is a risk that companies that are currently active,
valuc-based health puchasers will cease these activities and will perform only the minimum

duties nece to fulfill the obligation 10 offer coverage. However, competitive forces in the
labor wka“:rym a rule that coverage must be obtained through the appropriate sponsor (the

employet in the case of a large group) should maintain an active employer role.

An individual mandate could be enforced through a free rider tax that would require individuals
who do not purcluise coverage 10 pay a tax equal to the cost of coverage plus a penalty. A free
rider tax could be progressive and enforced by the IRS.
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A combined approach, where employers in groups of mare than 100 face an employer mandate,
iudividuals in groups of 100 ar less face an individual mandate, and low income individuals are
targeted for subsidies, is also possible. This approach best builds on the current employment-
based yysiem becsuse 99% of compantes above the 100-person threshold currently offer
coverage ‘o their employees; thi&cmcnugc of smaller companies is much lower. Potential
gaming around the threshold could be mitigated by phasing in with firm size the percentage
contribution required of employers. Low income subsidies would still be targeted at individuals
because this is the most equitable and efficient approach. And individuals would use their
subsidy vouchers cither through their large employer or their local health plan purchasing
cooperadve to defray the cost of coverage.

What 10 do? I believe that legislation should require every one to contribute toward the cost of
their heaith care and should finance those uaable to pay for themsclves through a system based
on efficient, progressive taxes. However, given that it will take time 1o build strong health plans,
tn evaluate progress, to accumulate savings from managed compctition, and to allow individuals
1o avail themselves of the refarmed system, it is not inappropriate to fix the system first before
agreeing to pour unlimited sumg of money into it - the error that was made in the creation of
Medicare and Medicaid. Despite the evident problem of a high benefit reduction rate, Breaux-
Nurenberger represents a very large step forward in torms of coverage of the pour. It would be a

worthy point of departure.

Congress should create a balanced Health Security Budget for payment of care for its
beneficiaries, including assistance to low-incomc individuals. A budget would guaraniee federal
coverage costs do not grow faster than revenue. Government health expenditures would be
disbursed on a pay as you-go basis. Mcdicare and Medicald would be included in a reformed
systern in order to increase federal reveaues available for subsidies. If savings are not sufficient,
legislators would agree either to raisc enough money to pay four the stundard benefits for the
federally covered population or limit the scope of the benefits package or the subsidies available
to individuals to help pay for them. Such an approach wuuld easure that the federal budget is not

at risk for open-ended entitlements and that specific segments of the popolation do not bear
excessive cost-shifting. Set a tax cap at a level that suves, say, $20 bilion, Consider including

tax revenues lost from the exclusion as part of the same budget. As a nonsmoker, I recognize the
health policy case for a cigarette ax.

A balaneed health security budget alleviaies the need 1o rely on cost estimation moxiels that are,
at best, unreliable predictors of future costs. There is great uncertainty in any forecast of health
expenditurcs several years i the fulure, expecially when we are considering very 'arge changes
in the system. You should take little comfort from the similarity of the White House, CBO, and
Lcwin-VIII forecasts. For one thing, they all make the unrealistic assumpton that Congress and
the courts will resist public and legal pressure and uphold the President’s unrealistic price
controls on piewium growth, even in the face of hospital closings, unemployed doctors and
nurses, and patients kept waiting or denied care, etc. And they all use other conventional
assumptious - doubtless the best that can be done — about behavioral changes for which there are

no or out-dated data.

Then set in motion the process of value for money competition among Accountable Health Plans.
As savings are realized, expand the low-income subsidy program within thé Comext of the
balanced Health Sccurity Budget. Set a target date by which a goal — such as 97 percent
coverage —is o be achieved. If it is not achieved by then, commit the Co! €T 10 raise
more money for low-income subsidies, or to impose 2 mandate. That wul you time to
observe progress, see what works and what doces not, to more clearly identify the source of noa-
coverage, and to adopt specific remedies. Whether and in what form a mandate is necessary will

become clearer, so some flexibility should be retained.
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WHAT'S WRONG WITH CLINTON'S HEALTH CARE PRICE CONTROLS?

[Alain C. Enthoven and Sara J. Singer]

_ The Congressional Budget Office estimates of the cost of the Clinton Administra-
tion’s health care reform propasal assume that price controls will work as adver-
tised. They won't, and the cost to the American public of the Health Security Act
could be much greater than the $70 billion deficit increase projected by CBO.

Clinton sets overly ambitious targets for spending limits in the private sector. In
1996, per capita premiums can grow by no more than 1.5 percent above general in-
flation; reduced to inflation by 1999. Tﬁese growth rates are much below even Can-
ada’s and Britain’s. If market forces do not meet these targets, government. price
controls will be aﬁplied. Price controls, however, will themselves fall as they have
done every time they have been tried, and government will be forced to give them
up or to become the sole purchaser of health care for all.

The main trouble with such controls is that they create the wrong incentives for
health plans. Management and workers see no serious reward for innovating to re-
duce cost, so they do not do it. Under price controls, revenues increase only when
the government allows it——therefore from political action—and not from improving
quality, cutting cost, and satisfying customers. The incentive is to take full advan-
tage of every allowed increase, then fight for more. The best way to make a cage
for more money is to do a poor job with what you have.

Price controls also fail gecause they must be enforced by politicians. Brookings
economist, Charles Schultze explains: government cannot be scen as directly harm-
ing individuals, e. g., by throwing them out of work. Thus we find it extraordinarily
diificult to close unneeded military bases, post offices and schools. On the other
hand, people regularly accept plant closures and layoffs if caused by impersonal
market forces in the private sector. That happens every day. If the government were
to stick to its zero real growth target, healtﬁ insurance plans would be forced into
insolvency, millions of people forced to change health plans and doctors, thousands
thrown out of work. Let government controls force a hospital or health plan into
bankruptcy and Congressmen will be deluged by irresistible pleas for relief. There
is no way for Congress to commit not to respond to constituent pressure, so inevi-
tably it does.

If politicians were able to resist constituent pressure, price controls would still fail
to reduce health care costs for legal reasons. The Fifth Amendment to the Constitu-
tion prohibits the government from “taking” private property without due process
of law and just compensation.

The due process clause generally requires that price controls be set, and adjusted,
through fair procedures. This can be done through providing extensive, individual-
ized hearings to set a fair price for each health care provider. This kind of price
regulation eats up enormous amounts of both time andpmoney, even when applied
to a relatively small number of companies and products. Applying that kind of pro-
pegurg to over a thousand health plans all over the country would be very costly
indeed.

Thus the political and the legal reasons lead to the same result: government price
controls cannot force companies out of business. To ensure business survival, gov-
ernment must allow for a “fair rate of return” which means that if costs go up, reve-
nues have to be allowed to go up by the same amount. Unfortunately, such cost re-
imbursement is very inflationary, rendering price controls ineffective as a way of
containing costs.

The government could attempt to violate the requirement that it not take private
property, in this case the businesses of the health insurers or health care providers,
without just compensation. The Supreme Court has held that regulation that pre-
vents a llu'm from making a fair return on its investments will be considered a “tak-
ing” if it “goes too far.” Just how far is too far remains a difficult question for the
Supreme Court. Rulings on such cases might be tied up in court for years. For ex-
ample, California voters passed Proposition 103 in November 1988, mandating a 20
percent roll back in auto insurance premiums. Over five years later, implementation
is still tied up in court over the issue of fair rate of return.

The Clinton bill seeks to avoid testing these limits with perhaps its most extraor-
dinary provision. In Section 5232 of the proposed legislation, it attempts to elimi-
nate all administrative and judicial review of any statutory or constitutional ques-
tions raised by the price-setting roles of the National Health Board or the Regional
Health Alliances. No health care financing and delivery plan in the United States
would have constitutional protection against government taking its business (i.e.,
setting rates that force them into insolvency) without due process and just com-
pensation. This is one way, unattractive though it may be, to prevent a repeat of
California’s experience with Propoesition 103. This kind of effort to prevent all review
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of this kind of government action seems unprecedented. It has been upheld with re-
spect to some limited provisions in a few government benefit schemes, but never for
a scheme of industrial regulation.

One theory behind this suspension of the takings clause stems from the “entitle-
ment” provision of the Clinton bill. Every legal resident is entitled to the full feder-
ally-defined comprehensive package of benefits. In this way, the whole health serv-
ices industry becomes a government benefit program, and t%e government can deter-
mine the terms on which it purchases and cunfers benefits. Government is always
an ineffective purchaser, especially in something as complex and subtle as medical
care. Experience with Medicare has shown government cannot deal with issues of
volume, quality or appropriateness of services. People in the health services indus-
try who are not yet alarmed by this ought to be. This comes close to nationalizing
the industry.

In the Clinton bill, the federal government assumes the risk for premium in-
creases in excess of wage increases. So the government will be under pressure to
promulgate whatever regulations it must to slow cost growth. There are no provi-
- »ns for micro management by the federal government yet, but when global price
controls fail, regulators will resort to ever-more detailed regulations as to what are
allowable costs, investments and health practices. Everyone in the industry will, in
effect, become a federal functionary, constrained by thousands of pages of laws and
regulations. If the effort to shut off all review of these decisions is held constitu-
tional-a questionable matter—it would put the health care industry in a bizarre
and untenable situation. It would face not only the uncertainty and political risks
of any regulated industry, but would face them without the assurance that someone
outside the regulatory agency would eventually review the fairness of the rates.

If government were to take such control of the health care system, ours would be-
come like the health care systems of Britain, Canada, and Sweden, and the public
school and criminal justice systems in this country—all chronically underfunded and
underperforming, because they are rigid government monopolies with no incentives
to innovate to im?rove quality, effectiveness and efficiency.

Here are some likely consequences.

First, there would be deprivation of much of the most effective medical technology:
one CT or MRI scanner per region, often without enough money to operate it full-
time. Many people would be diagnosed and treated without the best technology. Peo-
ple whose lives can be extended by renal dialysis would find treatment unavailable,
ete.
Second, there would be long waiting lines, often two years or more, for bypass
graft surgery, hip replacement, and cataract removal. These delays are especially
hard on the elderly who need these procedures more frequently and urgently than
younger people. Restraining n ..uual health expenditures is not at all the same as
reducing the cost of illness and its treatment. Long waiting lines amount to shifling
the costs of untreated illness back onto the untreated patients and their families.

Third, private investment in the industry would dry up. Few would invest their
capital and effort without constitutional protection of property rights. Capital is moe-
bile worldwide. People who might have invested in new medical information systems
in the U.S. can instead invest in factories in Thailand or Mexico. Government would
halve to supply the capital, which implies the usual waste and excess of pork-barrel
politics.

Fourth, health professionals would become alienated and embittered by govern- -
ment-forced roll backs in their incomes. Strikes and strife, such as Ontario’s exten-
sive physician strikes, would be the order of the day. While it is uncertain whether
government will be able to take private property without due process and just com-
gensation, it is certain that the government cannot compel the provision of willing,

igh quality, patient-friendly medical care services.

The great irony in all this is that such controls are not necessary to restrain
health expenditures. Maximally effective market forces could do the job better in a
system that remains private enterprise and that relies on empowerment rather than
entitlement. Indeed, the only forces known to man that can motivate true cost re-
duction are competitive market forces, i.e., powerful incentives to innovate to make
treatments more effective and less costly. ‘

Already, today’s weak market forces are transforming the health services indus-
try, forcing cost-reducing consolidations, and accelerating ?he growth of HMOs.
Three relatively simple but powerful steps to strengthen market forces and acceler-
ate this process are:

First, formation of health plan purchasing cooperatives nationwide to allow all in-
dividuals and small employers to pool their purchasing power, spread risks, and

offer consumers a choice of plan.
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Second, a limit on tax-free employer premium contributions, coupled with a re-
quirement that employers offer employees a choice of plan and make defined dollar
contributions toward the plan of the employee’s choice, so that employees who
choose more costly plans must pay the full premium difference with after-tax dol-
lars. This would maximize the incentive to seek value for money.

Third, use of the budget savings from the “tax cap” and existing state revenues
now used to ray for care for the uninsured to subsidize purchases of health plan
co:erigge by all low-income people, perhaps with incomes up to twice the federal pov-
erty line.

The Cooper-Grandy, Breaux-Durenberger Managed Competition Act of 1993 does
all this. The provisions of this bill should be blended with some combination of indi-
vidual and employer mandate to achieve universal coverage.

Alain Enthoven is Professor of Public and Private Management in the Graduate School of
Business at Stanford University and a member of the Jackson Hole Group, an organization of
health care executives and policy analysts. Sara Singer is his special assistant.

PREPARED STATEMENT OF MICHAEL J. GRAETZ

Mr. Chairman and Members of the Committee: It is a great pleasure to appear
before you today to discuss the subject of health care reform. I offer this testimony
on behalf of myself and my colleague, James Tobin.

The Committee has asked that we focus today on the appropriateness of mandat-
ing health insurance coverage and, in particular, on the relative merits of employer
and individual mandates. We also offer here our specific approach to health care re-
form for the Committee'’s consideration.

First, we believe that all Americans should be entitled to receive adequate medi-
cal services without regard to their ability to pay or their health status. Universal
health insurance, like universal auto accident insurance, requires that coverage be
mandated. We believe that the legal requirement ought to be directed to individuals,
not employers.

It is individuals who get sick and need medical services. Individuals’ and families’
ability to pay is the natural criterion of equity. It is individuals who must be guar-
anteed coverage. So it is individuals who must be required to have insurance.

In our view, the impetus for mandated employer health coverage is not grounded
in a vision of the best way to pay for or provide health insurance, but rather reflects
excessive solicitude for existing institutions and interests and an effort to avoid the
political difficulties of abandoning the status quo. If government is to accept the re-
sponsibility for assuring all Americans health insurance—as it assures their na-
tional defense, roads and sidewalks, parks and libraries, and elementary and sec-
ondary education——it is simply bizarre public policy to link health insurance to em-
ployment and then fill in tf\e gaps for those who are temporarily or permanently
out of the job market for example, because they are children, unemployed or retired.

The only sensible reason for linking health coverage to employment is that much
health insurance coverage is now provided through employment. In other words,
employer mandated health insurance has far less to do with where we should be
taking health care reform than with where we are now. And this particular form
of incrementalism threatens to squander this historic opportunity to reform this na-
tion’s system of financing and providing health coverage. Expanding, rather than
abandoning, employer-based medical insurance increases the risks that major health
care reforms enacted today will fail in the long run to provide the secure, portable,
adequate, reasonably priced, and universal medical care that we all want.

Employer-based medical insurance is an historical accident—one that no one
would choose now if we were beginning with a clean slate. During World War II,
employers and unions circumvented federal wage ceilings by offering medical fringe
benefits. The popularity and generosity of employer-provided health insurance
boomed after the war, because gongress sheltered them without limit from income
and Social Security taxes. To be sure, the first compulsory health insurance bill in-
troduced in the United States Congress in 1916 was employment-based, and a simi-
lar bill was considered by the New York state legislature in 1919. But whatever the
merit of employment-based insurance at the beginning of this century, it commands
little logic as we enter the twenty-first century. President Clinton has emphasized
the need for individuals to develop skills and become flexible in the face of the
changeable modern job market. He points out that workers now should expect, on
average, to change jobs eight times, but he fails to recognize the irony of attempting
not only to sustain, but indeed to expand, employer-based health insurance as

America moves into the twenty-first century.
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The principal political advantage of requiring employers to pay for their employ-
ees’ health insurance is that it hides who bears the actual costs of that insurance.
The fact that employers write the checks for medical care does not mean that the
bear the full costs. In the long run, costs are generally shifted to workers throug
reduced take-home pay, and perhaps, to some extent, to customers in higher prices.
Many health reform proposals currently before the Congress place large administra-
tive burdens and impose substantial hassles on ordinary people by insisting on
deductibles and co-rayments, even for the poor, on the grouncr that cost containment
demands that people clearly face economic costs each time they obtain medical care.
But these same proposals disguise the true economic costs of o{;taining health insur-
ance coverage by imposing the legal requirements of payment on businesses rather
than people. This seems to us a serious mistake.

Finally, let us not be deceived that the choice is between an employer mandate
and an individual mandate. As the Clinton’s health reform proposal (and all others
that mandate employers to buy health insurance for their employees) makes clear,
an employer mandate also requires an individual mandate. Under the Clinton bill,
all employees would have to contribute 20% of the cost of their own coverage, a re-
quirement which in most cases, would be enforced through wage withholding. But
low income individuals, unemployed and retired persons and others temporarily or
permanently out of the work force are also required to participate in tﬁe system,
and the government must track these individuals and their payments, and deter-
mine whether or not they are eligible for subsidies. Moreover, Native Americans,
veterans, and Medicaid and Medicare recipients all would enjoy different govern-
ment subsidies under the Clinton plan, based upon their status and, in some cases,
their incomes. Thus, the choice is whether to have a mandate only on individuals
or on both individuals and employers—not, as members of the Administration often
suggest, whether to put mandates on employers instead of individuals.

Let us now discuss separately the two aspects of the employer mandate: adminis-
tration and financing.

Administration. There appear to be two administrative advantages in the desire
to link health insurance and employment. First, collection of health insurance pre-
miums can be facilitated through requiring employer withholding and requiring em-
ployers’ either to use the funds to pay for the employees’ insurance or to deposit
payments with the IRS or directly with a health insurance agency, such as a health
alliance or health insurance purchasing cooperative (“HIPC”). Second, a variety of
health insurance plans can be presented to individuals at their place of work and
they can select wgich coverage to buy there. Both of these administrative advan-
tages can be realized whether or not any burden of employer financing is imposed.
Indeed, legislation now before this Committee that mandates individual coverage
does achieve these advantages.

Financing. Proponents of employer-based financing seem to see two principal ad-
vantages: First, it locks into place existing payments made by employers who now
provide health insurance for their employees. Second, it hides the costs of financing
additional coverage, since wage earners and consumers fail to understand the eco-
nomic burdens of employer-financing on themselves and instead believe that these
burdens are borne by someone else. The first of these benefits—locking in existing
employer contributions—can be retained through a transitional requirement that
employers who now provide health insurance to their employees be required to con-
tinue to do so—a maintenance of effort requirement—or to demonstrate that they
have substituted an equivalent amount of cash wages. As we have suggested earlier,
the second alleged advantage is in fact a disadvantage. One of the major problems
with the existing system of financing health insurance in this country is that it
hides much of the costs. This invisibility has contributed to rising costs.

On the other hand, there are many disadvantages to employer-based financing.
First, for employers who want to circumvent such a mandate, there are incentives
to use part-time workers, temporary and seasonal help and overtime, to engage in
cash transactions off the books, to hire single persons rather than heads of families,
and to classify people as independent contractors rather than employees. Second,
coupling employer-financing mandates with employer-based subsidies inevitably pro-
duces inequitable and arbitrary results. Indeed, the very notion of equity across em-
ployers is itself something of a non sequitur. Subsidies inevitably will depend upon
the size of the business and will create a variety of disincentives for hiring addi-
tional employees. For example, at whatever breakpoints are selected—50 and 75
employees under the Clinton l\'Plan—«the marginal costs of hiring an additional work-
er often will be prohibitive. Moreover, under the Clinton plan, as both the Congres-

.sional Budget Office and the Joint Committee on Taxation have pointed out, eco-
loyees will be promoted. High income workers will be ad-

nomic segregation of em% )
vantaged by working for businesses whose cost caps are the cost of insurance, rather
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than percentages of payroll. Low income workers will face exactly the opposite in-
centives; they will be driven toward plans where the employer's contr'%ution is
capped as a percentage of payroll. Individuals will be treatea{ differently based upon
the type of employer for whom they work and on that employer’s circumstances. The
adverse consequences of employer mandates will be greatest for marginal businesses
and marginal employees. Finally, families will be treated differently, depending on
the number of employed members, whether they work full or part-time, and how
often they change jobs, work locations or places of residence. A flat rate payroll tax
on employers would have major substantive advantages over the complex system of
mandated payments and wage caps of the Clinton plan.

We agree with those who %elieve that the aggregate effects on employment of em-
gloyer mandated health coverage would not be large, if coupled with controlling

ealth insurance costs. But the inequitics and economic inefficiencies at the individ-
ual and firm level will be serious. They could easily be avoided.

Individual Mandates. The advantages and disadvantages of individual mandates
are, to a large extent, a mirror image of those of employer mandates. With regard
to financing, equity demands that public subsidies, whether direct or through em-
ployers, be a larger share of premiums and incomme for poorer families. Equity also
requires that if families’ incomes and circumstances are the same, their subsidies
should be the same. But any employer-based system of financing and subsidizing
health insurance will necessarily violate these principles of equity. With an individ-
ual mandate, government contributions to the cost of health insurance can be tar-
geted based on income and need. And an individual-based system can--and
should—treat self-employed people exactly the same as employees.

The major concern with individual mandates seems to be about adininistering the
system. However, in understanding that matter, it is important to remember that
tracking individuals, their payments and subsidies, and their health insurance cov-
erage cannot be avoided by mandating employer financing. The problems of enforc-
ing an individual mandate do not simply disappear by coupling an individual man-
date with an employer mandate as uncf‘;r the Clintons’ plan. Enforcing a require-
ment that indivkjuals have health insurance is an essential element of any reform
that attempts to achieve universal coverage.

There are a variety of ways to approach the administrative issues. First, the
major expansion of the earned income tax credit in the 1993 Budget Act means that
the Internal Revenue Service will now have contacts with many poorer Americans
who previously were outside the income tax system. This creates a new ability to
use tge IRS both to deliver subsidies and enforce mandates without great expansion
of that organization’s size or capacity. In addition, hospitals and other medical care
providers can also help to enforce an individual mandate by making sure that indi-
viduals are enrolled whenever they obtain medical care. Finally, to the extent that
the states are to be involved in the administration of the health reform effort, a
number of additional enforcement possibilities are presented. For example, state un-
employment offices and welfare offices could play an important secondary role in
both enforcing individual mandates and delivering individual subsidies. Indeed,
states might even require evidence of health insurance as they now do for auto in-
surance when people obtain drivers’ licenses.

It is important to be realistic about the limits of law enforcement in this context
and to recognize that neither an employer mandate nor an individual mandate (nor
a combination of both) will be perfectly enforced. Enrolling people who are the most
difficult to reach, such as children, unemployed individuals, domestic workers, and
the self-employed will be difficult under any system.

An important additional advantage of an individual mandate is that de-linking
health insurance from employment creates opportunities to produce a truly portable
system of health insurance geared to workers in a twenty-first century economy
without regard to whether they work at home or in a traditional office, how often
they change jobs or move their places of residence. Finally, an individually based
system enhances personal privacy and improves the abifi'ty of people to choose
where they buy their health insurance and where and how they obtain their medical
care,

We have suggested elsewhere that one health insurance option available to all
Americans should be like Medicare for those under age 65. We have called it
Fedmed. Fedmed would offer the basic universal medical insurance package at pre-
miums that in total would cover the costs. The federal government might also ex-
tend te any American the choices now available to its employees under the federal
employees health insurance system (“FEHB”). Then anyone could purchase health
insurance through a system that offers a great range of health insurance plans in
virtually every locality. Private health plans could also offer the same hasic package
of health care benefits, but no one would be allowed to pick and choose members
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or to charge greater premiums for more risky individuals or families. As in the Clin-
ton plan, it would no doubt be necessary—not to say easy—to collect money from
plans that turn out to have low-rigsk clienteles and redistribute some of these
amounts to plans with high risk members.

Federal subsidies to individuals would take the form of refundable tax credits or
“vouchers” payable to Fedmed or other insurers. If something new and
unstigmatized were desired, these subsidies could even be in the form of health in-
surance credit cards that could be used to obtain tax refunds which then would be
transferred directly to health insurance providers or used to purchase health insur-
ance.

For low-income families, the subsidies would cover the whole premium of the
basic package. Most other families would receive vouchers at least as valuable to
them as the current tax exemption for employer-provided insurance. A family of four
in the 28 percent tax bracket with a $4,300 insurance package would receive tax
credits or vouchers of at least $1,204—28 percent of the premium. No family would
face an out-of-pocket cost of more than 10 percent of their income for the basic pack-
age,
This plan would not require new broad-based taxes or new burdens on employers.
One source of financing would be redirecting the Clintons’ proposed subsidies to em-
gloyers and low-income people, estimated at $100 billion in 1999 (somewhat more

y the Congressional Budget Office). Eliminating the tax shelter for employer-paid
premiums would contribute $125 billion, and our plan would replace Medicaid acute
care for those under 65 ($75 billion more).

Let employers help pay the premiums if they wish, but count those payments as
taxable income. Finally, employers who now offer coverage to their employees could
be required to continue to offer such coverage during a period of transition. During
that period, only if employers are able to show that they have substituted cash
wages for health insurance would they be allowed to drop health insurance cov-
erage.

But people’s health insurance, like their auto insurance, their life insurance, and
their fire and other casualty insurance would be owned by themselves, not by their
employers.

An individual mandate offers great flexibility about the institutional arrange-
ments through which people might obtain insurance. If Congress so desired, health
alliances alon§ the lines that President Clinton has suggested could be created. Or,
voluntary health insurance purchasing cooperatives along the lines proposed by Sen-
ator Chafee, Senator Breaux and others could form.

By requiring the federal government to offer Medicare-like coverage to all Ameri-
cans as well as health insurance now available only to federal employees and by
explicitly limiting the growth rate in the per capita costs of these federal programs
in the legislation, the need for caps on private insurance premiums along the lines
of the Clinton Plan could be avoided. People could change health insurance plans
annually. If private costs rise faster than tﬁe government options, people will select
from the government’s menu. On the other hand, when the private sector is more
successful at keeping costs down and quality up than the government, people will
shift to private plans. Moreover, the budgetary scorckeeping role now being played
by premium caps should become unnecessary. The government will have to keep its
own house in order—a large enough chore—but price controls would become unnec-
essary surplus.

Our proposal is not a radical reconstruction. It builds on the best of existing insti-
tutions and would create a stable and equitable system for the future. It borrows
features from plans offered within the Congress across the political spectrum, but
unlike some of them, it makes certain the achievement of universal coverage. A vic-
tory for it would be a victory for the American people and a demonstration of effec-

tive bipartisan governance.

PREPARED STATEMENT OF SENATOR ORRIN HATCH

{March 15, 1994]

Thank you Mr. Chairman. It is certainly a pleasure to have before us today this
panel of noted experts in the field of health care and I look forward to their testi-
mony.

One of the fundamental aspects of this debate is the task to reduce health care
costs while expanding coverage to those Americans currently without health care in-
surance. I welcome the comments of our witnesses who will provide us with some
very specific recommendations on financing expanded health coverage.
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Indeed, one of the central and more controversial aspects of the Clinton proposal
is the employer mandate which requires employers to Provide health insurance cov-
erage to their employees and to pay 80 percent of the costs. I look forward to your
ana}yais and recommendations on this component of the President’s plan.

I for one have strong misgivings about an employer mandate as a means of secur-
ing universal coverage.

at other mechanisms can be implemented that secure the needed funding with-
out imposing additional costs on employers?

Health care security for all Americans is central to the national debate on health
care reform. But we must also keep in mind that fundamental restructuring of the
current system may lead to the imposition of new costs which may prove as damag-
ln%m those whom we want to help.

hese costs could very well translate into wage reductions and job loses. And, I
do not think this committee wants to revisit the issue several years from now, after
the damage has been done, to correct what was done in this Congress.

That is why I am particularly pleased to have this distinguished panel of wit-
nesses before us because they represent some of the preeminent “thinkers” on

health care,
Once again, Mr. Chairman, thank you for assembling this panel.

PREPARED STATEMENT OF SENATOR ORRIN HATCH

[March 17, 1994)

Thank you, Mr. Chairman. Briefly, I just want to welcome our panel of witnesses
here today, and let them know how much I appreciate the considerable time and
effort they, and their organizations, have obviously devoted to developing their re-
spective statements. I was very impressed by the {evel of specificity and substance
with which each of you have presented your arguments.

You have made some very compelling points which underscore the difficulty, and
complexity, of financing universal health care for all Americans. It also underscores
the difficulty the Committee is going to have in finding a consensus on this issue.
I was particularly impressed by a statement in the prepared testimony of Mr.
O'Flinn from the Mobil Corporation. I would like to quote from page two of his pre-
pared testimony because it so clearly and succinctly summarizes what I see as a
growing concern among people who talk to me about health care reform.

He states: “With 15 percent of the economy at stake, we cannot afford to make
major mistakes in evaluating, designing and implementing health care reform. We
cannot afford grand experiments that risk spectacular failure. We need to take what
we already know works, create strong incentives for its expansion, and grow into
a reformed health care system, to accomplish the President's laudable goals, on a
defined timetable.”

Mr. Chairman, I make this point because it also serves to underscore the fair and
equitable manner in which you have conducted these hearings, and the fact that you
have presented a balanced and credible list of witnesses in the course of our Com-

mittees hearings. )
I thank you for that, and once again, wish to welcome our panel of witnesses.

PREPARED STATEMENT OF JOHN HOLAHAN!

I appreciate the opportunity to appear before this Committee to discuss the issue
of employer vs. individual mandates. The major health reform proposals (except sin-
gle payer) that would eventually provide universal coverage rely on one or the other
approach or both. The Clinton Kdministration's health reform plan is structured
around a combination of employer and individual mandates. Employers are required
to Yay 80 percent of a composite premium, with a cap at 7.9 percent of payroll. Caps
at lower percentages of payroll are proposed for smaller low-wage firms. There are
also caps on individuals’ responsibilities that limit their contributions as a percent-
age of income. The major alternative for eventually providing universal coverage is
to rely exclusively on an individual mandate, as proposed in the Thomas/Chafee bill.
This approach makes all individuals resgonsible for their own insurance coverage,

_with subsidies eventually available to all below 240% ot poverty.

1The views exﬁressed in this statement are those of the author and do not necessarily rep-
resent those of The Urban Institute or its sponsors.
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In this testimony, I discuss the advantages and disadvantages of both approaches.
I believe neither in their pure form will work in the United States and suggest a

way to blend the two to develop a workable solution.
WHY A MANDATE?

Mandates are required to obtain universal coverage because the incentives to
avoid purchasing insurance policies for many Americans are simply too great.
Health insurance is expensive and, for many, simply unaffordable. For others, espe-
cially the young and healthy, the benefits do not seem to be worth the cost. And
a system of free catastrophic coverage is available through care provided by many
of the nation’s hospitals. But the rest of Americans pay for the costs of the unin-
sured through higher health care premiuins that finance this free care.

All Americans, depending on ability to pay, should be required to contribute to
financing the health care system; there should be no “free riders.”

Moreover, the present system of free care is being eroded. As private managed
care plans, Medicare, and Medicaid all become more aggressive in their efforts to
contain costs, the ability of hospitals and other providers to pass these costs along
to other third-party payers is quickly being eliminated. Without universal coverage,
the ability of the system to provide care to all Americans through its hidden cata-
strophic care system will not be there in the future the way it has been in the recent

past.
AN EMPLOYER MANDATE

The primary argument for an employer mandate has been that it builds upon the
current system of financing and administration. It is, therefore, less disruptive be-
cause it largely uses the same source of revenues as well as much of the same ad-
ministrative capacity that are used today.

It extends the financial responsibilities of empioyers to businesses that are not
now providing health insurance. In so doing, it “levels” the playing field, giving all
employers similar if not identical responsibiﬁties.

The second advantage is that, compared to an alternative such as a single payer
system, there is less cost to the government. Because some of this cost is borne by
business, at least initially, there are fewer explicit new taxes. Comparisons of gov-
ernment costs under employer and individual mandates are difficult because the re-
sults depend on how each is structured. The Clinton plan’s version of an employer
mandate, with an 80% contribution, has relatively high government costs because
of the subsidies required to protect small low-wage firms. But individual mandates
that have very generous subsidies to the poor and near poor could mean even higher
government costs. A

A final advantage of an employer mandate is that it is easier to enforce than a
mandate imposed on individuals. This is especially true in a system that would rely
on relatively large mandatory alliances. Employers could be required to make peri-
odic contributions and to withhold the employees’ share along with income and pay-
roll taxes. A substantial amount of money is already collected in this way for other
purposes. Contributions by non-workers would require a different mechanism, but
it would only apply to a small share of the population.

There are several disadvantages to an employer mandate. Perhaps the greatest
concern is the potential adverse impact on small business and on employment of
low-wage workers. The long-run effects of mandates on employers are generally ex-
aggerated, but the short-run problems are real and merit attention. A large share
(about 40%) of working Americans without health insurance are employed by small
business (those with under 100 employees). These firms will face higher costs be-
cause of the mandate. But most research evidence suggests that these employers
will not really bear the costs in the long run.2 Rather, employers will shift the costs
to workers through lower wages and reductions in other fringe benefits. Some busi-
nesses may increase prices rather than reduce labor compensation. Because employ-
ers will shift these costs to others, an employer mandate is unlikely to have much
of an effect on jobs in the long run. The more likely effect of an employer mandate
i8 to reduce (or slow the growth in) wages of those workers who would newly receive

health insurance.

2Congressional Budget Office, An Analysis of the Administration’s Health Proposal (Washing-
ton: U.S. Congress, 1994); Jonathan Gruber and Alan B. Krueger, “The Incidence of Mandated
Employer-Provided Insurance: Lessons from Workers' Compensation Insurance,” Tax Policy and
the Economy (1990); and Jonathan Gruber, “The Incidence of Mandated Maternity Benefits,”

American Economic Review (forthcoming).
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Because it takes time for business to adjust wages and/or prices in response to
a mandate, it could threaten the jobs of low wage workers and perhaps the survival
of some small businesses in the short run. These possible effects require either a
slower phase-in of the mandate for small employers, subsidies for small low-wage
businesses, or a lower employer contribution.

While these wage and job effects are indeed likely to occur, it is incomplete to ig-
nore other changes that will also occur. First, for many employers, labor costs will
fall because they will no longer have to provide coverage for many dependents who
will now receive coverage through other employers, and because their premium pay-
ment will no longer contain a hidden “tax” to pay for uncompensated care. Second,
labor costs will fall to the extent the system is successful in controlling the growth
in health care costs. In both cases, the result will be an increase in the demand for
labor by some firms and a resulting increase in either wages or employment or both
in other sectors of the economy. In addition, an immediate impact of health care re-
form in the near term will be to expand health insurance coverage and the use of
health care services. Thus, there should also be an increase in wages and employ-
ment in the health sector and related industries. Several studies as well as recent
reports of the Council of Economic Advisors and the Congressional Budget Office
suggest that the overall effects on employment are likely to be small.3

The wage losses that will occur indicate one of the real problems with employer
mandates. Because employers pass the cost of insurance on to workers in the form
of lower wages, an employer mandate is largely a tax on workers. Because the “tax”
does not vary with income, it a. also a very regressive tax. That is, it represents
a higher percentage of income for low-income workers than for high-income workers.

One way to address the potential adverse effects of employer mandates is to pro-
vide subsidies to small low-wage firms, as the Administration has done. In firms
with more than 75 workers, employer contributions are capped so that premiums
cannot exceed 7.9 percent of payroll. Premiums for smaller low-wage firms are
capped at smaller percentages of payroll.

In reality, these subsidies are poorly targeted and likely to generate economic in-
efficiencies and administrative complexity. As they are structured, the subsidies will

~go to all workers in firms whose premium costs exceed the payroll cap. That is, they
will offset the wage reduction that would otherwise occur for all workers, not simply
low-wage individuals. In contrast, low-wage workers in firms that are not eligible
for subsidies will experience wage reductions without any offsetting subsidies.

In addition, these subsidies will add to the administrative complexity of the sys-
tem. Alliances will have the difficult task of determining the appropriate subsidy
available to each small business. Moreover, businesses have strong incentives to re-
structure and form new smaller low-wage firms that will be eligible for subsidies
or to “outsource” all work that can be done by smaller low-wage businesses. If it
were more efficient to contract out for these services, firms would have done so in
the first place. The incentives to restructure firms in order to maximize subsidies
will reduce economic efficiency and add to administrative complexity.

Perhaps the greatest problem with an employer mandate is that many individuals
truly befieve the employer is paying for these benefits. As a result, the individual
does not feel responsible for the effectiveness of the system. The individual is not
likely to believe he has a financial incentive to support his employer or the govern-
ment, as the case maybe, in their efforts to manage the system, e.g., adding or re-
ducing benefits and cost sharing and controlling costs.

The final weakness of the employer mandate as structured in the Administration’s
plan is hat the incentive for employers to play a major role in containing health
care costs is also substantially weakened. This occurs because of the cap on_em-
ployer contributions. As premiums grow faster than wages, more and more firms
will exceed the cap. They will simply pay 7.9 percent of payroll and be free of any
additional obligation. The result is that neither individuals nor employers will have
a financial stake in the government’s success in containing costs.

3See, for example, Congressional Budget Office, An Analysis of the Administration’s Health
Proposal (Washington: U.S. Congress, 1994); Council of Economic Advisers, The Economic Re-
port of the President (Washington: U.S. Government Printing Office, 1994); J. Kiernan and D.
Goldman, “Job Losses Due to Health Care Reform” (Santa Monica: RAND Corporation, 1993);
A. Krueger, “Observations on Employment-Based Government Mandates, with Particular Ref-
erence to Health Insurance” (Mimeo, Princeton University, 1993), Employee Benefit Research
Institute, “An Employer Mandate: What's known and What Isn’t (Washinston, EBRI, November
1993); and Economic Policy Institute, “The Impact of the Clinton Health Care Plan on Jobs, In-
vestment, Wages, Productivity, and Exports” (Washington: Economic Policy Institute, November

1993).
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AN INDIVIDUAIL MANDATE

Because of these problems with an employer mandate, many have come to believe
that an individual mandate may be superior. First, the financial responsibility for
obtaining insurance rests upon the individual. This gives the individual a much
stronger personal stake in monitoring the health care system. The individual would
no longer believe that health care benefits are something provided to him or her by
the employer or by the government. Rather, individuals tﬁemselves are both bene-
ficiaries and payers.

It is also possible with an individual mandate to target subsidies more directly
on low-income individuals, resulting in a more progressive system of financing. And
the inefficiencies of employer subsidies a.2 elimiinated.

Finally, an individual mandate has no adverse financial impacts on business
(though this depends on how the subsidies are financed). Assuming there are no
other financial responsibilities placed on business, employers will not attempt to
shift the costs onto workers in the form of lower wages or to increase prices. There
are no gpssxble adverse effects on employment even in the short term.

The disadvantages of an individual mandate are that there are potentially high
costs to low-income individuals because health insurance premiums are expensive
relative to income. To reduce the costs to individuals, substantial new subsidies
would be required to limit the financial contributions of individuals and families,
The government cost of an individual mandate depends on the subsidy schedule and
how many employees drop coverage. An individual mandate that provides generous
subsidies to individuals and families below 250 percent of poverty could require
more new government revenues than the Clinton plan.4

One reason government costs would be higher is that many employers who now
provide health insurance would cease doing so. For example, if employers stopped

roviding health insurance and gave workers higher wages instead, workers could

uy their own health insurance and low-income individuals would gain government
subsidies. The employers continued to provide health insurance, workers would not
be eligible for subsidies.

In addition, under an individual mandate, there are higher marginal tax rates on
earninﬁs than under an employer mandate, providing serious disincentives to great-
er work effort. This occurs because individuals lose part of the subsidy as their in-
come increases. For example, the Thomas/Chafee bill would structure the individual
mandate so that individuals with income below 100 percent of poverty would pay
nothing, while individuals at 240 percent of poverty would pay the full premium.
The result is that increased earnings mean rather sharp losses of subsidies. In addi-
tion, these individuals would pay payroll taxes, begin to pay federal income taxes
and lose earned income tax credits, and pay higher state income taxes. It is esti-
mated that the marginal tax rate would exceed 60 percent in this income range if
subsidies were to be phased out at 240 percent of Koverty.

The only way to avoid this effect is to reduce the overall value of the subsidy for
those below poverty or to phase it out more slowly, giving some assistance to those
with incomes above 240 percent of poverty. In the former, the costs to the poor in-
crease while in the latter the cost to the goverument is higher.

The final problem with an individual mandate is the difficulty in enforcement.
The government would have to assure compliance by 225 million nonelderly Ameri-
cans on a case-by-case basis, While in principle, employers could be required to pro-
vide evidence of their employees’ compliance, this would be more difficult than
under an employer mandate (particularﬁ' if alliances are small or voluntary or non-
existent) because individuals would be choosing many different plans with varying
gremiums and would be required to pay different amounts depending on their eligi-

ility for subsidies. The alternative would be to place the responsibility solely on the
government to identify and penalize those who fail to enroll, either through the in-
come tax system or when these individuals try to use health care services.

COMBINING EMPLOYER AND INDIVIDUAL MANDATES

A compromise lies in using both an employer and individual mandate as with the
Clinton plan, but with some important changes. First, the required employer con-
tribution should be reduced to 50 percent of the weighted averaﬁe premium of plans
offered in an area, using the composite premium structure of the Clinton Adminis-

4This is based on preliminary simulations conducted at The Urban Institute of subsidy sched-
ules that would provide full subsidies for those below poverty, with subsidies declining with in-
come up to 260 percent of povert[\;. It assumes that most employers of low wa%f workers would
drop coverage. It is clearly possible to design a subsidy schedule that would keep the govern-

ment costs lower.
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tration ﬁroposal. Employers could continue to contribute more if they chose to do
go‘.bFéx_rt ermore, there would be no percentage of payroll cap on the employer con-
ribution.

Because the employer contribution would be limited to 50 percent, the financial
burden on employers would be substantially reduced and there would be little or
no need for caps on employer contributions. Some small, low-wage firms may con-
tinue to need some assistance. But most of the funds that would be used to sub-
sidize emfﬂoyera under the Clinton plan could be used to improve the generosity of
individual and family subsidies. For example, all individuals could be subsidized
perhaps up to 200 percent of poverty or higher.

The advantages of this hybrid approach are several. First, government costs
would be less than under the Clinton plan and under most versions of an individual
mandate. The increased subsidies provided individuals and families would be offset
by the substantial reduction in the need for employer subsidies.

Second, most of the subsidy dollars could be targeted directly on low-income indi-
viduals and families. We have shown elsewhere that the employer subsidies in the
Clinton Administration proposal benefit individuals throughout the income distribu-
tion including very high-income individuals,

Third, because the employer contribution would be lower, there would be less of
a wage loss to workers. Individuals and families would of course be responsible for
a higher share of the premium. But the financing system would be less regressive
than under the Clinton plan because less of the mancin% would come through em-
pl%yer contributions, and low-income families would be subsidized directly.

ourth, by retaining a significant employer contribution, there would still be a low
marginal tax rate on additional eaminés. The marginal tax rate on additional earn-
in%s would be higher than under the Clinton Administration plan, but it would be
substantially lower than under a pure individual mandate with subasidies.

Fifth, all firms would be treated the same, with no subeidies that vary by wage
levels and firm size.

Sixth, the advantages that an employer mandate has in terms of enforcement
would remain, The government would not have to monitor the compliance of 225
million individual Americans on a case-by-case basis.

Probably the most important advantage of this system is that both individuals
and employers would have major financial roles in the health financing system.
Each individual would have a much greater degree of responsibility for financing
his or her family's share of the costs of the system compared with a mandate that
has a greater employer share. There would be greater financial incentives to more
carefully weigh the benefits of more exgensive plans against their costs. Individuals
would see more clearly both the benefits and costs of government efforts to limit
premium growth. This approach would also keep employera aware of health system

. costs and, therefore, likely to support cost containment efforts. In this respect it is
similar to the German system which requires equal payroll contributions between
employers and workers. This equal sharing of costs is often credited by Germans
for the strong support given to the government in its effort to contain the growth
in health care expenditures.

PREPARED STATEMENT OF CHRISTOPHER W. O’FLINN

The ERISA Industry Committee (ERIC) submits to the Committee on Finance,
U.S. Senate, the followin(‘; testimony regarding the financing of health care system
reform and the impact of selected health care reform proposals on employer-spon-

sored health benefit plans.
BACKGROUND

ERIC is a non-profit emﬁloyer association committed to the advancement of the
employee retirement, health, and welfare benefit plans of America’s major employ-
ers. E%UC represents the employee benefits interests of more than 125 of the na-
tion’s largest employers. As sponsors of health, disability, pension, savings, life in-
surance, and other welfare benefit plans directiy covering approximately 25 million
plan participants and beneficiaries, ERIC's members have a strong interest in the
success and expansion of the employee benefit plan system in the private sector. All
of ERIC’s members provide comprehensive health care coverage to their employees.
Together, they provide coverage to about 10 percent of the U.S. population.

ERIC consistently has articulated the broad consensus among major employers
that the kevs to making health care affordable for all Americans are, first, a com-
mitment to improve the way health care is organized and delivered with respect to
both quality and cost, and second, a commitment to eliminate the cost-shifting that
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plagues current health care financing. ERIC’s March 1993 Policy Statement on Com-
prehensive Health Care System Reform! describes principles and strategies for re-
form that are consistent with this consensus view. The following ERIC statement
is_based on this consensus policy document and subsequent discussions within

ERIC’s membership.
ERIC'S PERSPECTIVE ON REFORM

ERIC recognizes the leadership of President Clinton and the First Lady in bring-
ing health care system reform to the forefront among national concerns and shares
their determination for reform. The scope and breadth of the proposal they trans-
mitted to Congress has ensured that no important aspect of health care reform will
be overlooked. ERIC also acknowledges the key role of the Members of this Commit-
tee, who have consistently pushed the debate forward and have given us and so
manf{ others a forum to express our views.

ERIC believes that the current health care system has serious flaws with respect
to cost, quality and access to care. Federal governance, not 50 disparate state-by-
state approaches, is required if we are to address these concerns in a consistent and
compatible manner throughout the entire system. Neither consumers, payers, insur-
ers, nor providers are constricted by state boundaries in the business of health care;
thus, it is essential that Congress recognize the interstate character of the health
care industry, preserve the principle of federal uniformity and preempt state laws
affecting all health benefit plans.

Improving the quality, cost-effectiveness, and accessibility of the current health
care system in our country demands focused structural and financial reforms to ad-
dress its deficiencies. Health care providers must be accountable to third-party pay-
ers and consumers for both the quality of their performance and the cost-effective-
ness of the services provided. Reform must proguce greater value for private and
public health care expenditures by improving the consistency and quality of care
while managing cost. Failure to do so jeopardizes the affordability of health care
coverage, reduces the number of people covered, and undermines the productivity
of American businesses.

The success or failure of reform proposals cannot be measured solely in terms of
federal budget savings. Any measure of success or failure must take into account
the impact of reform on the quality, as well as the cost-effectiveness, of health care
delivery in both the private and public sectors. Those who pay for health care cov-
erage must have assurance that they are only liable tor coverage that is necessary,
and that they have appropriate control over their liabilities. Consumers must have
assurance that thgy will receive adequate coverage for necessary services in a time-
ly, efficient and eftective manner. Providers must be assured that they will be able
to operate in a professional and business climate that assures them that they can
deliver proper care and receive appropriate financial return for their services.

With 15 percent of the economy at stake, we cannot afford to make major mis-
takes in evaluating, designing and implementing health care reform. We cannot af-
ford grand experiments that risk spectacular failure. We need to take what we al-
ready know works, create strong incentives for its expansion, and grow into a re-
formed health care system to accomplish the President’s laudable goals on a defined

timetable.
A BASIS FOR FORGING CONSENSUS

As the health care system reform debate has unfolded, it has become increasingly
clear that two dominant political realities set the limits for any possible consensus
that can be reached. First, many Americans (both individual and corporate) do not
want reform to result in more government bureaucracy or regulation-—at either the
state or federal level. Second, many Americans (both individual and corporate) are
willing to pay their fair share to provide coverage to those who can't afford it—but
only after they are convinced that appropriate cost containment mechanisms are in

lace and have been proven by experience to be effective, and that arbitrary or un-
air cost shifting is eriminated. One may or may not like or agree with these two
points, but they cannot be ignored. )

Therefore, the only realistic model for needed changes in our health care system
are the voluntary private employer-driven purchasing groups? that have sprung up

Statement can be obtained by Writing to The ERISA Industry Com-
Suite 350, Washington DC 20005 or calling 202-789-1400.

2The term “voluntary private employer-driven” is used to describe purchasing grou};])s that his-
torically sprung from and continue to be energized by cooperative ventures within the business
community, in contrast to purchasing groups that are organized and operated by government

1Copies of ERIC’s Pol%y
mittee, 1400 L Strest NW,,
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around the country. ERIC's Policy Statement laid out the following framework for
a consensus approach to reform based on this model:

First, significantly increase the role of private purchasing groups in the health
care system by creating a federal tax preference or incentive for health care cov-
erage obtained from such purchasing groups or from employers that act as their own
purchasing group.3 Purchasing groups (or employers acting as purchasing groups)
should be expected to assume a number of the specific responsibilities, such as nego-
tiating contracts and performance standards with providers, and collecting and dis-
seminating data on quality and cost.

Second, impose basic “rules of fair conduct” governing the organization and oper-
ation of purchasing groups. As just one example, purchasing groups could not turn
away individuals or employers that wish to participate on the basis of health risk.
Bgcause major medical markets are not limited by state boundaries, these “rules of
fair conduct” would of necessity have to be exclusively federal and purchasing
groups would have to be permitted to operate across state lines.

Third, we believe there must be effective cost containment throughout the private
gector. There are two primary alternatives for cost containment in the private pur-
chasing group model. One alternative consists of purchasing groups contracting on
a capitated basis with competing integrated health care delivery systems (HMOs,
managed care plans, etc.). The other alternative consists of private purchasin
groups negotiating with providers a prospective budget, including fee schedules an
volume limits. Depending on circumstances, one approach may be more effective
than the other.

It is reasonable for federal tax policy to encourage or even require the use of these
cost containment alternatives; it 18 not reasonable for the federal government to dic-
tate to purchasers and providers in any given major medical market which approach
is most appropriate for them. Because major medical markets. are not limited by
state boundaries, these rules must be exclusively federal.

Fourth, government cost containment strategies have not contained aggregate
health care costs because they have consistently created both an incentive for health
care providers to increase the volume of services performed and an incentive for pro-
viders to shift costs to the private sector. The private cost containment strategy al-
ready described requires health care providers to assume financial risk for the fail-
ure to contain costs. Before reform can be considered complete, government pro-
grams such as Medicare and Medicaid must adequately compensate providers for
the services they provide and require providers to assume financial risk for failure
to contain costs.

It makes no sense for part of the market to work one way and another part to
offer providers completely different incentives. We are confident that the private
cost containment strategy described above will be effective. Moreover, we believe its
effectiveness in containing aggregate health care system costs Would be greatly en-
hanced if Medicare, Medicai§ and other government programs made the transition
to the same cost containment techniques.

Fifth, if the quality and cost-effectiveness of health care is to improve over time,
provider performance must be measured in a systematic manner. While absolutely
essential to the long-term success of reform, techniques for measuring provider per-
formance are still not yet fully developed, however. We should strongly encourage
the use of such measurement systems; but for the time being, the government’s role
should be limited to f)roviding guidance, fostering information exchange and mon-
itoring development. Because the markets in which these measurement techniques
will be applied are not limited by state boundaries, any rules relating to measuring
provider performance would of necessity have to be exclusively federal.

MANDATES AND FINANCING

Up to this point in our statement, we have not addressed two topics of intense
interest to the Committee—mandates and financing. We refrained from doing so to
make a point. It is not possible to forge a broad consensus on mandates or financing
in the agstract. Consensus must first be reached on how the rest of the system will
look and operate before any kind of requirement to obtain or provide coverage and
financing for those who cannot afford coverage should even be considered.

entities. The term is not meant to suggest that individual consumers could not also participate
in them.

3This could be accomplished, for example, by limiting the exclusion from personal income of
the value of health benefits individuals receive from employers or government programs to cov-
erage that is obtained through a purchasing grouﬁ). Existing tax treatment of employer-provided
coverage, including the full deductibility of employer-paid health benefit expenses, should be

preserved.
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Mandates:

ERIC has considered both individual and employer mandates at length. We have
concluded that to achieve universal coverage some form of phased-in individual re-
quirement is necessary to bring everyone into the health care system so that the
system can operate efticiently and effectively. Thus, part of ERIC’s proposed frame-
work for reform, as articulated in our 1993 Policy Statement, is a modified individ-
ual mandate, to be accompanied by income-based subsidies. We have also concluded
that any effort to achieve universal coverage should not institutionalize the dis-
proportionate share ‘of health care costs currently borne by employers that volun-
tarily provide coverage to employees and dependents. Thus, our framework for re-
form also suggests that all empﬁ)yers make a meaningful contribution toward the

costs of coverage.

Financing:

With respect to financing subsidies for persons unable to afford basic catastrophic
coverage, KRIC believes that such financing should comply with the following cri-
teria;

First, sources of revenue used to finance subsidies should be exclusively federal.

Second, sources of revenue used to finance subsidies should be explicit, not hidden
or built into health care premiums or “sick taxes.” There should be public account-
ability for subsidies and the amount of any revenues raised to pay for them.

Third, sources of revenue should be spread broadly. ERIC members are willing
to share financing this social cost with their employees and the general public, so
long as employers are not singled out to bear a disproportionate financial burden.

Fourth, as much as possible, sources of revenue should not add directly to employ-
ment costs.

Fifth, as much as possible, sources of revenue should be linked to incentives for
improved quality and cost-effectiveness or other health policy goals.

ANALYSIS OF CURRENT REFORM PROPOSALS

In order assist the Committee in its discussions of specific health care reform pro-
posals, we also have included in this statement an analysis of major bills introduced

during the 103rd Congress.

1. Bills Reviewed:

ERIC's Board of Directors has reviewed the following proposals, which are ana-
lyzed in this statement.:

o the Michel-Gingrich/Lott bills (H.R.3080/5.1533);

o the Cooper-Grandy and Breaux-Durenberger bills (H.R.3222 and S.1579, re-

spectively);

¢ the Administration bill (H.R.3600/S.1757),

¢ the Nickles and Stearns bills (S.1743 and H.R.3698, respectively); and

o the Chafee and Thomas bills (S.1770 and H.R.3704, respectively).

ERIC continues to oppose single-payer health care reform proposals, whether they
would establish a uniged national single-payer system or individual state-by-state
single-payer systems. ERIC believes that employers must retain control over any
health benefits they help finance in order to manage their financial liabilities. In
addition, ERIC believes that single-payer systems, in practice, ave too inflexible and
bureaucratic to fulfill the commitment to improve the quality and cost-effectiveness
of health care delivery that is embodied in the health plans sponscred by major em-
ployers. Therefore, ERIC’s analysis did not include the McDermott bill (H.R.1200)
or other similar bills that have been introduced during the 103rd Congress.

2, General Assessment:

Each of the bills reviewed recognizes, either explicitly or implicitly, one or more
of the principles and strategies for reform articulated in ERIC's Policy Statement.
For example: '

e The :elichel-Gingrich/Lott bills recognize the need to address a number of spe-
cific factors contributing to the high cost of health care. The bills preempt state
mandated benefits, anti-managed care and anti-utilization review laws, and in-
clude small-group insurance market reforms and medical malpractice reforms.

¢ The Cooper-Grandy/Breaux-Durenberger bills recognize the need to improve the
quality and cost-effectiveness of health care delivery. They seek to create a mar-
ketplace where health care providers can be held accountable for their perform-
ance with respect to both quality and cost. Under the current health care 4 sys-
tem, where health care is often financed on a piece-work, fee-for-service basis,

there is insufficient accountability.
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e The Administration bill recognizes that employers that currently provide vol-
untary coverage to em(i)loyees, dependents and early retirees, or that voluntarily
provide prescription drug coverage to Medicare-eligible retirees, bear a dis-
proportionate share of national health care costs. It seeks to distribute the bur-
den of financing health care more broadly across the economy and to achieve
universal coverage.

The'Nzckles/Stearns bills recognize that the health care system can never operate
at optimal efficiency unless all individuals participate in the system. They impose
a significant tax penalty on taxpayers who do not obtain health insurance.

The Chafee/Thomas bills recognize the need for employers to maintain control
over the health care they purchase on behalf of employees and dependents. They
provide for voluntary private group purchasing arrangements, building on the im-
portant. contributions already being made by employer-led coalitions that have
emerged in more than 90 locations around the country.

We believe the introduction of each bill has been an important contribution to the
health care system reform debate Taken together, these five bills contain among
them many of the necessary elements of successful health care system reform.

Each of the bills also has deficits, however, either in the manner in which certain
key issues are addressed or in the failure to address certain key issues at all. When
each bill was measured individually against the criteria set out in ERIC’s Policy
Statement, none of the alternative bills examined was deemed to adequately address

the interests and concerns of major employers.
In general, each of the bills (in its present form) raises one or more of the follow-

ing concerns:

o All of the bills lacked, in one or more areas, uniform federal rules governing
the organization and operation of a reformed health care marketplace that are
esgential for major employers to offer and maintain their health benefit plans.

¢ All of the bills institutionalize, rather than reduce, cost shifting in one or more
areas, including cost shifting from the public sector to the private sector. In ad-
dition, some of the bills fail to address cost shifting that results from the failure
to achieve universal coverage.

¢ Employers would not be able to exert a sufficient degree of control (direct or
indirect) over their financial liabilities, or the valve (e.g., quality and cost-effec-
tiveness) of the care they purchase, under several of the proposals.

¢ ERIC is not confident that adequate data and technology are currently available
to implem:nt the system of broad community rating, open enrollment and pro-
spective risk adjustment called for under some of the bills without potentially
causing unacceptab’e instability in the marketplace.

e Financing provisiorns under several of the bills fail to address adequately or re-

zlistically the cesis created by the bills.

3. Bill-by-bill Assessment:

The following bill-by-bill assessments delineate the strengths and weaknesses of
each bill in five areas that are essential to successful reform.

a. Nationally uniform rules and standards.

For major employers, which generally have employees geographically dispersed in
multiple states, uniformity in the rules governing health reform is a very high prior-
ity. Moreover, health care is among the nation's %iggest industries in interstate com-
merce. Major employers believe that to the degree the health care system is regu-
lated at all, it must be subject to nationally uniform rules and standards to assure
the quality and consistency of care throughout our health care system, and the com-
mon treatment of employees of the same employer.

ERIC’s assessment of the bills under consideration with respect to this issue is
as follows:

o Michel-Gingrich/Lott: The bills increase uniformity in some areas relative to
current law by preempting counterproductive state laws that interfere with the
development of cost-effective health plans.

¢ Cooper-Grandy/Breaux-Durenberger: The bills increase uniformity in some
areas relative to current law by preempting counterproductive state laws that
interfere with the development of cost-effective health plans, but potentially
erode uniformity in other respects. For example, granting states discretion in
organizing health plan purchasing cooperatives and certifying accountable
health plans would likely result in an undesirable degree of inconsistency from
state to state.

o Administration: The bill erodes uniformity by providing excessive discretion to
gtates in implementing regional alliance structures and in exercising the option
to form single-payer systems. Financial incentives and administrative complex-
ities are so heavily weighted against forming a corporate alliance that the ad-
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vantage of limited federal preemption of state law afforded to corporate alliance
sponsors is not enough to make Forming a corporate alliance a viable option for
most major employers. Thus, such employers effectively would be forced into
state-run regional alliances—bureaucratic state government agencies with all
their attendant problems and deficiencies.

o Nickles/Stearns: The bills erode uniformity by making all employer health
plans, including self-insured plans, subject to state insurance laws. Model insur-
ance reforms contemplated by the bills do not appear to guarantee state-to-state
consistency.

e Chafee/Thomas: The bills erode uniformity for insured health plans by subject-
ing them to state regulation, but largely preserve uniformity for self-insured
plans by subjectinﬁ them to federal regulation.

Recommendation: ERIC urges that any bill favorably reported by the Committee
provide that federal law preem{)ts any and all relevant state laws to preclude state
discretion and ensure there will be national uniformity in all rules and standards
that appg to how the health care system in general, and employer-sponsored health
plans and purchasing groups in particular, will be organized and operated.

b. Eliminating cost shifting.

In the current health care system, ERIC member companies bear a disproportion-
ate share of health care costs compared with other payers, particularly with respect
to coverage of employed spouses who are not offered or who decline coverage from
their own employers, coverage for pre-Medicare eligible retirees, and cost shifling
resulting from uncompensated care (i.e., the uninsured) and undercompensated care
(i.e., from Medicare and Medicaid). Cost shifting distorts the health care market-
place and undermines its efficient operation. Thus, the reduction, if not elimination,
of such cost shifting is a high priority for ERIC member companies.

ERIC’s insistence on the elimination of cost shifting does not mean major employ-
ers are unwilling to contribute their fair share toward the cost of providing appro-
priate income-related public subsidies for the purchase of health care. To ensure
that there is public accountability for the amount and financing of such subsidies,
however, at a minimum: (1) any such subsidies must be explicit (i.e.,, not merely
built into the structure of healtg care premiums), and (2) any taxes or other sur-
charges imposed on employers to help finance the cost of such income-related sub-
sidies must be explicit (i.e., not merely built into the structure of health care pre-

miums) and must be imfposed on all payers. )
ER'C's assessment of the bills under consideration with respect to this issue is

as follows:
o Michel-Gingrich/Lott: The bills do not address cost shifting,

| ¢ Cooper-Grandy/Breaux-Durenberger: The bills do not directly address cost shift-
ing attributable to employed spouses or the expense of voluntary coverage for
early retirees. In some cases, the bills appear to make cost shifting a permanent
part of the structure of health care premiums. For example, by including cur-
rent Medicaid beneficiaries in the same purchasing cooperative premium pool
as private payers, the bills effectively shift part of the cost of financing coverage
for such persons from general revenues to a per capita percent-of-premium tax
on employment. The Medicare at-rigsk contract adjustment payment mechanism
institutionalizes a cost shift from the federal government to “closed” as well as
certain “open” accountable health plans. To the degree general Medicare cuts
are used to finance the bills, cost shifting to private payers will worsen. -

o Administration: The employer mandate reduces cost shifting currently resulting
from employers that do not offer employees coverage to employers that offer
family/dependent coverage, and partially reduces the cost to employers of pro-
viding pre-Medicare eligible retiree health coverage. On the other hand, by in-
cluding current Medicaid beneficiaries in the same regional alliance premium
pool as private payers, the bill effectively shifts part of the financing of such
persons from general revenues to a per capita percent-of-premium tax on em-
Floyment. By providing subsidies only to employers participating in regional al-
iances and by imposing percent-of-payroll taxes on employers forming corporate
alliances, the bill institutionalizes cost shifts to corporate alliance sponsors, par-
ticularly those that have cost-effective plans. To the degree general Medicare
cuts are used to finance the bill, cost shifging from that source will worsen.

o Nickles/Stearns: Tax incentives for individuals to purchase coverage may re-
duce cost shifting to some extent, but many forms of cost shifting remain.

¢ Chafee/Thomas: The individual mandate reduces cost shifting to some extent,
but other forms of cost shifting remain. To the degree Medicare cuts are used
to finance the bill, cost shiftinﬁ will worsen,

Recommendation: ERIC urges that any bill reported favorably by the Committee

ensure that every individual who does not receive health care coverage from either
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(1) a government program, or (2) an employer by virtue of being an employee or a
non-employed spouse or dependent, obtain such coverage from a federally sanctioned
pnvqtgly operated purchasing group. Any taxes or surcharges necessary to finance
subsidies should be explicit (i.e., not built into the premium structure) and apply
to all payers. In addition, all government health care programs should be required
to purchase health care coverage using the same market competition mechanisms
that private purchasers use and fund the full cost of such care,

c. Employers’ control over their financial liabilities.

Because major employers have a long history of purchasing health care for large
groups of employees, they have the greatest expertise and have achieved the great-
est success in maximizing the value of the health care coverage purchased. Anyone
who pays a substantial portion of the cost of health care coverage is entitled to and
needs control over what and how it is purchased in order to control the payer’s fi-
nancial liabilities. Therefore, maintaining a strong employer influence over health
care coverage purchasing decisions is a high priority for major employers.

ERIC’s assessment of the bills under consideration with respect to this issue is
as follows:

e Michel-Gingrich/Lott: The bills do no apparent significant harm to the degree
of employer control; they improve employer control to the extent the bills pre-
empt state laws that interfere with employers’ plan design decisions (i.e., pre-
iampts sta)te mandated benefit laws, anti-managed care or anti-utilization review

aws, etc.).

CooperGrandy [ Breaux-Durenberger: Although the bills limit all employers’ con-
trol over plan design by specifying a uniform set of effective benefits, they other-
wise largely preserve employer control over health coverage purchasing deci-
sions (such as which health plans to contract with) for those employers that re-
main outside health plan purchasing cooperatives. Employers that are required
to purchase care through such cooperatives retain some influence over the oper-
ation of the cooperative itself—by virtue of the fact that they are organized as
nonprofit entities, rather than state agencies or quasi-private entities run by a
board of political appointees as under the Administration bill—but they do not
retain direct control over purchasing decisions.

Administration: The bill erodes employer control over plan design and purchas-
ing decisions. In addition to dictating a plan’s scope of coverage, its cost-sharing
features, and the mandatory fee-for-service option, the bill-subjects all employ-
ers to state discretion as to whether to establish a state-based single-payer sys-
tem, and subjects employers participating in regional alliances (the vast major-
ity of businesses) to state discretion as to whether to operate such alliances as
state agencies or as quasi-private entities dominated by political appointees.
Even employers forming corporate alliances are subjected to significant con-
straints, including requirements to offer three types of coverage even if an em-
ployer's experience has demonstrated that one or more types of coverage provide
inferior value.

* Nickles/Stearns: Although employers are not directly constrained by federal law
under these bills, employer control of both plan design and purchasing decisions
would still be eroded by virtue of the fact that all employer plans would be sub-
ject to state insurance law. States historically have sought to undermine em-
ployer discretion through a variety of means: mandated benefit laws interfering
with plan design and protecting health care provider special interests; anti-utili-
zation re.iew and anti-managed care laws; and taxing benefit plans. Although
some of these avenues are foreclosed to states under the bills, others are not;
states will continue to undermine employer discretion by every means made
available to them under these bills.

¢ Chafee/ Thomas: The bills’ benefit package requirements place constraints on
plan design, but employers generally retain full discretion with respect to pur-
chasing decisions due to the voluntary nature of purchasing groups and the em-
ployer’s role.

Recommendation: ERIC urges that any bill favorably reported by the Committee
ensure that no employer is required to participate in a purchasing group that is op-
erated as a government agency or that is run by political appointees. Further, to
the degree that plan design is constrained at all—for example, by requiring that em-
ployers offer (but not necessarily contribute to the cost of) health care coverage, em-
ployers must still retain the flexibility to set the specific employer and employee cost
sharing features of such coverage and to retain the option to offer actuarially equiv-

alent benefits.
d. Financial stability of the reformed marketplace.



134

ERIC believes that health care reform must have as a primary goal changing the
way health care is organized and delivered. A prerequisite for improved health care
delivery is a more coherent and efficient health care marketplace.

Changes in the marketplace are dependent on available data and information
technology, however. Forcing the marketplace to operate in a fundamentally dif-
ferent way than it does today and on the basis of inadequate data or immature in-
formation technologies, could result in market volatility great enough to cause seri-
ous financial harm (including insolvencies) to health plans or purchasing groups.
Market-based reforms must not be abandoned because they are essential to success-
ful reform generally; but they should be implemented cautiously, in stages where

necessary, to minimize disruption.
ERIC’s assessment of the bills under consideration with respect to this issue is

as follows:

* Michel-Gingrich/Lott: The bills do little to destabilize the marketplace, but also
?o little to directly improve the quality and cost-effectiveness of health care de-

ivery.

o Cooper-Grandy/Breaux-Durenberger: Arguably, no one currently knows how to
set age-banded, community-rated premiums in the context of both (1) unstable
enrollment due to the elimination of barriers to free movement between health
plans, and (2) prospective adjustments to payments made to accountable health
plans based on the health risk posed by individual enrollees. Even if adequate
data were currently available, which it is not, it is debatable that a single gen-
eralized risk adjustment formula can be developed that will work in health mar-
kets with disparate utilization patterns, demographic composition and other rel-
evant differences. Moreover, if the financial pressure of an aggressive tax cap
is added, as under these bills, the marketplace volatility that could result from
near-to-immediate transition to the regulated market contemplated by these
bills ma( produce an unmanageable number of accountable health plan and
health plan purchasing cooperative insolvencies.

o Administration: The same concerns exist regarding the Administration bill as
those expressed regarding the Cooper-Grandy/Breaux-Durenberger bills because
at its core this bill is based on very similar community rating, open enrollment
and risk adjustment requirements. The transition to the new principles is a lit-
tle slower relative to Cooper-Grandy/Breaux-Durenberger, but the princ'iﬁles
would be a{)plied to a far greater proportion of employers and individuals. Mar-
ket instability (i.e., health plan and regional alliance insolvencies) may he in-
creased by the financial pressure added by the bill's requirement that a sur-
charge be imposed on health plans that exceed budget limits, which is another
completely new risk that must be taken into account when determining what

remium to bid.

e Nickles/Steariis: Though thev would remove barriers to movement between
comgeting health plans, there 15 little reason to expect that this alone would
dzstabilize the marketpiace as a whole. The bills are likely to do little to change
Fealth care delivery or improve its cos t-effectiveness, however, because the bills
encourage individual choice hased on product differentiation (i.e., the scope of
coverage and cost-sharing featvres) rather than the cost-effectiveness of health
care delivery,

¢ Chafee/Thomas: The voluntary nature of purchasing groups and the voluntary
adoption of prospective risk adjustment mechanisms, coupled with reliance on
community rating within age bands rather than pure community rating, appear
to mitigate the potential for instability in the operation of health care markets.
The long-term effectiveness of this approach in improving the quality and cost-
effectiveness of health care delivery depends on the emergence of s‘)eciﬁc effec-
tive strategies from the marketplace itself, a grass-roots approach that is likely
to be more responsive to the needs of purchasers and providers, as well as less
disruptive, than more rigid proposals.

Recommendation: ERIC urges that any bill that is favorably reported by the Com-
mittee strongly enccurage group purchasing on a capitated basis, implement consen-
sus insurance market reforms and provide for the voluntary adoption by employer-
led ﬂrivate purchasing groups of specific strategies to improve market competition
(such as prospective risk adjustment and related techniques) at an appropriate point
in time, rather than prematurely imposing such strategies on the marketplace be-

fore they are fully developed.

e. Credibility of financing provisions. ' )
Since health reform legislation inevitably has an impact on federal expenditures

and the federal deficit, major employers view any financing provisions with well-
founded skepticism. To be blunt, in the current budgetary environment, the benefits
of various bills are often overstated and the costs are often understated or hidden.
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Health reform is no exception. ERIC members are particularly concerned that
underfinanced health reforms that are based on overly optimistic revenue estimates
will ultimately impose far greater than expected liabilities on employers.

ERIC's assessment of the bills under consideration with respect to this issue is
as follows:

e Michel-Gingrich [Lott: The bills do not require a significant of amount of financ-

ing relative to other bills.

e Cooper-Grandy/Breaux-Durenberger: Revenues to be raised from a cap on de-
ductible employer health benefit expenses may be overstated since empnyer be-
havior will be hard to predict. For example, employers are likely to respond by
seeking to shift/recharacterize their expenditures into other deductible expenses
(e.g., wages). In addition, the cap will increase the cost of providing coverage
for employers that voluntarily provide comprehensive benefits. Medicare savings
may be partially offset to the degree such Medicare cuts cause cost shifting to
the private sector, which in turn may result in increased deductible private em-
ployer expenditures.

o Administration: Financing is 8o complex that there is little likelihood that need-
ed dollars can flow smoothly and efficiently from multiple sources to multiple
destinations without shortfalls and windfalls along the way. The high prob-
ability that very few large employers will find forming a corporate alliance fi-
nancially viable could aubstantiaﬁ]y alter the expecteg mix of revenues to be
generated by the percent-of-payroll tax on corporate alliance sponsors as com-
pared to other revenue sources (including community-rate premiums). Medicare
savings may be partially offset to the degree such Medicare cuts cause cost
shifting to the private sector, which in turn may result in increased deductible
erivate employer expenditures.

o Nickles/Stearns: The difficulty in predicting individual behavior in light of radi-
cal transformation of the tax treatment of health coverage (from income exclu-
sion to tax credit) makes ﬁnancing uncertain. Capping federal Medicaid pay-
ments could result in cost shifting, further distorting revenue estimates.

e Chafee/Thomas: Revenues to be raised from tax caps may be overstated due to
the difticulty of predicting changes in employer and individual behavior caused
by restructured tax incentives. Medicare and Medicaid savings may be partially
offset by increased deductible private expenditures to the degree such cuts
cause cost shifting to the private sector.

Recommendation: ERIC urges that any bill that is reported favorably by the Com-
mittee ensure that neither tax caps on the deductibility of employer health benefit
expenses nor Medicare/Medicaid cuts are relied on as financing mechanisms. Fur-
ther, any financing burden imposed on employers should not materially differ solely
on the basis of an employer’s decision to join or not join a purchasing group.

CONCLUSION

| ERIC believes that successful health care system reform must respond to the fol-
owing:

¢ Exclusive federal authority over a national health care policy;

e Improved accountability for the quality of health care and the outcome of treat-
ment;

o Improved efficiency of health care markets by encouraging cost-effective group
purchasing (through employer-led private purchasing coalitions) under uniform
federal rules and standards;

e Equitable allocation of resources and financing burdens throughout the entire
economy, including the elimination of cost shifting; and

o A transition strategy that minimizes disruption.

By this standard, none of the bills currently under consideration is likely to suc-
ceed without substantial revision.

ERIC supports market-based strategies for health care system reform that pre-
gerve the autonomy of employers and employer-sponsored health benefit plans, and
have as their primary goal increased accountability for both the quality and cost-
effectiveness of care. The members of ERIC represent a tremendous reservoir of ex-
perience and expertise regarding these issues. We look forward to the opportunity
to work toward these goals with the ConFreas and the Administration generally, the
Committee, and each of the individual bill sponsors.

PREPARED STATEMENT OF RON POLLACK

Mr. Chairman and Members of the Committee:
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Thank you for inviting me to testify this morning on the question of universal ac-
cess to health insurance. Families USA is a non-profit advocacy organization that
has been consistently advocating for universal coverage on behalf of consumers.

I will not reiterate the reasons we so strongly support universal coverage. I am
sure you all know the statistics and arguments. Rather, today, I would like to dis-
cuss the question of how universal coverage can be achieved.

There are really only three alternatives to achieving universal coverage. The first
alternative uses a single-payer, government-financed methodology, similar to the
Canadian system. The second and third alternatives, embodied in proposals co-spon-
sored by different members of this Committee, will be the subject of my testimony
this morning.

One such approach—incorporated in President Clinton's Health Security Act—
builds on our employer-based private health insurance system by requiring employ-
ers and workers to share the responsibility of paying for insurance premiums for
workers and their families. The other approach is an individual-based insurance
system similar to the way people obtain automobile insurance—an approach that is
utilized in the bills offered by Representative Cooper and Senators Breaux and
Durenberger (the Managed Competition Act) as well as Senator Chafee (the HEART
Act), with the difference that the former does not mandate individual purchase of
coverage while the latter bill does.

In theory, both employer-based and individual-based approaches to universal cov-
erage can work. In practicality, however, we believe that the approach involving
shared contributions by employers and employees offers the most realistic chance
of achieving universal coverage. As my analysis this morning will demonstrate, this
employer-based approach is likely to be much more affordable for the people and
families needing health insurance coverage and is likely to be less costly to the gov-

ernment.
AFFORDABILITY FOR LOW-WAGE INDIVIDUALS AND FAMILIES

We evaluated the affordability of coverage for low-wage individuals and families
with and without an employer contribution. Our results are in the following four
charts. In evaluating the affordability with an employer contribution, we assumed
that the maximum individual and family financial obligation would mirror the lim-
its established in the Health Security Act. We also assumed that, like the Health
Security Act, the employer contributions would be 80 percent and the employee con-
tributions would be 20 percent. In evaluating the affordability without shared em-
ployer responsibility, we used two different subsidy schedules: a sliding scale sub-
sidy for people whose incomes are between 100 percent and 200 percent of poverty
(like the suﬁsidy system established in the Cooper/Breaux-Durenberger bill) and a
sliding scale subsidy for people whose incomes are from 100 percent to 240 percent
of poverty (like the subsidy system established in the Chafee bill).

In chart 1, the overall premium for an individual remained constant at $2,100.
This figure is the premium estimated by CBO for its analysis of the Health Security
Act. The chart shows that, without an employer contribution, individuals whose in-
comes are between 150 and 250 percent of poverty (between $11,040 and $18,400
in annual incomes) would have to pay between 6.8 and 14.3 percent of their incomes
for health insurance under a Cooper/Breaux-Durenberger subsidy system—up to
more than seven weeks worth of pre-tax wages for premiums alone. This compares
very unfavorably and unaffordably to a range of 2.3 to 3.8 percent of income for pre-
miums if the employer makes contributions as proposed in the Health Security Act.

Also in chart 1 are the individual contributions that would be required under a
Chafee subsidy system. For the same groups of individuals with incomes between
$11,040 and $18,400, that subsidy system would result in individuals paying pre-
miums between 6.8 and 11.4 percent of income—up to six weeks of pre-tax wages.

In chart 2 we applied the same sliding scale subsidies to a premium which rep-
resents the lowest cost plan (the method used in the Cooper/Breaux-Durenberger
Managed Competition Act) and to a premium which represents the average of the
lowest priced one-half of plans (the method used in Senator Chafee’'s HEART Act).
Even with these adjustments, employees whose incomes are between 150 and 250
percent of poverty would have to pay amounts between 6.3 to 12.1 percent of their
incomes for insurance premiums.

In chart 3 we examined the premium burden on families. We presumed a benefit
package with a total premium of $5,565 for a family of four—the amount CBO esti-
mated for the Health Security Act. We looked at the premium burden for families
with incomes between 150 and 250 percent of poverty (annual incomes between

$22,200 and $37,000).
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Under the employer-based system established under President Clinton’s Health
Security Act, families earning between $22,200 and $37,000 would pay no more
than 3.9 percent of their incomes on premiums. By contrast, under a Cooper/Breaux-
Durenberger subsidy approach, such families would pay between 12.5 and 18.8 per-
cent of their incomes—up to almost ten weeks in pre-tax wages for premiums alone.
Under Senator Chafee’s subsidy approach, such families would pay between 9.0 and
15.0 percent of their incomes—up to almost eight weeks in pre-tax wages.

In chart 4 we also examined the premium burden on families. In chart 4, how-
ever, we applied the Cooper/Breaux-Durenberger subsidy system to a premium rep-
resenting the lowest cost plan (the method used in the Cooper/Breaux-Durenberger
Managed Competition Act) and to a premium representing tﬁe average of the lowest
price one-half of plans (the method used in Senator Chafee's HEART Act). Even
with these adjustments, employees whose incomes are between 150 and 250 percent
of poverty would have to pay amounts between 10.7 and 16.0 percent of their in-
comes for insurance premiums. )

The premiums required of individuals and families under the individual-based fi-
nancing systems established under the Cooper/Breaux-Durenberger and Chafee bills
constitute unrealistic and unaffordable burdens. They simply won’t achieve univer-
sal coverage for these lower-wage workers because the premiums are far too high
to be affordable. President Clinton’s Health Security Act, based on an approach of
shared responsibility among employers and workers, does enable workers to afford
their premium responsibilities. This is why we strongly support an employer-based
financing approach.

We know that this Committee may consider a compromise that incorporates an
individual-based financing approach for some portion of the working population. In
such a compromise the government cost will go up because subsidies must be much
more generous for lower-income people and families so that the premiums are real-
istically affordable.

It is noteworthy to point out that these unaffordable premium burdens in the Coo-
per/Breaux-Durenberger and Chafee plans are not the only financing burdens that
need to be shouldered by families. Additionally, these families will%e required to
pay out-of-pocket costs for deductibles and co-payments as well as the entire costs
for uncovered services. Clearly, these individual-based financing proposals are unre-
alistic plans for achieving anything approximating universal coverage.

In one respect, however, the Clinton plan also needs improvement. Under the
Health Security Act, individuals and families with earnings below the poverty line
would be required to pay 3.0 percent of their incomes as a premium. Other bills,
like Cooper/greaux-Durenberger and Chafee, would require no premiums for those
below the poverty line. We believe that people with incomes below the meager pov-
erty line ($7,360 for individuals and $14,800 for a family of four) do not have the
capability to pay out-of-pocket for premiums, deductibles or co-insurance, and no

health reform plan should require them to do so.
GOVERNMENT COST OF EMPLOYER-BASED VS, INDIVIDUAL-BASED FINANCING

We evaluated the comparative financial burden to government of an employer-
based finance system versus an individual- and family-based finance system. Since
there apFears to be little sentiment in Congress to raise significant new revenues,
this analysis helps to gain a perspective about the political difficulties of achieving
similar cost protections for lower-wage workers and their families under the two fi-
nancing systems.

We did not attempt to calculate the total federal costs of an employer-based fi-
nance system versus an individual-based system. We do not have the capability of
producing such data, and this is precisely the type of data that CBO should provide
for the Committee. But the analysis we did perform suggests that—if the same tyg)e
of out-of-pocket protections are to be provided for individuals and families under the
two systems—the individual-based financing system is likely to be much more cost-
ly. As such, it is far more likely that Congress will be tempted to provide less in-
come protection for families, thereby risking the unaffordability of coverage-—and,
hence, may fail to meet the crucial goal of universal coverage.

In the examples arrayed in tables 5 and 6, we analyzed the government’s costs
of providing similar premium caps for individuals and families under the two financ-
in%‘ systems. For illustrative purposes, we used the premium cap protections estab-
lished under President Clinton’s Health Security Act. That legislation limits the pre-
mium burden for individuals and families at 3.9 percent of income. For the em-
ployer-based finance system, we assumed an employer premium contribution of 80
percent. We also factored in a limitation in the premiums to be paid by employers,
such that employers would never pay premiums in excess of 7.9 percent of payroll—
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also as envisioned by the Health Security Act. We believe this analysis would yield
comparable results even if different limits on premiums were used.

In table 5, we offer two examples: (1) an individual with $10,000 in income who
is a half-time worker, and (2) an individual with $15,000 in income who is a full-
time worker. (In both sets of examples, we presumed that the total premium costs
are $2,100-—CBO’s estimate of the premium costs under the Health Security Act.)
For the former, the government’s subsidy burden under an employer-based finance
sgstem would be $1,315—a $445 subsidy for the employer and an $870 subsidy for
the worker. The government's subsidy burden under an individual-based finance
system would be $1,710, or $395 more. In the latter example, the government’s sub-
sidy burden under an employer-based finance system would be $495 compared to
afgsulbgizdoy burden of $1,5156 under an individual-based finance system—a difference
of $1,020.

Similarly, in table 6, we examined two examples of four-person families that have
a full-time worker: (1) where the breadwinner earns $20,000, and (2) where the
breadwinner earns $30,000. Again, under both examples, the government's subsidy
burden is considerably greater under the individual-based finance system.

In the first family example, the government’s subsidy burden under the employer-
based finance system would be $3,205—a $2,872 subsidy for the employer and a
$333 subsidy for the family. under the individual-based finance system, the govern-
ment’s subsidy burden would be $4,785, or $1,680' more. In the second example, the
government’s subsidg burden under an employer-based system would be $2,082 com-
Fared to a subsidy burden of $4,395—or $2,313 larger—under an individual-based
inance system.

As these examples illustrate, the subsidy burden for government is considerebly
greater under an individual-based system. For individuals and families, therefore,
there is a greater risk under an individual-based finance system that the subsidies
Congress would establish would be inadequate to ensure affordable insurance cov-
erage. Under the individual-based finance system, Congress must either come up
with greater revenues or Sare back premium subsidies—thereby, as in the Cooper/
Breaux-Durenberger and Chafee bills, providing insufficient subsidies to make pre-

miums affordable for lower-wage working families.
CONCLUSION

Universal health insurance cove.age is a goal we can and must reach. In attempt-
ing to do 80, it is crucial that Congress gives careful scrutiny to the premium burden
being placed on all parties involved—not least of all the premium burdens of work-
ers and their families. The cap on premium and other out-of-pocket costs must be
realistically established so that insurance is truly affordable. We believe that, given
the political difficulties of raising government revenues to provide adequate sub-
sidization of families’ premium burdens, an employer-based finance system is the
most realistic method of achieving universal coverage.
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TABLE 1

Affordability of Health Insurance for Low-Wage Individuals

Individual's Premium*® Percent of income
Annual Income of $7,360 (100% of poverty)
Health Security Act $223 3.0%
Individual Subsidies
Like Cooper-Breaux® $0 0%
Individual Subsidies
Like Chafee® $0 0%
Annual Income of $11,040 (150% of poverty)
Health Security Act $420 3.8%
Individual Subsidies
Like Cooper-Breaux® $1,050 9.5%
Individual Subsidies
Like Chafee® $750 6.8%
Annual Income of $14,720 (200% of poverty)
Health Security Act $420 2.9%
Individual Subsidies
Like Cooper-Breaux® $2,100 14.3%
individual Subsidies
Like Chafee® $1,500 10.2%
Annual Income of $18,400 (250% of poverty)
Health Security Act $420 2.3%
Individua!l Subsidies
Like Cooper-Breaux® $2,100 11.4%
Individual Subsidies
Like Chafee® $2,100 11.4%

* This analysis uses premium estimates calculated by the Congressional Budget Office (CBO) for its
analysis of the Health Security Act. CBO estimated that the average annual premium for an individual

would be $2,100 in 1994,
b This Act would provide full subsidies up to 100 percent of poverty and sliding scale subsidies up to

200 percent of poverty.
° This Act would provide full subsidies up to 100 percent of poverty and sliding scale subsidies up to

240 percent of poverty.
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TABLE 2

Affordability of Health Insurance for Low-Wage Individuals

Individual’s Premium Percent of income
Annual iIncome of $7,360 (100% of poverty)
Health Security Act® $223 3.0%
Individua! Subsidies
Like Cooper-Breaux® $0 0%
Individual Subsidies
Like Chafee® $0 0%
Annusl Income of $11,040 {150% of poverty)
Health Security Act® $450 3.8%
Individual Subsidies
Like Cooper-Breaux® $893 8.1%
Individual Subsidies
Like Chafes® $694 6.3%
Annual Income of $14,720 (200% of poverty)
Health Security Act* $420 2.9%
Individual Subsidies
Like Cooper-Breaux® $1,785 12.1%
Individual Subsidies
Like Chafee® $1,388 9.4%
Annual Income of $18,400 (250% of poverty)
Health Security Act® $420 2.3%
Individual Subsidies
Like Cooper-Breaux® $1,785 9.7%
Individual Subsidies
Like Chafee® $1,943 10.6%

The Health Security Act would provide premium assistance for average-priced plans. The
Congressional Budget Office (CBO) estimated that the average annual premium for an individual would
be $2,100 in 1994.
® The Managed Competition Act would provide premium assistance for the lowest-priced plan. CBO
has estimated that the lowest-priced plan would have a premium 15% below the average. Based upon
CBO premium estimates, this premium would be $1,785. This Act would provide full subsidies up to
100 percent of poverty and sliding scale subsidies up to 200 percent of poverty.
¢ The HEART Act would provide premium assistance for the average of the lowest-priced one-half of
plans. Based upon CBO premium estimates, this premium would be about $1,943 (the average of
$2,100 and $1,785). This Act would provide full subsidies up to 100 percent of poverty and sliding

scale subsidies up to 240 percent of poverty.
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TABLE 3

Affordability of Health insurance for Low-Wage Familias®

’ Family’s Pramium® Percent of.Inconie

Annual Income of $14,800 (100% of poverty)

Health Security Act $442 3.0%
Families Subsidies

Like Coope-Breaux® $0 0%
Families Subsidies

Like Chafeo? $0 0%
Annual incoine of $22,200 {150% of poverty)

Health Security Act $866 3.9%
Familivs Subsidies

Like Cooper-Breaux® $2,783 12.5%
Families Subsidies

Like Chafee® $1,088 8.0%
Annual Income of $29,600 (200% of poverty)

Health Security Act $1,113 3.8%
Families Subsidies

Like Cooper-Breaux® $5,565% 18.8%
Families Subsidies

Like Chafee? $3,975 13.4%
Annual income of $37,000 (250% of poverty)

Health Security Act $1,113 3.0%
Families Subsidies

Like Cooper-Breaux® $5,565 15.0%
Families Subsidies

Like Chafee® $5,565 16.0%

* This analysis is a based on a family of four—two parents with two children.
5 This analysis uses premium estimates calculated by the Congressional Budget Office (CBO) in its
analysis of the Health Security Act. CBO estimated that the average annual premium for a two-parent

family would be $5,565.

° This Act would provide full subsidies up to 100 percent of poverty and sliding scale subsidies up to

200 percent of poverty.

9 This Act would provide full subsidies up to 100 percent of poverty and sliding scale subsidies up to

240 percent of poverty.
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TABLE 4

Affordabliity of Health Insurance for Low-Wage Families®

Family’s Premium Percent of Income
Annusl Income of $14,800 {100% of poverty)
Health Security Act” $442 3.0%
Families Subsidies .
Like Cooper-Breaux’ $0 0%
Families Subsidies
Like Chafee® $0 0%
Annual Income of $22,200 (1560% of poverty)
Health Security Act® $866 3.9%
Families Subsidies
Like Cooper-Breaux® $2,365 10.7%
Families Subsidies )
Like Chafee® $1,839 8.3%
Annual Income of $29,600 (200% of poverty)
Health Security Act® $1,113 3.8%
Families Subsidies
Like Cooper-Breaux® $4,730 16.0%
Families Subsidies
Like Chafee® $3,677 12.4%
Annual Income of $37,000 (260% of poverty)
Health Security Act® $1,113 3.0%
Families Subsidies
Like Cooper-Breaux® $4,730 12.8%
Families Subsidies
Like Chafee® $5,148 13.9%

* This analysis is a based on a family of four--two parents with two children.

® The Health Security Act would provide premium assistance for average-priced plans. The
Congressional Budget Office (CBOQ) estimated that the average annual premium for a two-parent family
would be $5,565 in 1994,

° The Managed Competition Act would provide premium assistance for the lowest-priced plan. CBO
has estimated that the lowest-priced plan would have a premium 15% below the average. Based upon
CBO premium estimates, this premium would be $4,730. This Act would provide full subsidies up to
100 percent of poverty and sliding scale subsidies up to 200 percent of poverty.

4 The HEART Act would provide premium assistance for the average of the lowest-priced one-half of
plans. Based upon CBO premium estimates, this premium would be about $5,148 (the average of
46,5665 and $4,730). This Act would provide full subsidies up to 100 percent of poverty and sliding

scale subsidies up to 240 percent of poverty.
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TABLE 5

GOVERNMENT COST OF EMPLOYER- VS. INDIVIDUAL-BASED SUBSIDIES

Individual with $10,000 Income, Half-time Worker

Total Premium® Maximum Premium Government Subsidy
Contribution®
Employer-Based Subsidies®
Employer Portion $840 $395 $445
Individual Portion $1,260 $390 $870
Total $2,100 $1,315
Individual-Based Subsidies’
Individual Portion $2,100 $390 $1,710
Individual with $15,000 Income, Full-time Worker
Total Premium*® Maximum Premium Government Subsidy
Contribution®
Employer-Based Subsidies®
Employer Portion $1,680 $1.185 $495
Individual Portion $420 $585
Total $2,100 $495
individual-Based Subsidies’
Individual Portion $2,100 $585 $1,515

* Based on the premiums estimated by the Congressional Budget Office for the Health Security Act,

$2,100 annually for individually coverage.

b Assumes individuals pay no more than 3.9% of their income for premiums and businesses pay no
more than 7.9% of the worker's salary.

¢ With an employer mandate, employers pay 80% of the premium for a worker up to 7.9% of the
worker's salary and individuals pay 20% of the premium up to 3.9% of income.

9 With an individual mandate, individuals pay 3.9% of their income for their premium.
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TABLE 6

' GOVERNMENT COST OF EMPLOYER- VS. INDIVIDUAL-BASED SUBSIDIES

Family with $20,000 Income, Full-time Worker

Total Premium* Maximum Premium Government Subsidy
Contribution®
Employer-Based Subsidies®
Employer Portion $4,452 $1,580 $2,872
Family Portion $1,113 $780 $333
| Total $5,565 $3,205
Individual-Based Subsidies®
Family Portion $5,565 $780 $4,785

Family with $30,000 Income, Full-time Worker

Total Premium® Maximum Premium Government Subsidy
Contribution®

Employer-Based Subsidies®
Employer Portion $4,452 $2,370 $2,082
Family Portion $1,113 $1,170
Total $5,665 $2,082
Individual-Based Subsidies®
Family Portion $5,665 $1,170 $4,395

* Based on the premiums estimated by the Congressional Budget Office for the Health Security Act,

$5,565 annually for family coverage.
b Assumes families pay no more than 3.9 % of their income for premiums and businesses pay no

more that 7.9% of the worker's salary.

¢ With a employer mandate, employers pay 8B0% of the premium for a worker and their family up to
7.9% of the worker's salary and farilies pay 20% of the premium up t0 3.9% of income.

9 With an individual mandate, families pay 3.9% of their income for their premium,
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PREPARED STATEMENT OF JOHN J. SWEENEY

Mr. Chairman, members of the committee, I am John J. Sweeney, International
President of the Service Emgloyees International Union, Vice President of the AFL~
CIO and Chairman of the Health Care Committee of the Executive Council of the
AFL~CIO. Thank you for this opportunity to testify on behalf of the AFL-CIO on
one of the most critical issues facing our nation today. After 50 years of struggle,
we are on the verge of bringing much needed reform to our nation’s health care sys-
tem. We agplaud the President and the Congress for tackling this isoue, and I am
pleased to be invited to present our views to the committee.

Affiliated unions of the AFL-CIO represent over 16 million working men and
women across the United States. They work in thousands of different jobs in dozens
of industries. They build our homes, make our cars, bake our bread, tend our sick,
and deliver our public services.

Our members don’t need charts and graphs or expert pronouncements to under-
stand that there is a crisis in our health care system. They have fought hard to hold
on to their health insurance, often foregoing wage increases and improvements in
other benefits to maintain coverage for themselves and their families. They have
faced greater out’-of-gocket costs and declining choices as employers have tried to
restrict where and when they can see their family doctors.

While disagreements over health care issues have made collective bargaining
more contentious than it otherwise would have been, labor and management have
also worked together to pioneer new cost containment strategies such as utilization
review and managed care. While these measures showed some short-term success,
they were unable to blunt the long-term rise in costs. Only system-wide reform can
provide the relief that workers and their employers need.

I am here today to present the views of the KFL—CIO on employer responsibilities
in regard to health care coverage. We believe that, short of a tax-financed social in-
surance system, an employer mandate is the only feasible way to secure health cov-
erage for all Americans.

There are three issues I want to address this morning. I want to restate why we
believe that universal coverage must be at the center of any healthcare reform ef-
fort. I then want to discuss the advantages of using an employer mandate to achieve
universal coverage. Finally, I want to point out some of the real benefits that the
Health Security Act provides to employers, especially the majority who are already
providing health insurance for their workers.

UNIVERSAL COVERAGE

It should be a source of shame to us that in the richest nation on earth there are
39 million people without any form of health insurance whatsoever. As many as 50
million more are underinsured and often do not discover the crucial gaps in their
health insurance until it is too late. In addition to the high cost of health insurance,
many individuals and families are denied coverage because their employer does not
provide it or because of pre-existing conditions that the insurance company refuses
to cover.

Over the past ten years, we have witnessed the reversal of the long-term trend
of increasing amounts of health insurance coverage for working Americans. Over the
past few years, the erosion of coverage has accelerated.

Not only are we failing to expand coverage. We are now steadily losing covera%e
among previously insured worEera. And even those who have been traditionally
well-insured are anxious about what will happen to their coverage. One out of every
four Americans will lose their insurance at some point in the next two years and
a New York Times poll published earlier this week showed that 45 percent of Amer-
icans fear they will lose their coverage sometime in the next five years.

Union members across the country report that employers have been trying to
scale back their health insurance coverage and/or imposing greater restrictions on
its use.

The AFL~CIO has long been on record in support of universal health insurance
coverage. We stand squarely behind the principle that health care is the right of
all people—a social good of such far-reaching importance that it should be assured
bi' society. No one should be denied coverage because of their income, health or em-
ployment status.

he first argument for universal coverage is a moral one, a perspective that is
often forgotten during the national debate. I think that the Catholic Bishops of the
United States put it well when they wrote last summer that “health care is more
than a commmfity; it is a basic human right, an essential safeguard of human life
and dignity.” Access to care when we are sick should not depend on whether we are

young or old, employed or unemployed, rich or poor. .
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There are also, however, overwhelming economic arguments in favor of universal
coverage. The existence of a large pool of uninsured individuals drives up health
care costs for the rest of the population. It is well known that uninsured individuals
are-more likely to postpone needed primary and preventive care and wait until their
condition becomes serious enough to warrant a trip to the emergency room. This is
the most costly form of care imaginable.

_ The growing number of uninsured is also a particular burden to our nation’s pub-
lic health system, particularly public hospitals. Members of my own union, the Serv-
ice Employees International Union, work in hospital emergency rooms across the
country where the vast majority of patients they see are not there for emergencies.
They are there because they are uninsured and this is the only way they can get
to see a doctor. The financial burden of uncompensated care is leading to friction
at the bargaining table, as public hospital administrators seek layoffs, wage cuts,
and the substitution of lower skilled workers for more highly skilled ones. Our mem-
bers would much rather be discussing ways to improve t%e quality of care that their

patients receive.
WHY ALL EMPLOYERS SHOULD CONTRIBUTE

If we can agree that universal coverage is the objective, the question becomes how
to provide it. The system that we have right now can be characterized as a vol-
untary, employer-based system, That system is under tremendous stress because of
rapidly rieing health care costs. With every passing day, the incentives grow for
companies to drop their health benefits. Small employers are being driven out of the
system most rapidly—in 1992 alone the percentage of small Fran (25 employees and
under) employees without health insurance grew by two percentage points—from 29
to 31 percent.

When workers lose their coverage, they don’t stop consuming health care services,
but they do consume them differently. Because they lack coverage, the uninsured
tend to postpone needed primary and preventive care. When their conditions become
gerious enough, they go to the emergency room because they know that, in most
cases, they will not be turned away.

Who pays for this care? Employers and workers do. Right now, every bill we pay
and every premium payment we make contains a hidden surcharge that goes to
cove:'i the more than $25 billion a year in care that hospitals provide to the unin-
sured.

Many employers who are currently providing insurance are paying more than
their fair share because they are providing coverage for the working spouses of their
employees. In essence, they are subsidizing their competition. A 1991 Nationa! Asso-
ciation of Manufacturers study found that the cost of providing coverage to working
degendents increases costs for firms providing insurance by 20 percent.

he growing disparity in labor costs between firms that do provide health insur-
ance and those that don’t is generating serious distortions in the labor market. The
dramatic increase in the number of part-time and contingent employees, which con-
stitute half of all new jobs created during the past year, is being driven in large
part by the desire of employers to avoid the cost of health care.

A number of our employers are finding it harder to compete with firms that do
not provide health insurance. SEIU Local 750, for example, which represents build-
ing service workers in Orlando, Florida reports that a union contractors lost a clean-
ing contract with Delta Airlines that it had held for over eight years to a non-union
contractor. The non-union contractor did not provide health insurance for its work-
ers, and thus was able to underbid the unionized contractor.

The loss of the contract added insult to injury, because the members of Local 750
have worked hard to keep costs under control. For over a decade, workers have been
offered a choice of 3 HMOs and 1 PPO. In order to keep costs down, however, they
have been forced to chan§e vendors every two years. These changes often result in
a disruption of established relationships with physicians and other providers.

In the public sector, proponents of privatization have argued that public services
can be delivered more cheaply by private sector contractors. In most cases, however,
we have found that the only reason that these contractors are able to provide the
ss'nke services at lower cost is that they do not provide health insurance for their
workers.

The experience of displaced workers demonstrates that high employer costs for
health benefits are contributing to the destruction of jobs with health insurance on
a massive scale. Accordin? to the Bureau of Labor Statistics, of 4.2 million workers
who had been displaced from jobs with insurance during the previous five years,
only 2.2 million had been re-employed with health insurance as of January 1992.
The rest were working without insurance, were unemployed or had left the labor
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fc;rce. While many of these had coverage. the source was no longer their own em-
ployer.

'P?er these reasons, the AFL~CIO strongly supports requiring all employers to con-
tribute to the cost of their workers' health insurance. The strength of this approach
is that it builds on the existing system. Nearly two-thirds of the non-elderly have
employment-based coverage. Among the 39 miﬁion Americans who lack insurance,
86 percent belong to families that include an employed adult. A system that re-
quires all employers to contribute will reach the vast majority of the uninsured.

Some who support requiring all employers to contribute believe that employers
should onl{ be required to provide a minimal, catastrophic benefit package or to
only contribute 50 percent or less of the premium. The AFL-CIO takes issue with
both of these positions.

With respect to the benefit package, everything we've learned about the health
care system over the past decade suggests that providing people with only cata-
strophic benefits leads to underutilization of primary care. This leads to higher costs
in the long run. Denying coverage for prescription drugs drives up costs in the same
way because it encourages patients to favor more invasive (and expensive) treat-
ments simply because they are covered. Do we really think that denying .})eople cov-
erage for substance abuse treatment saves the health care systern money?. Once you
start to think about it and work it through you are led to the inevitable conclusion
that a comprehensive benefits package is the only kind that makes sense.

The AFL-CIOQ is also critical of the idea that employers should pay less than 80
percent of the premium. When we talk about employers paying less, what we're
really talking about is making workers pay more. Some of our members are already
paying 30 percent, and even 40 percent of their premiums and it's killing them. If
you assume an average family premium of around $5,000, you're talking about hit-
ting some middle-income families with a bill of $2,500.

WHY AN INDIVIDUAL MANDATE WON'T WORK

Some critics of the Health Security Act have argued that an individual mandate
would be fairer and more efficient than an employer mandate. We have to disagree.
Our concerns about an individual mandate focus on its fairness and its feasibility,

An individual mandate would have a significantly negative impact on low and
moderate income individuals, The uninsured tend to have low incomes—88 percent
were in families with adjusted gross incomes below $20,000. They simply cannot af-
ford the cost of insurance plans costing several thousand dollars a year. The only
way to make it possible for such individuals to afford insurance would be to provide
substantial government subsidies, financed through significant new taxes.

An individual mandate also would be extremely difficult to enforce. A large num-
ber of low-income individuals do not file federal income tax returns or come in con-
tact with federal regulatory agencies. The federal government would have to spend
additional millions of dollars tracking down and prosecuting those who failed to pur-
chase ingurance.

It is also likely that many employers, especially employers of low-wage workers.
would drop their coverage entirely in response to an individual mandate. According
to the Employee Benefits Research Institute, the number of non-elderly Americans
receiving health insurance through their employer fell by 2.2 million between 1988
and 1992. The pressure on firms to drop insurance will only increase in the future
as more and more firms seek a competitive advantage by eliminating these impor-
tant, benefits. For this reason, an individual mandate would merely perpetuate the
problem of employers who are not providing insurance shifting costs to those who
do.
It is important to realize that none of the individual mandate proposals contain
any form of serious cost control. Over the last decade families have faced rapidly
rising premiums and increased levels of cost-sharing. To impose a health insurance
mandate on middle-class families without any assurance that costs will not continue

to spiral out of control is simply unfair.
WHY INSURANCE MARKET REFORM ISN'T SUFFICIENT

Another alternative favored by those who oppose requiring all employers to con-
tribute is insurance market reforms. Some of the reforms that have been suggested
include regulating the insurance market to make it easier for those without insur-
ance to obtain it. These provisions, which are common to most health care reform
bills, include prohibiting pre-existing condition exclusions and requiring insurers to
community-rate instead o? experience-rate.

Without a requirement that all employers contribute to the cost of their employ-
ees’ health insurance, these reforms would significantly increase the risk profile of
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most insurance pools. Insurance companies would have to raise their rates to cover
the additional cost. This could lead businesses who are currently providing insur-
ance to drop coverage, potentially creating a vicious circle that would ultimately un-
dermine the entire health insurance market.

Requiring all employers to contribute, by contrast, would bring millions of young-
er. relatively healthier workers into the health insurance system, which would
greatly reduce the overall level of risk in a community-rated system. This brings
down costs for insurance companies, businesses and consumers.

While insurance reforms are clearly necessary to eliminate discrimination in the
health insurance market, they must be implemented in tandem with cost control
provisions that ease the burden on those businesses and consumers whose costs will
go up under reform. To do otherwise creates the potential for a political backlash
that could undermine the entire health care reform effort.

Another _proposal of those who favor reform of the small group market are small.
voluntary purchasing cooperatives that would offer group purchasing power to small
employers. No matter how the purchasing cooperatives are structured, they are un-
likely to work without an emproyer mandate. A purely voluntary approach almost
certainly will lead to adverse selection among worﬁers in the cooperative. Those em-
ployees who are more likely to be sick will purchase coverage, while those are rel-
atively healthy may go without coverage. This, in turn, will raise costs for those who
do choose to purchase coverage. The result could be a vicious cycle that could well
destroy the purchasing cooperative as a meaningful entity. If small employers are
unable to realize lower premiums as a result of their memf\;ership, they are no more
likely to purchase coverage for their workers than they are now.

With tge help of the Robert Wood Johnson foundation, a number of states have
experimented with purchasing cooperatives for small business that operate on a vol-
untary basis. While some small employers did obtain coverage through these ar-
rangements, even the most successful project only enrolled 17 percent of employers
who previously had not offered insurance. The Arizona Health Care Group, one of
the longest running projects, only succeeded in enrolling 939 small firms, for a total
of 3,093 covered lives, during the First three and half years of its existence. Similar
experiments in other states proved similarly disappointing.

A pilot project in New York where the state offered to pay 50 percent of the pre-
mium to specific HMOs for Firms with 20 or fewer employees without insurance
was similarly unsuccessful. A study of the project’s effect after one year determined
that the subsidized insurance accounted for an increase of only 0.6 to 3.5 percentage
points in the proportion of small firms providing insurance. More than one-quarter
of the small Firm owners surveyed stated that they had little or no interest in pur-
chasing insurance at any price either because their employees already had coverage
througﬁ a spouse’s employer or because the available plans did not interest them.

The results of the American Hospital Association's 1991 survey of chief executives
of voluntary purchasing cooperatives were also discouraging. Less than half of those
surveyed agreed that the cooperative had made a difference in controlling health

care costs in their community.
BENEFITS FOR EMPLOYERS UNDER THE HEALTH SECURITY ACT

Some employer associations have complained bitterly about the cost of an em-
ployer mandate, while ignoring the significant benefits that many businesses will
receive as a result of the President’s plan. Aside from cost control measures which
will benefit both employers and workers, the plan calls for a cap on employer pre-
mium contributions of 7.9 percent of payroll. Many businesses who provide health
insurance to their employees currently pay more and stand to gain significantly
under the plan.

The President’s proposal also calls for a lifting of the heavy burden on businesses
competing in the global marketplace by subsidizing the crippling costs of early re-
tiree heai:th care coverage. Most of our major international competitors spreag the
cost of retiree coverage across their entire population. We must fo?low the same path
if our products are to be competitively priced and our domestic productivity is to
be enhanced.

Some members of Congress are suggesting that the Clinton plan is financing re-
form on the backs of small businesses. The truth is that the majority of small busi-
nesses already provide health care coverage to their workers and are among the big-
gest winners under the Clinton plan. The Health Security Act takes three strong
steps to address the cost burdens of small businesses.

I‘Pirst, the Health Security Act gives small businesses the Yower of numbers. If we
pool small businesses and the self-employed together and allow them to buy private
coverage through purchasinig groups, they'll have the market Power big businesses
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have to get better pricea and guarantee employees a choice of good plans. Second,
insurers will have to charge a small business employee the same price as their other
customers. Finally, under the Health Security Act, small businesses would have
their premium contributions capped according to their ability to pay. The smallest
businesses employing predominantly low-wage workers would pay no more than 3.5
percent of payroll. Valid questions have been raised about the cost and equity issues
involved in such a significant subsidy for small business, but. we have heard no con-
vincing argument against small business subsidies per se.

It should be remembered, however, that this is not solely a big company/small
company issue. Many of the workers who are now uncovered work for the largest
companies. EBRI estimates that one-quarter of all uncovered workers (4.4 million)
are in firms with 1,000 or more employees. This is roughly equal to the number of
uninsured (4.6 million) who work in the smallest firms (under 10 employees).

In fact, a large proportion of small businesses have as much at stake in universal
coverage as large employers. More than three-quarters of small firms (except those
with fewer than 10 employees) now provide health benefits to their workers. These
firms pay for their own workers, plus the uninsured, and would benefit significantly

from having their competition paying their fair share.
TRUTH AND FICTION ABOUT JOB LOSS

No issue has been more distorted by opponents of the Health Security Act than
the plan’s impact on jobs. Two commonly cited studies, by the Employment Policies
Institute and the CONSAD Research Corporation, make several fundamental errors
in characterizing the Health Security Act. They completely exclude from their analy-
sis the discounts to small and low-wage businesses that the plan provides; they use
a benefit package that is far more expensive than that included in the Act; and their
assumptions about how firms change their employment in response to cost changes
is at least three to six times higher thlm most conventional estimates.

Real world evidence suggests that mandates do not have a major impact on the
number of jobs available. Hawaii imposed an employer health insurance mandate
in 1974. Since then, private non-farm employment in Hawaii increased by 90 per-
cent, compared to 54 percent in the United States as a whole. Employment in retail
and wholesale trade, which in theory would have been especially vulnerable to the
mandate because of the large number of minimum wage workers, actually grew fast-
er in Hawaii than in the United States as a whole.

The effect of any mandatory health insurance contribution will be greatest among
workers who are paid the minimum wage. This is because the statutory wage mini-
mum precludes any offsetting wage reductions in response to the mandate. Hence,
most observers agree that, with respect to low-wage workers, mandatory employer
health insurance is tantamount to an increase in the minimum wage.

Fortunately, there have been a number of recent studies about the impact of in-
creasing the minimum wage. Professor David Card of Princeton University exam-
ined what happened when California increased its minimum wage in July 1988 by
27 percent. At the time, 11 percent of the state's workers earned less than the new
minimum of $4.25, including 50 percent of teenagers. Professor Card compared Cali-
fornia’s employment experience with states where no increase occurred. The analy-
sis showed that while the earnings of low-wage workers did increase, there was no
employment effect, even among teenagers. Furthermore, Professor Card found no
relative shrinkage of employment in retail trade, the sector most dependent on mini-
mum-wage labor.!

In another study, Professor Card compared the experiences of low and high wage
states which have different proportions of workers affected by changes in the federal
minimum. Again, no negative impact on teenage employment could be discerned.?

Lawrence Katz of Harvard University and Alan Krueger of Princeton University
collaborated on a study of fast-food outlets in Texas. They, too, found no negative
emé)loymesnt effects as the federal minimum wage rose by 27 percent between 1990
and 1991.

As the graph makes clear, for the smallest firms (less than 25 employees) employ-
ing minimum wage workers, the cost imposed by the Health Security Act will be
no more than 15 cents per hour, significantly lower than the 90 cent per hour in-

1David Card “Do Minimum Wages Reduce Employment? A Case Study of California, 1987~
89,” Industrial and Labor relations Review, October 1992, v.46, n.l, pp.38-54.) ‘

2David Card, “Using Regional Variations in Wages to Measure the Effects of the Federal Min-
imum Wage,” Industrial and Labor Relations Review, October 1992, v.46, n.1, pp.22-37.)

3Larry Katz and Alan Krueger, “The Effect of the Minimum Wage on the Fast-Food Indus-
try,” Industrial and Labor relations Review, October 1992, v.46, n.1. pp.6-21.)



150

crease in the miniinum wage signed into law by President Bush in 1989. For larger
firms with such workers, the cost would be no more than 35 cents per hour.

_ Given the overwhelming evidence that an employer mandate will have a minimal
impact on emEloyment, one can onzjy conclude that the mandate’s opponents must
be motivated by partisanship and ideology. Their arguments have no basis in fact.

Measuring the Cost of Reform
(1989 Minkmum Wage Increase v. Cost of Employer Mandate)

mwm MGMM“

It is also untrue that the Health Security Act will eliminate part-time jobs. It's
true that employers would no longer have an incentive to hire part-time, temporary,
or contract workers simply to avoid pazing for health care coverage. But the plan
isn’t biased against part-time work either since premiums are pro-rated for part-
time workers.

While some previously uninsured workers may see smaller wage increases as the
mandate is phased in, all workers will benefit from controlled health care costs. In
a study SEIU published with Lewth-VHI, we reported that the failure to control
health care costs since 1980 meant that the average worker took the equivalent of
a five percent cut in take-home pay in 1992.

Few studies of the Health Security Act have attempted to quantify the job gains
from businesses whose costs will fall under health care reform. From a broad eco-
nomic perspective, however, a mandate could create jobs by reducing distortions in
the market caused by the inequitable distribution of health care costs. A recent
study from the Economic Policy Institute, for example, found that firms in the man-
ufacturing sector will save $18 billion compared to their expenditures under the cur-
rent system. These savings will increase manufacturing-related employment by
112,800 jobs during the first five years after the plan is implemented.

Nor has much attention been paid to the potential for job losses if we continue
on our present course. A 1992 study by the University of North Carolina School of
Fublic Health found that our failure to control health care costs over the last decade
resulted in one million fewer jobs being created. The study also found that rising
health care costs will lead to the elimination of 1.5 million jobs over the next five
years.

To conclude, let me say that the Health Security Act, and the President’s political
commitment to health care reform, offers the best hope for achieving our long
sought goal of universal health coverage.
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he problem of rapidly rising

thaare costs in our

country is well-known and

widely discussed. Healthcare

costs increasing ar twice the

rate of inflation have pushed

35 million Americans, two-
thirds of them workers and their families, into
the ranks of the uninsured. Polls consistendy
show that Americans view high costs as the main
problem with health care. A recent national
survev by Greenberg-Lake, commissioned by the
Serce Emplovees Intemational Union, shows
that healthcare costs are the biggest reason 84
percent of American voters favor major reform of
our healthcare avstem.

The problems unions are having with
healthcare costs are also well-<documented.
Health insurance benefits have become the
toughest issue at the bargaining table, with rising
costs crowding out other components of the
compensation package, cutting into worker
wages and other benehts. Faced with escalating
costs. emplovers have increasingly demanded that
workers accept premium co-payments, higher
deductibles and lower wage increases. The result
is that healthcare costs are the number one cause
of labor disputes.

But what exacty has been the impact of
rising healthcare costs on the real wages of
workers? How much more would workers have
camed over the past 12 years if healthcare costs
had grown only as fast as GNP (8.3 percent
annuallv) instead of at 12.5 percent annually?
How much more would working families have
had in their pocketbooks? How much could they
have saved’ How much would companies have
aved and how would it have affected USS.
compeditiveness’ And how would state and local
government budget deficits have been affected?

To help answer these questions, the Service
Emplovees Intenational Union, with more than .
one milion members in a variety of service

Ont of Conrol Into Dexline

occupations, commissioned Lewin-ICF to
examine the impace of out-of-control healthcare
costs on the wages and living standards of
American workess. Lewin-ICF also compiled

‘Major Findings

This analysis quantifies, for the first time, the impact of
rampant healthcare costs on American family incomes, businesses,
and government budgers. Itis, in a very real sense, a damage
report. The findings prove that out-of-control healthcare costs
have been a major factor in the decline of personal wages and
family well-being since 1980, Morcover, the report establishes
healthcare costs as an important contributor to the non-competi-
tveness of American businesses as well as o state and federal
budget deficits. It is dear that economic rebuilding in the U.S. is
not possible without stringent measures to contain healthcare costs.

Due to out-of-control healthcare costs, American working
families took the equivalent of a five percent cut in take-home
pay in 1992 alone.

If healthcare costs had been kepe under control since 1980 —
that is, if they had grown only at the rate of overall growth of the
cconony (an average 8.3 percent a year for the last 12 years):
¢ Personal wages would not have dedined;
¢ The average working family could have saved $12,000;
¢ Employers would be paying an average $1,015 less per employee
per year for health insurance coverage;

& The smallest businesses would be helped even more and would
be paying an average $1,283 kess per employee per year for health
overage;

¢ U.S. companies would be more competitive, with health care in
the U.S. consuming roughly the same proportion of GNP as it
does with our major trading parers (instead of 1.5 to two times
as rauch);

& Qur states would have an extra $34.9 billion available in 1992
— enough t dose all but $4.8 billion of the $39.7 billion
projected total of state budger deficirs

¢ The federal government would have saved $79 billion in 1992
alone — enough to cut this years federal deficit by 27 percent.
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data on the impact of health costs on the
competitiveness of American businesses and the
budger deficits staggering 34 states and countless
cities and counties in our country.

Lewin-ICF, a leading consulting firm in the
area of health economics, conducts data analysis
for the U.S. Department of Health and Human
Services, the Hentage Foundation, the U.S.
Bipartisan Commission on Comprehensive
Health Care (the Pepper Commission), the 1991
Advisory Council on Social Security, the
Brookings Institution and numerous state
governments.

Is it realistic to assume that cost increases can
be limited to the rate of growth of the economy?

Other countries do. Their experience indicates
there are a variety of ways to control costs,
whether a healthcare system is publicly or
privately financed. In fact, the U.S. is unique
among industrialized nations because i is the
only country that relies almost exclusively on the
private markeeplace to control costs. And the
US. is virtually alone in not holding healthcare
costs constant as a share of GNP

Some major healthcare reform plans now
being debated propose to control costs by
limiting costs to a share of GNP Others
continue to recommend reliance on market
forces. The Lewin-ICF analysis is strong
historical evidence of the failure of the latter.

Out of Control, Into Declinz



¢ cant get ahead”
"My family s faling
further behind * The
sagnation and
decline of American
family incomes is one
of the most powerful
and well-known phenomenons of the last decade.
Adjusted for inflation, most workers eam less per
hour todav than thev did in 1980 — 4.4 percent
less. on average.'

Slow productvity growth and structural
changes in the LS. cconcmy contribute to falling
wages. Unchecked healthcare costs are also 2
major factor.

What would have happened to wages over
the last 12 vears if healthcare costs had not run
wild (that is. if they had grown only as fast as the

Wages Would Not Have
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economy at 8.3 percent ipstead of 12.5 percent
annually)?  According to dara from Lewin-ICF,
there would have been no dectine in personal

5.
mgclna&oft}rlastuyws,out-of-conuol
employer health costs ae up dollars chat would
otherwise have gone to wage increases. Lewin-
ICF estimates chat every dollar inarease in
employer health premiums costs workers 88 cencs
in wages

If wages had not been lost since 1980 to
excess employer health costs (the portion of cost
increases in exoes of the growth rae of the

Wage
$11.01 — instead of $10.55 per hour. Instead of

cven.

Declined Except for
Out-Of-Control Health Costs

in 1992 dollars

Avg. non-supervisery heurly wages, private sector

$11.30

$11.70

$10.90
$10.70 '
— Actunl Wages
— VW nges with Healthcare Cost Control
s$t10.50
1980 1982 1984 1986 1988 1990

Source: BLS, Lawin-iCPF

s ot Control. [nio Decline
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Working Families Lost $4008 in Wages

To Out-of-Control Health Premium Costs . .

Anvual Wages Lest r
i

L 1Y

$32m !‘;

128 var s12” iy = :[;

= 2 e = 8 8 & % |

. . . And Families Lost Even

More Because of Rising
Out-of-Pocket Costs

Twen! Pamily Hontth Puywents * i

$2800

*Prowihomm paymserrts avnt divest mesiead axpenses

T Avemus Pty tieutet Comes
Bomves Lowinicy B rouny Comtn woun -t e Sause Rete as Gl

Ot of Comwel, Lnte Ducne
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What is the combined effect of lower wages
and higher out-of-pocket health payments due to
exess health costs en the sandand of living in
our country?

In 1992 one, working families with health
insurance ook the equivalenr of a 5.3 peroent cut
in take-home pay because of excess health costs.

$561 (The appendix provides estimates of the 1992

A= impact on working families sate by sute)

y Exorbitant healthcare costs also undermine

5.4 families’ abilicy to save money. Savings rates and

’f - rates of home ownership for young American

i

1790 Working Families

Lost 5% of
Take-home Pay

According to Lewn-ICE. every insured
worher 1 the U.S. Tost an average 54,008 in pay
over the past 12 vears — $893 in 1992 alone.!

Double-digit 1ncreases 1n emploser health
costs onet the fast tour vears have accelerated the
decline. with roughly half of the wage loss
ocurnng snce 1989,

Beause of out-of-control healtheare costs,
the average msured worker lost $422 in wages in
1959, 8361 10 1990, $759 in 1991, and $893 in
{2,

But lost camings due e emplover insurance
costs are only one part of the picture. Working Afte
tanuires had 2 second bite taken from their Lost to B
purchasing power 1n the form of direct out-of- '
pocket tamdv health costs — health insurance ‘ N
premium wo-pavments, deductibles and other o
medial evpenses — that also grew far faster than
mtlawon over the past 12 vears. Lewin-CF ;
estmates that verage out-of-pocket familv health ‘
spending rose from 3939 in 1980 t0 $2.303 in
1992, 0 143 percent 1ncrease.

S6L3

«

jLnenl

This vear done, working famulies will pay an Comttcr, 8. U o
average 307 more than they would have paid if | §3810s: vwraor ot san rebs for = mmestar fasity of 50 poreoms.

Lot pmrotensiveg s dooe avel Mvereased ewsod
healthuare <osts had been held to the growth rate pe oty e S - poriny

of the overall cconomy since 1980.

Outof Conerok [uto Deline

Best Available Copy
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With Controlled Healthcare Costs

Families Could Have Saved $12,000

1z Thowasaneds
i E
$10| L_q
Ty ) S‘:‘ S_ﬁ
1§ A
" & = &
‘ § ‘ . N :
$8! e D e A =, 4 L
$z)
'8y ‘8 ‘83 ‘sS4 ‘85 ( 1] ar a8 29 90 ‘91 2
&
Serke
Seurcer LawiniCP, U.S. Treasury N7 Lost Family Savings

—

famlies have fallen precipitously since 1981, 1991, down from 61 percent in 1980.

tracking the whack families took from high The average working family could have
healthcare costs. The percentage of disposable ~ saved almost $12,000 from 1980 to 1992, f they
ings has dropped from 88 had put in the bank the income lost to out-of-

personal income to savings
percent 10 5.3 percent since 1981.% And only 51 control healthcare costs.’

percent of 30 - 34 year olds owned homes in

Oxt of Contral, s Decline

84~524 0 - 95 ~ 6
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n recent years, employer spending on
medical plans has jumped to 61 percent
of before-tax corporate profits, devour-
ing resources needed to improve wages,
productivity and capital investment.”
Today, one-third of business
healthcare costs — $1,015 of the
$3.054 spent per employee per year, on average
— is anributable to excess healthcare cost growth
in the last 12 vears.
The smallest businesses (those with fewer
than 10 employees) currenly providing health
coverage have been hurt the most by out-of

control health costs. If health spending had not
grown out of proportion to the economy, small
businesses would be paying $2,579 instead of
$3,862 per employee per year for health coverage
— a savings of $1,283 per employee per year.

= And wages for employees of the smallest busi-

nesses would be helped the most by keeping
health costs in line.

The impact of raging healthcare costs on
business compeuitiveness is substantial. Other
industrialized countries spend much less on
health care than the U.S. and these differences
give countrics like Germany and Japan a strong

Employers Would Save
$1,015 Per Employee
" Per Year If Costs

Were Controlled—-‘?—
Small Businesses
Save Most

Employees in Firm

100-499 | SN

500+ | 4

3?862'

$3713

“*Total Cost Per Employee, 1992

source: LawiniCr

**Rxcass Costs
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compeutive edge. U.S. auto companics estimate
that health care adds more than $1,000 to the
cost of each American car. Lost jobs is just one
result.

Today, health costs consume nearly 14
percent of U.S. gross domestic product, up from
nine percent in 1980.

If excess health costs had been cut out by
limiting the growth of health spending to the rate
of growth of GNP in the last decade, health
spending today would be 9.3% — purting U.S.
companies in an improved competitive position
compared to companies in Canada (with health
spending at 9 percent of GDP), France (8.9
percent), Germany (8.1) and Japan (6.5). Al
these countries provide health care w virtually al

thelr citizens at this lower level of spending, while
the U.S., despite its high spending, has 35
million citizens withour health insurance.

The need 00 competz in the face of rising
healthcare costs in um exerts pressure on
businesses to pass costs on to employess in the
form of higher out-of-pocket healthcare pay-
ments and lower wages, resulting in less purchas-

powcralowuvdmndardofhmg,lowcr
ﬂvmgmcs,anddmvnwardprmutont}w
economy,

And inflared health costs also penalize
mature U.S. industries thar employ older, more

ienced workers relative o companies with
yourger workers, discouraging companies from
investing in  productive, long-term work force.

Controlling Healthcare Costs Wouid

Have Leveled The International
Playing Field -

Moatsh Spernding as % of SOP, 1990

 14%

12%
T0%
%
&% |
4%
%
0%
USA USA
{Actual) (80 Monltthearey
costs had boan
contratiod)

Ont of Comerd, im Devline
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Controlling Health Costs

. Would Have Closed
States’ Budget Gap

Projected State Budget Shortfalls, 1992
$39.7 Billlon

Revenues Lost to Out-Of-Control

Healthcare Costs
$34.9 Billlilon

' Source: Lewin-ICF, Bureau of Economic Analysis

{ healthcare costs had been held to the
rate of economic growth since 1980,
Lewin-ICF estimates that the cumulative
national savings in current dollars would
be $1.2 trillion — $269 billion for 1992
alone.

For fiscallv-strapped state and local
governments, out-ofcontrol health costs have
had a critical impact. Health care is the fastest
growing item in state and local government
budgets — with one-hifth of their budgers spent
on medical care.

If healthcare costs had been held in check,
states would have an extra $34.9 billion in 1992
— enough to close all bur $4.8 billion of the
§39.7 billion projected total state budget
shortfalls.”

Over the last 12 vears, the failure to control
healthcare costs has cost state and local govern-

ments $159.1 billion (in 1992 dollars) — money
sorely needed in other arcas. I, for instance, the
excess state healthcare costs in cach year since
1980 had instead been added to spending for
schools, the budget of every public clementary,
middle and high school would be 75 percent
higher today."

And the problem is worsening, The rising
state share of Medicaid costs — already at 14
percent of state expenditures and one of the most
devastating contributors to state budget deficits
— will double to 28 percent of state expenditures
by 1995 if costs continue to rise at current rates.

The impact of excessive health costs on the
tederal budget is cqually dramatic. In 1980, one
of every nine dollars spent by the federal govern-
ment went to health care. By 1996, that share
could virtually double to one out of cvery five
dollars, crowding out other budget needs.  For
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constant s 2 of GNP over the kst 12
years and defense spending has been aur slighdy,
healthcare spending has increased its share of
GNP by 50 percent.

Endnotes

' Changes in were calaulared X
i ww&mpﬁdbydzhmé Suun

wgmmdubbochmxduﬂunmmi

*Caloubason 1 based on 88 xofmmpbyuguﬁgonbdhm
(hmmkwfdd:mGNP)pumdm :
* Personal sings razes are from &mkmaf&m&&uﬂm-

* Homewonership rates are from the US. Bureau of the Censs. .
"To find the cumubarive value of porentidl boue wuhgﬁlﬂ'n.rh: i
mmnlmhmonm}uld\spuximgmdum b’ sumdobe yan

invested at the en-vear Treasury bond rare. Tltri:c(ed)msm
by 1992 was summed. .

s eth 1 i o B, .
ermen mml?ﬁbﬂhﬁvﬁnﬂw ..
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* Educanon spending figures are from the Deparomens of Education.
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* Caloulation & based on Congressional Budeﬁ:cmofﬁkihlh
deficit of $290 bilion in fiscal year 1992, whuch ended Sepeember 30, 1992,
" Estimate of cumubacive federal is the fedenal share of exxess health

mﬂqml?&uﬂmlm Estimaee of shordall in foderal
ad w suams and Jocalines s fom AFSCME's The Reard A °

ayum‘f&mm.ffwm(mm 9I)

If health costs had been controlled o the
rate of growth of the econony, the federal
government would have saved $79 billion in
1992 alone — enough to have cut chis year’s
deficit by 27 percent.”

And over the bast 12 years, dhe federal
govemnment would have saved $39122 billion —
enough, for insance, w fully fund all federal
grant programs to stazes and localities ar 1982
levels plus have an additional $160 billion ket for
reducing the national debx and investing in
educarion and training"

- Whats ahead? The USS. Department of

. - Commerce antcipares thar if current trends are

unchecked, healthcare costs will conginue to rise

* by 12 w 15 percent anmually over dhe nexr five

And health care will consume more of
workers' camings — doubling s 2 percentage of

GNP by the end of che derace

Unless excess health spending is cur out
through serious reform of the healthcare system
cost controks, Americans can expect
to pay more for less health care and warch cheir

" standard of lving continue t decline.

Without health cost reform, American

+ busiorses il be uncompeticve, and the

econotnty will be unable to grow. Resources
needed to rebuild our roads, educare our children

" and increase produciviy wil insead be absorbed

by an our-of-control healdhcare system. I is
anomaric that national healthcare reform is at the
core of any economic rebuilding strategy.

Out of Goner, [n20 Docine
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Table 1

HEALTH SPENDING REDUCTIONS AND INCREASED EARNINGS IN 1992
ASSUMING THAT HEALTH SPENDING HAD GROWN AT THE RATE OF GROWTH OF

GNP STARTING IN 1981, BY STATE, FOR WORKING FAMILIES

Increased Lamnines Reduction in Expendingre
R Health Reduction plus
Per Worker With | Per Expendiure Increased
T Family: per Famdy Larnings per Family

UNHTED STATES $850 $818 §$721 $1,539
ALABAMA $655 $574 $720 $1,294
ALASKA $975 $982 $725 $1,707
ARIZONA $869 $§754 $578 $1.332
ARKANSAN $475 $424 $595 $1,019
CAHFORNIA $1,086 $998 $750 $1,748
COLORADO $950 §866 $061 $1,528
CONNECTICUT $1,101 S1.194 $834 $1,988
DELAWARI $998 $586 $658 $1,245
DISTRICT OF COLUMBIA $516 $410 $447 857

FLORIDA $604 $522 $673 $1,195
GFORGIA $573 $558 $646 $1,204
HAWAL $1.071 $1.103 §$749 $1.849
IDAHO $607 $619 $500 $L119
ILFINODS $1,098 $1,033 $854 $1.886
INDIANA $835 $809 §719 $1.524
IOW A $872 $851 $760 $1.612
RANSAS $1.016 $1.013 $857 $1.870
KENTUCKRY $485 $440 $532 $973

TOUISIANA $593 $519 $640 $1.154
MAINE $824 $819 $667 $1,486
MARYLAND 3631 8627 $669 $1,296
MASSACHUSETTS $1.189 SLETS 8497 $2,024
MICHIGAN $1.049 $989 $819 $1,804
MINNESOT $1.011 SLO18 §810 $1.829
MISSISSIPI $438 $391 $521 $912

MISSOURI $1.010 $963 $831 $1,794
MONTANA $028 $622 $506 $1,128
NEBRASKA $978 $978 $849 $1.823
NEVADA SLOIT $940 $695 $1.635
NEW HAMPSHIRE $793 $829 $680 $1,509
NEWTERSEY $903 $918 $699 $1.617
NEW MENICO $615 $560 $511 $1.078
NEWYORK $1.018 $917 §746 $1.663
NORTH CAROLINA $5H $500 $589 $1.089
NORTH DAROTA 973 $986 $863 $1,849
OHIV $969 $926 $796 $17n
ORLAHOMA $545 $498 $033 $1.131
OREGON $818 $756 $610 $1.366
PENNSYTVANIA §975 $913 §779 $1,692

Best Available Copy



Table ! continued

State

RHODE ISLAND
SOUTH CAROLINA
SOUTH DAKOTA
TENNESSEE
TEXAS

UTAH
VERMONT
VIRGINIA
WASHINGTON
WEST VIRGINIA
WISCONSIN
WYOMING

1 Working milies xre defined ¢
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Increased Lamings

Per Worker With

[Insurance

$1,036
$495
$889
$588
$623
$826
§736
$993
§787
$548
§955
$656

l'L‘r
Fanuly

§1,001
$491
$886
§552
$608
$881
$758
$609
$756
$445
$952
§696

cneade all famihes where the famibyv head s cploved

Reduction m
Health
Expenditure
per Lamily

$803
§522
$790
$696
§740
5635
$631
$664
§573
$618
§785
§523

Expenditure
Reduction plus
Increased
Lamings per Family

$1.805
$1.013
$1,677
$1.248
§1.348
§1.515
$1,390
§1.268
§1329
$1,063
§1.737
$1.219

b Under ths senano average e pier health spending per worket 1n 1992 would have been 316 percen fower than actial spending in 1992 We assume that 88 percent of thess

savings o empiosers would have teen camented to wages and saharies

« Total nureased eamings divided by the number of families

d Inciedes reductions in rousenoid premium pavments and direct health expendurutes



Lewin-ICF Methodology

National

The first step in constructing the estimates was to
establish baseline values for the key variables for the period
from 1980 t0 2000. The key variables are GNP, national
health expenditures, employer health insurance premium
payments. houschold premium payments, direct houschold
health expenditures, wages, and compensation. Most daa used
are HCFA wstimates, as reported in three published documents
plus two unpublished supporting tables." These are supple-
mented with histoncal data from the Economic Report of the
President, 1992 Projected values for some vanables are
interpolated in some vears.

The second step was o construct estimates of national
health expendirures, emplover health insurance premium
pavments, houschold premium payments, direct houschold
health expenditures. and wages under each of two scenarios:
(1)/if nattonal health expenditures grow at the same rate as
GNP from 1994 10 2000, and (2) if national health expendi-
wres had grown at the same rate as GNP from 1981 10 1992.

Under both scenarios. we assume that both employer and
houschold health insurance premium payments, as well as
direct houschold health expenditures, will be reduced in
proportion (o the reduction in national health expenditures.
For ccample. if national health expenditures under a scenario in
a parteular vear are five percent below baseline values,
premium pavments and direct houschold expenditures are also
reduced by five percent from their respective baseline values,
No doubr implementation of measures that would control
growth in naonal health expenditures would result in
reductions in growth of various components that are not
proportional, bui at this stage it is not passible to predict which
components would be reduced less than proportionately and
which would be reduced more. Should premium payments
and direct household expenditures fall proportionately more
than national health expendirures, the effects on wages and
health expenditures would be greater than those we have
ot nated.

We aiso assume that GNP growth will not be affected by
the fower growth rates in national health expendirures.
Numerous effects could occur; some are positive and others
negative. and it is not possible to predict the direction of the
nex elfect. Some mighe argue that slowing the growth rate of
nauonal health expenditures would have a positive effect on
productivity growth since productivity growth has historically
been lower in the health care sector than in non-health secrors.
Others might argue that methods used to control growth of
national health expenditures will require marker interventions

TR R Lon HC. Laenby, CA Cowan, and 5. W' Leuch, “National Health

Expenditures, 1'0." Health Care Financing Raew. Vol. 13, No. 1. Fall 1991, 29-52;

KR Lot and CA Cowan, “Business. Houscholds, and Governments: Health Case
Costs, 199, Health Care Financing Resew, Vol. 13, No. 2, Winter 1991, 83-93;
Buard ot | rustees of the bederal Ol Age and Sunvvors Insurance and Disability
Insurance Trust bunds. 1991 Annual Repont

that will make the economy operate less efficiendy, thereby
slowing the growth rate of GNP. To the extent that
government spending on health care is reduced, the federal
budget deficit would be reduced, presumably stimulating
growth in the long run, but the acrual effect on the deficit will
depend on unpredicuable decisions about how to use
government savings; they coula be retumed to taxpayers
through a reduction in taxes or, alternatively, be spent on
something clse, rather than used for deficit reduction. Still
others might argue that spending controls.will cause dislocation
of employees who work in the health care sector, at least in the
short run, thereby reducing GNP, at least temporarily. There
may be some such dislocanons, but we expect the number of
dislocations to be small since health expenditures would st
grow at the rate of GNP; i.c., there would bz no reduction in
the size of the health care sector, just a slowing of its rapid
expansion. On net, we would be surprised if there were 2
measurable effect of controlling growth in health expenditures
on GNP.

We also asume that total worker compensation —- wages
plus all supplements — will not be affected by :*+. lower
growth rate of national health expenditures. Historically,
compensation has been extremely stable as a percentage of
GNP, at 60 percent plus or minus les than one percentage
point, and has been invariant both to substantial increases in
the share of employer premium payments in total compensa-
tion, and to tax and other policy changes that have direct effects
on components of compensation (e.g,, changes in the rate for
employer contributions to Social Security).

Some would argue that some industries may be able to
pass on higher insurance premium payments to customers of to
sharcholders. 1f so, then it would be unlikely that slowing the
growth rate of employer insurance costs would result in more
rapid wage growth. This argument s largely fallacious in a
world where the customers of most industries can buy
competitive products from abroad or from non-unionized
producers, and the owners (sharcholders) can invest their
money elsewhere.

Given no change in aggregate compensation, reductions
in employer health premium payments must be exacdy offser
by increases in wages and non-health wage supplements. We
assume that increases would be allocated to these two categorics
in proportion to their baseline levels, which vary somewhat
from year to year. In the bascline data for 1992, wages
constitute about 88 percent of wages plus non-health wage
supplements. Hence, a one dollar reduction in employer
premiums in that year is assumed to increase wages by 88 cents.
We adopted this assumption because the most important iterns
that make up non-health supplements are, for most workers,
proportional to their wages. Over half of these supplements are
employer contributions to Social Security and Medicare, which
are by law proportional to a worker's wages up to maximum
amounts that are not reached by most workers. Employer
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contributions to private pension plans are the next most
important component, and they, 00, are often proportional 10
wages. To the extent that some components of non-health
wage supplements are fixed, rather than proportional to wages,
our assumption understates the effect of a reduction in
emplover premium payments on wages.

While the effects of reduced growth in national health
expenditures on GNP and aggregate compensation are likely to
be negligible. there could be substantial effects on production
and compensation in some industries and regions of the
country, and these will undoubtedly result in at least some
movement of workers between sectors and regions. The reason
15 that the effects of reducing employer health premiums will
increase with the size of the firm's curvent premium payments,
and these are not uniformly distributed across industries and
regions. We would expect employment to increase in those
industries and regions where employers typically pay relatively
large premiums. and to decline in those where employers
ovpically pay relatively low premiums. Note that movement of
workers from low prerium firms, which include those that do
not have health plans. to high premium firms would tend to
increase the proportion of workers who obtain coverage under
their emplover's plan. We raake no attempt at predicting the
magmitude of such changes, «nd our estimates of effects by firm
size, industry, and state. do net take such changes into account.

Family Income, Firm Size, and
Industry Distributions

Given our national aggregare estimates under each of the
two scenarios. the next step is 10 producc estimates by family
income, firm size. and industry — in 2000 under the first
scenario and in 1992 under the second. We began this process
by using Lewin-ICF's Health Benefies Simulation Model
(HBSM) 10 generate baseline distributions of employer
premiums for covered workers by firm size and industry, and
for employer premiums. houschold premiums, and direct
houschold health expenditures by working family, in both 1992
and 2000

The Health Benefit Simulations Model (HBSM) is a
microsimulation model that provides first order estimates of the
impact of health retorm proposals, both at the individual
houschold levet and at greater levels 2t aggregation. HBSM is
used 1o generate estimates of the cost of a specified health care
finance and access proposal shared by houschoids, employers,
state governments. and federal government,

The household data used by HBSM conuains records
detailing individuals” use of health care services in a given year,
and a vanety of demographic information.  Indluding the age,
gender. minonty status. and number of members of a given

* For 1ne purposes of this report, “working famihes” include all famulies witl an
empioved head-ot-houschold  This excludes a few families in which the head-of-
household 15 not emploved. but someone else n the household is. We ssumate that
working tamilies. a5 we have detined them. account for over 93 percent of all
empiovment based healih nsurance.

household. The model also uses survey information on the
level and sources of household income. This is needed both 1o
determine eligibility fcr various proposed programs and to
determine the payments required of members of the houschold.

The data base 1 sed by HBSM is synthesized from several
data sources including; the 1980 National Medical Care
Utilization and Expeaditure Survey (NMCUES), the March
1991 Current Popul:tion Survey (CPS), the National Health
Interview Survey (NHIS) for the years 1980-1986, the Lewin-
ICF Survey of Employer Health Plans, and the 1991 National
Health Accounts. The primary data source in the analysis is the
1980 NMCUES, a national survey of about 6,400 civilian,
non-institutional families.

Although NMCUES represents the most recent and
complete set of micro-data on household health care utilization
currently available, the survey data is outdated and must be
aged" 0 represent the demographic and economic characteris-
tics of the population in the simulation year.

The 1992 and 2000 baseline distributions produced by
the model were controlled to the national aggregate estimates of
premiums and direct household health expenditures. Since
working families, as we have defined them, do not account for
all premium payments and direct houschold health expendi-
tures, we used the HBSM to estimate the proportion of each
accounted for by such families and then applied these to the
aggregate estimates before controlling the HBSM distributions
for these variables to the aggregate estimates.”

We assumed that employer premium payments per
insured worker within cach firm size and industry category
would decline in proportion to the national reduction in
employer premium payments and that the savings from lower
premium payments would be converted o higher wages at the
same rate as in the aggregate estimatcs.

We also assumed that average household premium
payments and direct household health expenditures for working
families would be reduced in each income category in
proportion to the aggregate reduction in these expenditures.

State Distributions

The final step in the estimation process was to produce
the state tables. To complete this step, we first used the HBSM
along with abulzzivizs from a Lewin-ICF extract of Current
Population: Survey (CPS) data, Bureau of the Census estimates
and prejections of the population by five year age group, and
HCFA estimates of health expenditures by state from 1982, the
mog. recent year for which such estimates are available.

To generate health spending estimates by state, HBSM
estimates of employer premium payments, household premium
payments, direct household health expenditures, Medicare,
Medicaid, and other public expenditures within family income,

3 For 1992, working families accounted for 95.6 percent of employer premium
pavments. 0.7 percent of houschold premium payments. and 74 0 percent of direct
houschold health spending. For 2000, the corresponding percentages are projected to
be 95.6, 73.7 and 74.1 percent, respectively.



age of head. insurance status and famuly size catcgories were
applied to CPS dawa on the ditnbution of families by income,
age of head. health insurance starus. and family size, s well as
dustributions of workers by age and health insurance starus by
state n 1982 The resuluung expenditures by sure were
controlled to HCFA estimates of health spending by state in
1982 These values were then aged 10 1992 to reflect changes
i the populition and health spending over the period. The
resuing distnbutions were then controlled to aggregare
bascline esumates for 1992 to get baseline estimates for
emplover premium pasments and household health spending
thoushold premiums plus durect health spending) by state.
We then esumaied the number of famiies and the
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nurber of insured workess in each scate for 1991, Bureau of
the Census estimates of the size and age distribution of the
poputation, by state, were wsed 10 age the numbers of workers
and families 0 1992,

The eamings increases were generaznd by assuming that
cmployer premium payments in each state would Gll
proportionately to the aggregate reduction, and thax the
reduction in premium payments would be converted o
increased wages at the aggrogate rae. The reductions in
houschold health expenditures (houschold premium payments
plus direct household health expenditures) for working famuics
were computed by assuming dar the dedline in each sate
would be proportonal to the aggregate dedine.

Table 2

BASELINE ESTIMATES AND PROJECTIONS (IN BILLIONS)

”Hll\\‘}l(iltl !}
Holh |
|

. . Fmplover
Gross Nation.l Health

|
Jotal

”\'(I\L \(1 ‘

|
|
Heith |
|

]
|
Insurance 1 [nsuranc

National Health

) nditure Compensation
Product Expenditures Preminm Promium |
\punhmru /
Pavments Pavments '
1930 $17320 $250.1 $57.3 $16.2 $59.5 $1.3766 $1.644.4
81 52,9886 $290. $68.4 $186 $67.2 $1.515.6 $1,815.5
RN N2 $326.1 §79.7 $20.8 $74.2 $1.593.3 $1,916.0
R 313018 §3586 $90.3 $21.1 $81.4 $1.684.2 $2.029 4
) M8 $389.6 $97.3 $26.4 §87.7 $1.850.0 $2.2269
NS MOS0 $4226 $105.7 $84 $944 $1,986.3 $238..8
{0 12300 $454 8 $1142 $28.9 $100.9 $2,105.4 $2.52)8
i 845160 $44 1 SH9.5 §35.3 $108.8 $2,2614 26687
1988 $38740 §5460 $139.5 $349 $1193 $2.4430 $2.9213
[RIY) MN210 $602.8 $15712 $39.2 $126.1 $2,585.8 $3,101.3
Ratl $5.4030 $660.2 $174.2 $42.6 $136.1 $2,7389 $3.290.3
! $36500 §782 $19%.3 8473 $1515 $2.807.7 $3387.7
M2 S04 0 $809.0 52108 $50.1 $1669 $3.0049 $3.627.0
1 S6446 2 §8% 9 s §$54.6 $175.7 $3,1970 $3.867.7
R 300323 $784 8 $255.9 $59.0 $190.5 $3.3913 “ind
R4 vAT80 $1.0727 §279.8 ¥3.5 2132 §3.598.1 $4.3704
2000 Foyasoho $1.615.9 $419.4 $88.2 $290.3 $4.837.4 $5.919.0

Nne * rwm ke 6 eare 192 i0d Halth Care Finanang Admesszraoon (HCFA) for 1980 to 1990, and HCFA proyocnoes dereaficr.
Dvoune 1CH anmaio i proxuions. b adues ke 1993 and 1994 were soterpolued. sshumeng 3 consran growdh rate from 1992 m 1998

¥ Thewe st premrum wanenbunions trom prmvace emplovers plus lederal. sure and local govermenens. The 1980 10 1990 valucs are from HCFA. HCFA docs ot presens prowcnoas. HCFA does, however,
NORVT s AR DSENE MR F W) 40 110 emplover contmbunoes increased from 78 17 peroene of al prmiaena o 80.40 percent. We ssuzme that they would conosue w0 increase 83 poroet
X PITREND o1 he e N EdUee dune pet var o in te prevows decade: br 2000. the percentagy 8 826 peroeat
. ?M-r\mrmmn.mmmmnmmwmﬂdmm;vdu;«mmhnﬁwﬂmp&mﬁyI‘)&lol?%duuu:ﬁwllah For 1991 & 2000, chese vakues e HCFA'S

YOMATIAY OF 1M PVt marier YT Mg m\plwn favmenas
P ae 10CE S otony cumaiey e 1190 10 190 and prosections for 1991 10 2000 Vabws ke 1993 and 1994 we smerpolaed. assumang 8 cxasanc e of growth froa 1992 w0 1995,

0 20 47 wana AT M UK L rsema Acport o e Drriadew. 1992 for 1980 10 1991 For the procooos, we smaumed dhat wages aod ralanes woskd be 2 consant share of compenssnoa maos employer

premum cavmenn e Ve wed 8 tom 19 87 % prroent
"o peruion ik s a0 i 1lane, s empeover contnbunion 1o socul secumy, Mediewe, povae snarance, worken compensoon sunnce, a ocher wage ppleenss. Foe

peosom. uncmplovmeet
R 1o . #1 e wats 47e om0 Loaamax Rpwet of the Mradens 1992 Compensanon o proebed 00 be 60 perarnt of proecsed GNP for 1992 through 2000

Ot of Conrrol. Inte Decline

Best Available Copy
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Tabie 3

NATIONAL HEALTH EXPENDITURES
WITH AND WITHOUT COST CONTROLS, 1980-1992 (In Billions)

Health Lxpenditures :

Acual Foumated Estumated

(Without Cost Comtrols | +With Cost Controlss 1‘ Reduction
1980 $250.1 $250.1 $ 00
1981 290.2 27136 16.6
1982 3201 2971 290
1983 3586 3206 380
1984 389.6 341 45.5
1985 122.6 J67.6 55.0
1980 4948 3874 074
1987 494.1 4134 80.7
1988 546.0 440.2 9.8
1989 0028 476.1 126.7
1990 666.2 5003 165.9
191 7382 517.2 210
1992 809.0 540.4 208.6

Cumulative Reduction S1,214.2

1 Health Care Finanaing Adminustration estumares. The 1991 and 1992 values are HCFA's Latest projections, made in 1991
b Assumes that health expendutures grow at the same cate as GNP GNP for 1980-1991 1 from the Feonomic Report of the Preidems, 1992, The 1992 value 1s the midvear projection
of the Departmeat of Commerce, which 1 abour 2.4 percent lower than the HCEA projecuion that s used in the bodv of the report.

Source: Lewin-ICF esumates,

Out of Control, Into Decline
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Table 4

EMPLOYER HEALTH INSURANCE PREMIUM PAYMENTS PER INSURED WORKER
WITH AND WITHOUT COST CONTROLS, 1980-1992

\

Emplofer Premium Payments Per Insured Worker
/

Actual / Estimated Estimated

(Without Cost Controls)* | (With Cost Controls)” Reduction
1950 S 881 $ 881 $0
s | LA 932 59
by ! L0 1095 107
1983 i L 1.206 143
oy j s 1267 167
g3 : L3 1346 201
PING ; 1020 1,389 4
Ny ‘ N 1433 9
s i MK 164 367
g0 2381 1.802 479
o : 2308 1926 638
9] | 2807 2009 §58
1992 30% 2039 1015

54.560

Cumulative Reduction

i har Bani e 92 shese e Heath Care Birasang Admansstanon esimares of emplinet premium pavments dnided by Fmplovee Benefit Research Instutute estimates of insuted

¢
worken e il and 1Y ampaner prentury evimates are HOE A fatost progections, made an 1991 The 1992 insured worker estimate s from Lewin-1CF's Health Benetits
VT Anmaes B oateodied

N muaten Mt
SR amE Tl Tt Ry L ITNONRE DIEPRUM PCr Sy dIE p'u:\unmlui to feductionsin mcuii hmﬁh C\;‘cnu,{um

Soure Eow n ik anmae

Out of Control. fuso Declime
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Table 5

HOUSEHOLD HEALTH INSURANCE PREMIUM PAYMENTS PER FAMILY
WITH AND WITHOUT COST CONTROLS, 1980-1992

»

Houschold Premium Pavments Per Family

Actual o Esumated Estimated

(Without Cost Controls)* | (With Cost Controls)” Réduction
1980 $201 01 $0
1981 W 24 13
1982 293 230 2
1983 293 226 N
1984 3 7 3%
1983 38 285 12
1986 330 21 18
0g” 3% 33l o
1988 384 314 0
1989 429 339 20
1990 401 46 115
19N 505 3% 151
1992 532 3% RV

Cumulative Reduction $860

3 For 1980 10 1990, thesc are Health Care Finanaing Adminstranon esumates of household premium payments diided by Bureau of Census estimates of the number of
houscholds. The 191 and 1992 houschold premium esumates are HUFA'S Latest projctions. made in 1991 The 1991 and 199 estimates of households are from Lewin ICH 5
Health Benetits Mimulation Maddel  Bureau of the Census estmates of houscholds were adiusted downward by 2 2 percent 1o corret toz 2 ditference beween their houschold

defimtion and thar used by Lewin ICF
b Assumes that reductions 1n Rouschold premum pasments are proportional to reductions inserail health expenditures

Source: [owin {UF esumates

Out of Control, Into Decline
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Table 6

DIRECT HEALTH CARE EXPENDITURES PER FAMILY WITH AND WITHOUT COST
CONTROLS, 1980-1992

Direct Fxpenditures Per Family
f ‘

Actual Estimated, Fstimatdd

(Without Cost Controls)* | (With Cost Controls)” Reduction
1980 § 738 $ 738 $ 0
98] §22 75 47
108 04 823 80
1983 976 872 103
1984 1033 912 120
1983 L% 948 142
1980 1133 982 170
g™ 1220 1021 199
988 1314 1,073 240
1989 1381 1091 %
1990 N 1,108 Yo7
1991 1619 L134 484
1902 ! 589

52.836

Cumulative Reduction

2 Bor 19500 R0 hese are Healih Care binancing Adminstation estimates o diret expendutares diided by Bureau of the Census esumates of the auber of houscholds. The
M gna T2 daet evenditure enmae e HUE s atest oroiections made in 1991 The 1991 and 1992 esumates ot houscholds are from Lewin-ICF's Health Benefits
vt Mode Bureay ot he Cemvon atimaies of hausehaidy weze adiusied downward by 2 2 pereent 1o orrect lor a difference beoween their defimition and that used by

Lowin O}
e aduc ons o ovetan health expenditures

S hma ran feduad amy g A QU R B Jre praport )

Source 1w A iU armia

Out of Control. Into Declone
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Table 7

T9(§)3(I)AI§9§\MILY HEALTH EXPENDITURES WITH AND WITHOUT COST CONTROLS,
1980-1

Actual © bsumated Esumated |

(Withouy Cost Controlsi | (With Cost Contraly) Reduction
1980 $ 939 $ 939 $0
1981 1,050 9% 60
1982 1,157 1,094 103
1983 1,228 1,098 130
1984 1,344 1,187 157
1989 1,418 1,233 184
1986 1.483 1,263 219
198~ 1617 1353 24
1988 1,698 1388 310
1989 1,810 1430 380
1990 1,937 1,495 482
1991 2,129 1,489 636
1992 2303 1536 767

« $3,696

Cumulative Reduction,

1 Houchold healih insurance premium payments plus direct health care expenditures, dwded by the number of households.

b Assumes that reductions 1n famulv health expenditures are propornienal to reductions in overall health expenditures.

Source. [ewin ICF asnmates

- Out of Control, Into Decline



172

Table 8

ESTIMATED REDUCTION IN FAMILY HEALTH EXPENDITURLS
PLUS WAGE INCREASES FOR WORKING FAMILIES 1980-1992

Reduction In

Reduction In Average Increase Heath Exoenditure
Family Health In Wages For Dl L\{] ‘_\lpaim'm)lr;s
Expenditures’ L Working Families' s Mige Increase Tor
. ¢ Working, Families
f
1980 50 50 $ 0
9] , W 51 1
1982 ! 103 9 196
1983 130 124 254
1984 } 15 144 301
1983 : 184 171 356
1986 | 2 29 429
PNT | 2 238 502
1988 ! R] 304 615
1989 ’ 380 393 773
i | 1. 512 994
191 | 0% 689 132
199) i 0" 1,586
Cumulative ST44T

Jlewin iUE atmaies of recations i ne sum of househod heaith smunance premium pavments and diret houschold health expenditures per famils.

'

By

S Lowaa Q0 cnmutes of oreaes 19 heriee wages bt worng e
TR dumes 1t tdaction 10 R R PN, Wiy B T dverage working tiruly are the ame as tor the average tamilv, including non working familes This
M an i pprted B Lewen 0 E anaane of dita tor 100 svenge s noalh egenditures for working it were estimated to be $6 less than for all famibies

Source: own it E i

Out of Control. Into Decline
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Table 9

REDUCTION IN AVERAGE FAMILY HEALTH EXPENDITURES AND INCREASED
EARNINGS PER FAMILY IN 1992 ASSUMING THAT HEALTH SPENDING HAD GROWN
AT THE RATE OF GNP SINCE 1981, FOR INSURED WORKING FAMILIES ONLY

Health Spending

Redlln}s‘(tond!xx Hi‘ﬂ(h lncrc;tse In {‘flr‘mngs . “Reducions Plus
xpenditures Per Family Earmings Increase
Under $10.000 $ 503 $ 995 $1.098
S10.000 - $14.999 139 547 981
SI15.000 - §19.999 501 09 1,201
$20000 - $29.999 594 00 1353
SI0.00 - §39.999 07 894 1,601
SU0.00 - $39.99 03 1056 1749
S30.000 - §7490 89 L2 2,008

1,082 1909 2991

ST3.000 or more
" All Insured Families| - - $860 . SLI36 | $1,843

2 Insured working tamiiies are detined to include alf families whete the tamiby head 1s emplosed and has insurance

b Inaudes sedution in premiums and reduced direct pavments tor aare
« Estmaes asume that anetage emplover heaith spending in 1997 would have been reduced be 316 perent tor conered workens We awume that 83 percent ot these savings are

\onm(r\j [0 mnureased “Jgﬂ and ulmn

Source: Lwin iU} anmates unng the Health Benetits Ssmulation Model (HBAM)

Out of Control, Into Decline
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MEMBERS OF THE NATIONAL LEADERSHIP COALITION FQR
' HEALTH CARE REFORM

Acme Steel Company
Amalgamated Clothing & Textile Workers Union, AFL-CIO
American Academy of Family Physicians
American Academy of Pediatrics
American Association of Retired Persons
American Automobile Manufacturers’ Association
American College of Physicians
American Pederation of Teachers, AFL-CIO
American Iron & Steel Iastitute
American Nurxes Association, Inc.
American Physical Therapy Association
American Psychological Assoclation
Association of Academic Health Centers
Association of Minority Health Professional Schools
B. C, Buterprises
Bank South Corporation
Banpon Research
Bethlehem Stec! Corporation
Blue Diamond Growers
Brown & Cole Stores
Burlington Coat Factory
Caterpiliar Inc.
Caridian Corporation
Christian Children’s Fuad
Chrysler Corporation
Cold Pinished Stes! Bar Institote
CoreStates Financial Corp.
Del Monte Foods
Drummond Compaay Inc.
Pamilies USA Fouadation
Filter Materials
First Interstate Bancorp
Ford Motor Company
General Motors Corporation
Georgla-Pacific Corporation
Giant Food Inc.
The Great Atlantic & Pacific Tea Company, Inc,
Gross BElectric Inc.
The Heights Group
H. J. Hein .
Hunt-Wesson Inc.
Inland Steel Comp.ay
INSIGHT Treatment Services, Inc.
International Brotherbood of Electrical Workers
International Multifoods
International Union of Bricklayers and Allied Crafismen
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James River Corporation
Johnstewn Corporation
Kecbler Company
Keller Glass Company
Lincoin Telephone & Telegraph Co.
Lockheed Corporation
LTV Steel Company
Lukens Jac.
Maternity Center Association
Maytag Corporation
National Association of Childbearing Centers
National Association of State Boards of Education
National Baster Seal Society
National Education Assoclation
National Steel Corporation
Navistar International Transportatioa Corporation, Ine¢.
' Norwest Corporation
Olympis West Plaza, Inc.
Pacific Gas & Electric
PAR Associates
Pella Corporation
Preferred Benefits
R. R. Donnelley & Sons Co.
Ralphs Grocery Company
Regis Corporation
Rohm & Haas Company
Safeway Ine.
Sara Lee Corporation
Scott Paper Co,
Service Employees International Union, AFL-CIO
Sokoloy Strategic Alliance
Southern California Edison Company
Strategic Marketing Information, Inc.
: Texas Heart Institute
Time Warner Iac.
United Air Lines, Inc, ,
United Pood’and Eommrdal Workers International Union, AFL-CIO
United Paperworkers Interoational Union, AFL-CIO
United States Catholic Conference
United Steelworkers of America, AFL-CIO
U.S. Bancorp. ¥
The Vons Companies, Inc.
Westinghouse Electric Corporation
Wheat, Pirst Securities, Iac.
‘ Whesling-Pittsburgh Steel Corp.
’ - The Whitman Group
Wisconsio Public Sesvice Corporation
Xerox Corporation
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STATEMENT OF THE AMERICAN HOTEL & MOTEL ASSOCIATION

The American Hotel & Motel Association is a federation of associations represent-
ing lodging interests in the 50 states, the District of Columbia, Puerto Rico and the
Virgin Islands. The Association federation has a membership in excess of 10,000 in-
dividual lodging properties which represents approximately 1.3 million rooms. Inclu-
sive in our membership are all of the major hotel and motel chains and a large per-
centage of independent properties.

The entire industry is made up of approximately 45,000 hotels employing over 1.5
million people to serve over 3 million guest rooms. Unfortunately, the image one
tends to get about the hotel/motel industry is distorted by the large convention ho-
tels in our major cities and the mega destinations sucu as Las Vegas and Orlando.
One is left with the impression that ours is an industry dominated by large hotels.
Nothing could be further from the truth. Just over two-thirds of our country’s hotels
have under 75 rooms with likely employment between 25 and 50 employees. Typi-
cally a company will operate more than one hotel property and thus will have total
employment of over 75 individuals, the subsidy cut-off point under the Clinton
health plan. Despite exceeding this small number of employees, many of our hotel
companies suffer from all the financial disadvantages endemic in small businesses
including an inability to negotiate lower insurance premiums.

We take pride in our industry’s job creation and career starting history, but must
point out tﬁat being a source of entry-level jobs bears extra costs. Frequently we

ive an individual his or her first job and just as frequently we are one of only a
ew service industry employers who will do so. In addition to teaching our new em-
ployees the skills necessary for the particular job, we must train them about general
job skills such as punctuality, attendance, task completion and the like. Conducting
this informal training requires extra management supervision as well as accepting
lower productivity from the new employee. When our industry’s high turnover rate
for hourly employees is factored in, it becomes clear that there is permanent lower
productivity for many, if not most, of our hourly positions. This results in lower
wages and initial compensation at or near the minimum wage in many parts of the
country. It also results in a more restrictive benefits package, including restrictions
irli the provision of healthcare benefits. This is particularly true for part-time em-
ployees. :

Because of its position in the service sector and as an engine cf job creation, the
membership of AH&MA has concerns about healthcare. These concerns operate on
two levels. On the first, broader level, we agree that there are problems with our
nation’s healthcare system that need to be addressed. We believe that issues that

need to be addressed by the Congress include:
o market-based methods to control excessive and growing cost of healthcare which

typically exceeds inflation;

e universal access to healthcare for citizens and legal residents without limitation

due to pre-existing conditions, change in employment or similar occurrence;

e allowing small businesses to join together for gg;ter buying power of insurance

coverage;

« administrative reforms to reduce the costly burden of excessive paperwork; and

o legal reforms to combat fraud and reduce the costs of defensive medicine.

There seems to be little disagreement that all of the above reforms need to be
done and, in fact, either as a freestanding bill or as part of more comprehensive at-
tempts to reform healthcare, virtually all healthcare bills in Congress address these
topics. However, there seems to be little else in any of these healthcare bills that
is supported by a majority or even close to a majority of the House of Representa-
tives or the Senate. While forces are fighting for agreement on approaches ranging
from single payer to various versions of managed competition, these basic areas of'
agreem.ent lie waiting for enactment. With so much at risk and so many wise people
of good will from all parts of the political spectrum in disagreement about the more
controversial and questionable areas of reform, we strongly urge this Committee to

(176)



177

move forward on those areas of reform on which there is a broad consensus, while
continuing its work to reach agreement on other areas of healthcare reform.

On the second and narrower level of our concern, we view with distinct alarm the
goal of the Administratior’s healthcare reform package to force all employers to pro-
vide insurance to all employces and pay 80 percent of its cost. The American econ-
omy is as diverse as it 18 broad and tgis “one-size-fits-all” approach to healthcare
coverage will reward one segment of our economy while punishing another. This em-
ployer mandate simply can not be applied to the lodging industry without causing
substantial disruption in our operations and job creation ability. In fact, employer
mandates will force substantial job reductions in our industry.

As we said earlier in this testimony, we are one of the few industries that has
a stronéz record of job creation for first time employees. We have found it dishearten-
ing and frustrating to find our jobs disparaged E\;y the Adminisiration in favor of
high tech, high wage ljobs in fast growing industries. All of us may wish that every
American could qualify for a high tech job, but the truth is all of us can’t. The fact
that the economic value of jobs differ and the salary and benefits attributed to jobs
also differ should not be used to disparage our first time employees or those of any
other segment of the service industry. Honest labor in any industry should be re-
spected as should the people who hold these jobs, and Congress should avoid creat-
ing economic disincentives that will shrink employment opportunities.

Unfortunately this seems not to be the case. \%;I}?en we argue that our industry’s
response to burdensome governmental action which increases the cost of labor ?c:u'
beyond its economic value will be a forced reduction in jobs, or a limitation on our
job creating ability. this fact is typically ignored by many in the Congress and Ad-
ministration. Even worse, this result is occasionally viewed somewhat favorably be-
cause the jobs we create are looked upon with disdain.

Recently a survey of our industry examining the nature and extent of healthcare
coverage was conducted. Over 4,000 properties participated in providing informa-
tion. The results were tabulated by Smith Travel Research, a respected information
gource in the travel and tourism industry. The information showed that there is a
gignificant number of smaller properties unable to provide healthcare coverage in
our industry. As stated above, there are a number of constraints and financial pres-
sures on these properties which make the provision of health insurance impossible.
We should note, by comparison, that virtually every company in our industry large
enough to do so offers and shares the cost of healthcare benefits for its full-time em-
ployees, although the nature and extent of this coverage varies greatly in our indus-
try.
Of interest is the fact that when the opportunity is presented, many employees
do not choose to take health coverage. This occurs for a combination of reasons in-
cluding personal coverage from another job, spousal or dependent coverage, or the
need to maximize earnings. Whatever the reason, many employees with access to
health insurance in our industry have chosen not to have coverage. We have always
respected that choice and not forced an employee to take healthcare coverage. In
that we believe our industry is not unique; we know of no industry which forces
healthcare coverage on its employees. However, well over one-third of our smaller
properties are unable to provide healthcare coverage and will be impacted most neg-
atively by an employer mandate.

As debate over healthcare has progressed, it has become an accepted fact that
where a company has a workforce which is near or at the minimum wage, that com-
pany will bear the full brunt of an employer mandate-there is no possible passing
on of costs to employees through wage restrictions over time. For those employers,
choices are limited. The ohvious choice, to raise prices, does not exist for.many of
our smaller operators due to the competitive environment they find themselves in.
Of the choices left, some will go out of business, ceding their market share to large
hotel properties in the area; most will limit job growth or eliminate jobs. Accurate
predictions of job losses are difficult to make, but Smith Travel Research anticipates
that 50,000 to 100,000 jobs may be lost due to employer mandates. This will not
be spread uniformly across our industry but will be concentrated in the smaller
propert% seiment. The result for these prorerties will be just the reverse of that ex-
pected by the Administration. These employers will not be providing insurance to
all their current employees. Instead they will be eliminating jobs.

What makes this outcome even more regrettable is that the Administration is now
addressing the welfare problem, and one of its expectations is that the private sector
can employ many of those currently on welfare. Our industry is undoubtedly one
of those that the Administration will look to to increase hiring. Unfortunately, they
will be somewhat late, since healthcare will have foreclosed a large part of our
short-run job creating ability. We can not ignore the current reality that jobs and
job opportunities will be foreclosed if an employer mandate is imposed.



178

We czjnll upon this Committee to continue its efforts to find workable solutions to
our nation’s healthcare problems and to abandon, as a funding mechanism, the em-

ployer mandate.

STATEMENT OF THE JACKSON HoLk Group

The managed competition proposals presented by the Jackson Hole Group in Sep-
tember 1991 have contributed significantly to the current debate on erican
health care reform. Critical elements of our earlier work-—purchasing cooperatives,
accountable health plans, outcomes information—-are instrumental to most current
state initiatives and many proposals for national legislation.

While these ideas have formed the basis of mainstream thinking about health
care delivery, Congress and the President have not yet been able to formulate a con-
sensus stratef;y for ensuring universal coverage and effective cost containment.
Each proposal for federal legislation seems stymied by its inability to predict the
economic consequences of its implementation.

Changes of the magnitude envisaged under leading reform proposals have never
been tried before, creating tremendous uncertainty that threatens to undermine re-
form. No one can confidently estimate the costs associated with various proposals,
bow effectively different mandates will achieve universal coverage, the results of
price controls or global budgets and whether they can be enforced, the lack of capac-

_ity that may result from a continued shortage of primary care practitioners or
delays in accountable health plan (AHP) formation, how employers will use savings,
the effects of increased consumer involvement in the decisionmaking processes, or
the magnitude of savings that may be achieved by reducing the amount of ineffec-
tive care.

This level of uncertainty poses a serious risk to implementing effective reform.
That risk, along with other lessons learned in actually applying managed cornpeti-
tion, has caused us to revise selected parts of the original managed competition pro-
posals. The underlying premise of Managed Competition II is that reform should
adapt to observations and experience. This is exemplified by a commonsense ap-
proach in which government health care financing is always in balance, and is cou-
pled to a step-by-step approach to reaching universal coverage. The original man-
aged competition proposals continue to provide the basic framework for health care
reform, as summed in Table 1.

Managed Competition II presents three technical improvements to the managed
competition model, including refinements in the design of Health Plan Stores
(HelPS), increased protection for consumer choice of provider, and incentives for cost
consciousness and healthy behavior. It also adds two critical policy initiatives to the
original model: a balanced health security budget and a universal coversge program,



179
WWW

ACCOUNTABLE HEALTH PLANS (AHPy) - "The Providers"

AHPs are the "engines of reform” and would shift the emphasis in health care from disease and
intervention to prevention and wellness. AHPs are organizations that:

. Both finance and deliver the: full range of a nationally defined package of health benefits.
L Aire accountable to the public for satisfaction of their members and the effect of their
services on members’ health.
L4 Comply with established solvency and underwriting standards, including community
rating and guaranteed issne and renewal provisions.
- L Adhere to uniforra data reporting requiremsnts as established by a Health Security
Commission.

SPONSORS - "The Health Plan Store"

Large employers, government, and Health Plan Store (HelPS - formerly known as HPPCs, Health
Alliances) would all act as sponsors that facilitate individual choice of bealth plan. In general the role of

the sponsor is to:

. Provide information and incentives for individuals to choose among competing AHPs.
. Pool risk and achieve ecomomies of scale in purchasing.
L] Set rules to assure equitable coverage of all members of the sponsored group.

STANDARD BENEFITS - "The Measure of Universal Coverage"

' A standard benefit package would:

. Provide a basis for defining services to be made universally available to all Americous,
and put private and government programs on the same footing.

° Facilitate side-by-side comparison of AHPs (increasing elasticity of demand), and
prownote efficiency through standardized claim forms and issuing requirements.

L Be continuously amended by the HSC and approved by Congress through a process
insulated from inordinate political interference.

L] Be based on scientific documentation of efficacy, including cosmffmxvcuess

THE HEALTH SECURITY COMMISSION (HSC) - "The Referee"

The HSC would be an independent federal agency to guide, oversee, and facilitate a transition 10 a new
health system. HSC powers and responsibility would be explicitly limited in legislation to:

Recommending a standard benefits package to Congress.
Recommending measures to balance the health security budget (see below).
Coordinating a standardized data reporting system.

Setting standards for and licensing AHPs and HelPS.

Disseminating information and meking recommerdations on risk adjustment.

Entering into agreements with state governments to administer appropriate regulations.

Table 1: Core Elemeats of Managed Competition that Remain Unchanged

Mansged Competition 1 - March 18, 1994
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REFINEMENTS OF THE MANAGED COMPETITION MODEL
MORE AND SMALLER HEALTH STORES (HELPS)

As introduced in the original managed competition proposals, HelPS in a reformed
S{)stem would act as sponsors for individuals and small employers, giving them the
ability to pool risk, achieve economies of scale, and drive the competitive process
through informed individual choice. HelPS should not be regulatory or price setting
agencies and should not negotiate, or limit choice of AHPs. %{ather they would offer
an informed set of choices to help individuals to weigh personal priorities in health
plan selection. If HelPS were allowed to negotiate (i.e., refuse to offer plans whose

rices are too high), individual choice would be limited. In addition, an effectively
unctionin%‘ and competitive market would be undermined by concentrating too
much purchasing power in a single entity.

While many private sector initiatives are proving ¢ffective in holding down health
costs, esrecially purchasing efforts of large employer s, the problems agsociated with
the small group and individual markets have not improved id the need for HelPS
remains. We initially proposed creation of a singie exclusive HelPS in each geo-
Eraphlc area to address the needs of the small group market. Recently, however, we

ave seen that concentration of purchasing powrr in monopoly HelPS provides a
structural device that can be easily applied to roustrain—rather than support—com-
petitive markets.

We now propose a system of competing Health Plan Stores. States would be re-
quired to create a state sponsored Health Plan Store for pooling consumer purchas-
ing power, but multiple stores could be created to compete, providing that each
meets the standards outlined below. ‘

We appreciate the value of HelPS where participation would be voluntary, and
have considered greater reliance on such structures. Experience has shown, how-
ever, that the small group market is easily fragmented into small, expensive groups
that insurers avoid and small low cost groups that are easily insured. Such risk se-
lection, and the associated cost shifts, remains the central problem which purchas-
i;‘f%}%ms aie intended to overcome id which will not be addressed by voluntary

elPS.

It therefore seems prudent to start with a system in which HelPS are the manda-
tory sponsors for the small group and individual markets, in that preferential tax
treatment of health expenditures would be conditional on purchase of coverage
through a licensed HelPS. This competing HelPS structure would still require spe-
cial measures to ensure that the market is not undermined by adverse risk selec-
tion. Private sector organizations or associations could become licensed as HelPS if
they agreed to open enroll, offer all AHDPs, cover entire HelPS regions, meet solvency
standards, id conform to other HelPS standards including a prohibition against con-
flict of interest. AHPs would offer the same base community rate to all HelPS serv-
ing designated regions. HelPS would compete only on their administrative overhead
(the cost of which would be added to premiums) id their customer service. Compet-
ing HelPS that negotiate premiums would undermine community rating in the
small group market. In a system of competing HelPS, states would have to take on
the additional responsibilities of dividing their territory into HelPS regions, and co-
ordinating risk adjustment and standardized data collection. With this design, com-
peting HelPS can still achieve the original HelPS goals, yet satisfy those that con-
tend a need for significant reform of the small group and individual markets exists.

REWARDS FOR COST CONSCIOUS CONSUMERS

Recent purchaser initiatives and state reforms have recognized the central role of
consumer behavior (demand) in shaping successful reform. Any successful reform
must include mechanisms for encouraging cost-sensitive utilization of health care
services and healthy life style. A limit on the tax deductibility of health benefits re-
mains the best way to insti{l cost-consciousnesgs in_health plan selection, control gov-
ernment expenditures, and raise revenue for low-income subsidies without increas-
ing marginal tax rates. A revised tax code that addresses the concerns of the public
while preserving cost conscious incentives would include:

o Extending full preferential health tax treatment to all consumers that purchase
coverage through the appropriate sponsor (i.e., large employer or Health Plan
Store). A requirement to use the appropriate group sponsor would ensure that
the risk of costly illness is fairly spread. '

¢ Capping tax deductions and exclusions at the average of competitive AHP prices
in tge ﬁ)west quartile (25%) of AHP prices in an area (instead of at the level
of the low-cost AHP). Consumers would be free to spend additional after-tax dol-

lars on health care.
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e Allowing those who choose an AHP priced below the tax cap to keep the dif-
ference in a tax-flee health bonus account to be used to defray the costs of
copayments, deductibles, and benefits not included in the standard benefits
package or to supplement an individual retirement account.

¢ Allowing health plans to reward healthy lifestyles and behaviors with contribu-
tions to members’ health bonus accounts.

ASSURING CHOICE PROVIDERS

The original managed competition proposals did not limit the type of health care
delivery organizations that would compete in a reformed market. While we cuntinue
to support a marketplace which offers a wide variety of insurance and delivery mod-
els, we acknowledge public concern that consumer choice should not be restricted.
For this reason, every sponsor should be required to offer at least one AHP with
an out-of-plan (e.g., point-of-service) option, which allows enrollees to use non-AHP
providers at increased cost. In the event that no AHP within a sponsor’s region of-
fers an out-of-plan option, all AHPs in that region would be required to do so.

UNIVERSAL COVERAGE UNDER MANAGED COMPETITION
BALANCED HEALTH SECURITY BUDGET

The original managed competition proposals focused on structural reforms and did
not propose any specific strategy for financing universal coverage. However, as var-
ious financing schemes have been proposed in legislation, it has become clear that
the financing of health reform has implications for how structural aspects will inter-
act. A managed competition approach to structural reform requires a managed com-
petition approach to financing. .

The United States needs to achieve a predictable id acceptable level of health care
spending. In the current environment, spending can not be allowed to exceed avail-
able funding. A balanced health security budget would instill fiscal discipline into
the health care system by pguaranteeing that federal health expenditures do not
grow faster than revenue and promoting an honest and explicit debate regarding
these expenditures.

‘The balanced health security budget can be regarded as a ledger that (1) continu-
ously matches federal revenues to expenses, (2) relates the benefits package to avail-
able financial resources, and (3) relates the benefits package to providers’ dem-
onstrated ability to improve function and well-being. Federal health spending cov-
ered by the balanced health security budget would include low income subsidies re-
ferred to as EquiP 1 and 2 (see below), Medicare, and the Federal Employee Health
Benefits Program (FEHBP). The increases in lost tax revenue (tax expenditures) to
the federal government, due to the preferential tax treatment of health expendi-
tures, would also be counted as part of the balanced health security budget, thus
helping to contain the growth in mandated private health security costs.

nder such a system, govemment'healt{\) expenditures would be disbursed on a
ay-as-you-go basis, and the health system would move toward universal coverage
in carefully monitored stages. Each year, Congress and the HSC would adjust three
elements of the health care Financing system in order to achieve an annual health
budget target. If projected expenditures exceed the rate of increase in the health
budget target, the IISC would recommend to Congress either (1) an adjustment to
the benefits package (the benefits package would be voted on in a manner similar
to the military base closing procedure), or (2) a slowdown of the expansion in low-
income subsidies. If Congress opted to not accept these recommendations, it would
have to appropriate more money to achieve fiscal balance. While it might be pref-
erable to have an explicitly earmarked health tax as the funding source for the bal-
anced health security budget, it may be best to begin with existing sources of public
health care funding. Ultimately, Congress must know what it is sgending, who is
covered for which services and the impact of benefits on the health of Americans.

UNIVERSAL ACCESS AS A FIRST STEP TO UNIVERSAL COVERAGE

The best way to achieve universal coverage is through a competitive, premium-
based system with adequate public subsidies for low income consumers, financed
through progressive taxes. Such a system will require several years to be fully im-
plemented id effective. Providers will need time to build high quality health plans,
the government will need time to measure and evaluate progress and accumulate
real savings to public programs from managed competition, and individuals will
need time to understand and avail themselves of the reformed system. If we wish
to build a national system that is sustainable, affordable, and integrated, then we
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must introduce significant policy elements carefully, in a way which permits us to
ful\}&' understand their effects.

e must first establish a system in which all individuals have access to affordable
coverage-universal access-as a first step towards universal coverage. Such a system
would help those who need it most (i.e., the poorest individuals through subsidies
and individuals and small employers through purchasing cooperatives and insur-
ance reform), allow establishment of a truly competitive system, and permit a
smooth transition to universal coverage by, say, 2002 if Congress passes comprehen-
sive health reform in 1994.

Achieving universal coverage in a fiscally realistic manner will require that public
programs are incorporated into a managed competition system and that a true uni-
versal access system is in place. A staging process follows:

STAGE 1—Equity Pro?!ram, Part 1 (EquiP 1): A government subsidy program for the
current categorically needy (those receiving AFDC and SSI benefits) acute care
portion of the Medicaid program that “equips” them to obtein coverage.

Perhaps the greatest and most consistent challenge faced by state governments
in recent years has been the dramatic increase in and unpredictability of costs in
their Medicaid programs. While more states, like the private sector, now look to
managed care as a means of tackling cost and quality problems, like more than 10%
of Medicaid beneficiaries are in true manageg care programs like HMOs. Reform
must accelerate this process to instill financial discipline and to realize predict-
ability of costs and accountability for quality where neither have existed for some
time. Furthermore, EquiP beneficiaries should have access to the same AHPs and
standard benefits as the general population to eliminate inequities in the health
care system. States would be responsible for the administration of their respective
EquiP 1 programs, which would ge fully funded as of the first year of reform and
designed as follows:

e Because together they are generally regarded as above average risk and should
be explicitly financed to ensure their costs are spread equally, the AFDC and
SSI population would be maintained, at least initially, as a separate risk pool
that is covered by AHPs.

e Each state, or contracted sponsor acting on behalf of the state, would base capi-
tation rates for the EquiP 1 population on actuarially sound estimates of the
average reasonable costs across AHPs of delivering a standard benefit package
adjusted to the special needs of the AFDC and SSI population.

e The federal and state governments would jointly contribute 100% of the price
of benefits for EquiP 1 %eneﬁciaries. States would be required to maintain their

current level of financial commitment to acute Medicaid and uncompensated

care (current expenditures would be trended forward according to EquiP 1 ex%)e-
rience). Thus, they would be at a relatively greater risk for their AFDC and SSI

Populations.

Jsing a one-year voucher, the EquiP 1 eligible population could choose from
among participating plans through their owd EquiP 1 HelPS during the annual
open enrollment period. For individuals who fail to select a health plan, the
EquiP 1 HelPS would choose one for them.

e Once the EquiP 1 population had experience in AHPs and its risk could be pre-
dicted and adjusted with relative accuracy, it would be served by the local com-
munity HelPS, where the government wouid pay a competitive health status ad-
justed community rate on their behalf. Additional benefits that were not part
of the initial standard benefits package availablc to the general population
would be added as needed, funde(fjoint y by states and the federal government
and provided by AHPs.

o While personal costs for EquiP 1 beneficiaries should be mitigated so coveraﬁe
is within their reach, they, like everyone else, should pay some portion of the
cost of their care to instill a degree of cost-consciousness. -

STAGE 2—Equity Program, Part 2 (EquiP 2): A government subsidy program for in-
dividuals below 200% of poverty, and those ineligible for EquiP 1 that “equips”
them to obtain coverage,

The below-poverty uninsured population consist of 10.8 million individuals (28.1%
of the unisured), while the 100%-200 % of poverty population represents an addi-
tional 12.5 million individuals (32.5% of the uninsured).* In addition to the subsidy
available to everyone through the tax treatment of benefits and the contribution to
health insurance by some employers, this population needs further subsidies to have
meaningful access to the hea‘l)th system. EquiP 2 eligible individuals would receive

* EBRI Analysis of the March 1993 Current Population Survey.
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subsidies in the form of vouchers, and would select their coverage through their
local HelPS or large employer, depending qun employment status, thus minimizing
the government'’s role in the program. EquiP 2 funding would be phased in as funds
accrue to the government. The initial subsidization targets woulcr be full subsidiza-
tion into the low-cost plan for EquiP 2 eligible individuals below 100% of poverty,
and a sliding scale of subsidies for beneficiaries between 100% and 200% of poverty.
Congress should appropriate sufficient funds to subsidize everyone in EquiP 2 by
the year 2002. If these subsidies are effective, at least 95% of this population should
be covered by then. If 95% of this population is not covered, Congress would need
go fxpand the EquiP 2 subsidy program or proceed with some form of coverage man-
ate.
The present Medicaid program creates substantial disincentives for returning to
work, since beneficiaries lose coverage after they cross the eligibility threshold.
Combined with the loss of other low-income benefits such as the earned income tax
credit, food stamps, and housing subsidies, this threshold represents a significant
disincentive to earn more. While any scaling of health care subsidies would be an
improvement over the current system, the pressing need to tackle welfare reform
in conjunction with, or soon after. health care reform, is apparent. To increase incen-
tives tor work, the increase in cost of health insurance associated with moving to
a higher income bracket should be minimized. This can best be assured by phasing
out public assistance for EquiP 2, at a gradual rate as income increases, and may
require expansion of EquiP 2 beyond 200% of poverty.

STAGE 3—Guaranteeing Sustainable Universal Health Care Coverage

No system which provides for responsible financing can guarantee identical cov-
erage for every U.S. resident. Just as definitions of “full employment” accommodate
known structural deficiencies of the employment market, any working definition of
“universal coverage” should allow for known political constraints (e.g., resistance to
mandates) as well as unknown behavioral regponses to reform (e.g., possible reluc-
tance of wealthy to purchase insurance). Universal coverage might be defined as the
point at which it can be verified that, say, 95% of the population are covered. (We
are currently conducting some analysis that may allow us to be more precise in de-
fining universal coverage.) As reform proceeds, the target percentage could be ad-
justed to reflect the point at which the additional cost of bringing individuals into
the health security system through government means, such as a mandate or in-
creased outreach, is too great for the public to accept. At some point it may make
sense to adopt a policy that uniquely targets care for the residuar percentage of un-
insured, rather tgan devoting limited resources to the difficult and expensive task
of pulling every individual into the general system of universal coverage.

0 ensure that universal coverage is achieved within a reasonable timeframe, legis-
lation should include a mandate (compulsory coverage) for the year 2002. If univer-
sal coverage, as de/ined by Congress, has not been achieved by 2002, this measure
would automatically force Congress to implement a mandate unless it took proactive
measures to attain universal coverage by other means, such as increasing the scope
of the Equity Program.

Congreass should defer a decision on the nature of the mandate until 2002 to en-
sure that it is the appropriate measure. By then, much will have been gained from
experience with a reformed system; broad low-income subsidies would be at or near
full phase-in; competing AHPs would be functioning; group purchasing and health
insurance reforms wouFd have been in place for some time; and the residual unin-
sured population would likely be less significant in number and different in char-
acter tﬁan the presently uninsured population. Only with accurate information re-
garding the number an({percenta e of uninsured by employment status, income and

emographic groups, geographic location, and health status can an informed deci-
sion be made regarding what type of compulsion, if necessary, would best lead to
universal coverage. For example, if it is primarily low-income, unemployed individ-
uals that remain uninsured it is unlikely that any form of mandate would be effec-
tive; instead, changes to the EquiP program would be required. On the other hand,
if mostly wealthy, non-working individuals were uninsured, a free-rider tax would
probably be the most effective way to achieve universal coverage. Finally, if large
numbers of employed individuals were uninsured, an emrloyer mandate might be
the most appropriate. (Mandates are discussed further in the Appendix.)

MEDICARE

Medicare recipients should have the opportunity to receive the same universal
standard benefits as the general population, with the same choice of providers and
health plans. Equally, beneficiaries should be motivated to save money and pursue
prevention and health maintenance measures. While reform of Medicare cannot be
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immediate since many beneficiaries value the present program, Medicare should ul-
timately resemble the rest of the health care system. The standard benefits package
will be more comprzhensive than current Medicare benefits and potentially elimi-
nate the need for Medigap policies. While AHPs should be paid on a capitated basis
for providing this enhanced benefits package to Medicare beneficiaries, cost-cutting
measures proposed by Congress and implemented by HCFA could continue to con-
trol traditional Medicare expenditures. Medicare would start to be integrated into
a managed competition environment as follows:

e The Medicare population would be maintained as a separate higher risk and
cost group. During an annual open enrollment period, regional Medicare HelPS
would allow current Medicare beneficiaries to choose between traditional
HCFA-administered Medicare with the present Medicare benefits, and compet-
ing AHPs offering the more comprehensive standard package, including pre-
scription drugs. Beneficiaries would have a greater choice of AHPs than present
law permits, including AHPs that offar an out-cf-plan provider option.

¢ For beneficiaries who choose an AHP, the federal government would make a de-
fined contribution toward premiums. Under present law, Medicare risk-contract-
ing HMOs are paid 95% of what HCFA estimates it would have paid for Medi-
care covered services had beneficiaries remained in the fee-for-service sector.
This system is fraught with problems, including ties to fee-for-service medicine
and the geographic inequities in the distribution of Medicare reimbursement
that penalizes regions of the country where health care expenditures are lower
and better managed. Whatever future payment methodology is used, it shoul?
allow for a transition toward a system in which Medicare reimbursement is de-
termined by competitive bidding and consumer cost sensitivity (as in the private
sector), and low cost regions are rewarded for their effectiveness. One such sys-
tem would tie the government contribution to: the average of competitive AHP
bids in the lowest quartile of AHP prices in a Medicare HelPS region, or the
adjusted average per capita cost (AAPCC), whichever is lowest. Once the pene-
tration of AHPs into the Medicare market exceeded a certain percentage, say,
50%, the tie to the AAPCC would be removed.

¢ Beneficiaries who choose an AHP would be responsible for paying the difference
between the government contribution and the premium cost of their plan of
choice. Present employer-sponsored retiree health benefits that pay for wrap-
around coverage could be redirected to defray the difference between the gov-
ernment’s defined contribution and an AHP's premium. Also, employers and re-
tirees might agree to reconfigure retiree health benefits into a defined contribu-
tion, added to the government contribution, so that those who join AHPs receive
the savings derived from their purchasing decisions.

¢ Beneficiaries that age into the Medicare program would be encouraged to con-
tinue obtaining standard coverage from AllPs.

. Elifible low income Medicare beneficiaries would continue to receive premium
and cost-sharing agsistance through EquiP 1 or 2.

¢ The present policies that impede HMOs from participation in the Medicare risk
contracting program would Ee aggressively reduced with a significant shift to-
ward policies that develop Medicare-oriented AHPs and encourage them to com-
pete to serve beneficiaries.

As AHPs find ways to improve efficiency, they should be able to offer rates that
are at or below the contribution set by government, even though they offer a richer
standard benefits package. The opportunity to obtain more benefits at no additional,
or only slightly higher cost, as weﬁ asg continuity of care through primary care phy-
sicians, reduced paperwork, and the elimination of the need to purchase a Medigap
policy, should motivate Medicare beneficiaries to join AHPs. However, present Medi-
care peneficiaries who place more value on the fee-for-service alternative could re-
tain the opportunity to stay in the current system.

As AHPs succeed in lowering their costs below fee-for-service Medicare program
costs, and more Medicare beneficiaries choose to enroll in AHPs,‘ the federal govern-

ment would achieve significant savings.
CONCLUSION

We can only achieve the required broad-basad support for health care reform if
we avoid rash, complex, and untested strategies. Federal reform measures must be
sufficiently flexible to adapt to whatever new behaviors emerge in response to the
changed health care environment. They must not preempt our ability to adjust key
elements of the financing system as we learn more about what works. It would be
foolhardy to guarantee universal delivery of a rich package of benefits only to find
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ourselves bankrupt before the decade expires, thereby undermining every Ameri-
can’'s ability to receive needed health care.

Managed Competition I1 is offered as a pragmatic approach to achieving universal
coverage. If its concepts are ultimately selected as a template for reform, then sev-
eral key elements of MC II are necessary if the integrity and effectiveness of the
proposal are to be preserved:

(1) Staging of health care reform with the attainment of universal coverage by a
specific date that allows a sufficient time interval for the development of a lasting
health care system.

(2) Establishment of a health system based on consumers choosing between ac-
countable health plans which compete on both price and quality.

(3) Premotion of cost, quality and health-conscious decisions by consumers.

(4) Obligatory purchasing of health plans through group sponsors including
Health Plan Stores and large employers.

(5) A public program of equitable health care with the same incentives and benefit
choices as the private sector.

(6) A balanced health security budget with pay-as-you-go financing of public
health expenditures that prevents unfunded health care entitlements and instills
fiscal responsibility.

It is our desire that Managed Competition II will expose to public and political
Scrutiny the interplay between funding, benefit levels, and health care effectiveness.
It 18 designed to expedite access to affordable insurance coverage to every American,
and provide a mechanism for sustaining universal coverage far into the future, re-
gardless of shifts in the political mood, advances in technology, or changes in public
needs. National health care reform can not hope to fix on a perfect financing for-
mula in 1994; it must put in place, instead, prudent mechanisms for experimenting
with, learning from, and responsibly managing our health care economy for the long

term.
APPENDIX: DISCUSSION OF MANDATES
COMBINATION OF MANDATES

A combination of employer and individual mandates, as outlined in Table A-1,
best builds on the current employment-based system, ensuring that the 99% of com-
panies above the 100-person threshold currently offering coverage to their employ-

ees would continue to do so.
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Employer Mandate for Large Employers

L] All employers with more than 100 employees would have to offer a choice of AHPs
offering the standard health benefits package to employees who work more than 30
hours per week, and their dependents. Employers would be required to make a
defined contribution of a minimum of, say 50% of the price of the low cost plan to
the health care premiums of their employees. To minimize employment effects, the
mandated contribution requirement would be phased in over a period of time. A
prorated contribution would be required for part-time workers who worked more than
1,000 hours per year and a payroll tax of X% would be paid for workers who work
1,000 bours or less.

. To assuage effects on employers ncar the HelPS threshold size, there would be a
gradation of their financial abligation in accordance with firm size. These employers
would not be relieved of their obligation to offer stauidard health care benefits.

Individual Mandate for Individuals and Small Employers

L] Part-time workers (not otherwise covered) working 1,000 hours or less per annum for
an cmployer with more than 100 employees and all individuals (not otherwise
covered) not employed or those employed by firms with less than 100 employces
would be obliged to purchase coverage through their local HelPS.

° At the direction of their employees, small employers wouid be required to male a
monthly payroll deduction and send the amount to the appropriate HelPS.

Table A-1: Description of Combination of Mandates

To the extent that large businesses compete with small businesses in the same
industry, employee packages would differ, but since a mandate would exist in both
gectors, total compensation in any individual firm should not be different. However,
if employees do not recognize the trade-off between wages and benefits, small em-
ployers would have a hiring advantage. A combination of employer and individual
mandates would increase the incentives for firms to game the threshold by engaging
in such actions as hiring temporary personnel and splitting companies into separate
entities. However, this may be mitigated by phasing in the percentage requirement
with firm size.

Low income is the major determinant in access to health insurance, not size of
firm in which one is employed. Therefore, for a comkination approach to be equi-
table and efficient, the subsidization formula used must be consistent across man-
date environments, and tied to income level (as in the EquiP program), not employ-
ment status. Individuals eligible for EquiP subsidization would use their vouchers
either through their large employer or the HelPS to defray the cost cf coverage. If,
on the other hand, subsidies under the employer mandate were targeted at employ-
ers, as opposed to individuals, the employer mandate portion of the combined man-
date would represent an inequitable and inefficient financing mechanism, and would
result jn the reallocavion of labor on the basis of the subsidies available (so-called
sorting).

The most expedient, efficient, and politically viable way to enforce the individual
portion of the mandate would be through a free-rider tax. Individuals choosing not
to purchase coverage would be required to pay a tax. Advantages of a free-rider tax
are that it could be progressive and enforced by the IRS. The free-rider tax would
be equal to a fixed amount plus a penalty that would be directly proportional to in-
come. While such an enforcement strategy would not perfectly attain universal cov-
erage, it would go a long way towards ending the free-rider problem while minimiz-
ing societal and economic dislocation.

ome proposals have embraced employer mandates and subsidies tar%eted at
firms because they allow the government to shift some of the burden of public pro-
grams onto employers and create the perception that no one is paying the price.
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While fiscally attractive to the government, this type of mandate perpetuates cost-
shifting, and causes the most economic dislocation because it effectively raises the
minimum waFe in many firms, To the extent that employers were unable to take
the additional costs of health premiums out of wages, an employer mandate would
cause some unemployment, especially in firms not currently offering coverage and

in firms with low wage workers.
INDIVIDUAL MANDATE

If individuals are targeted to receive low income subsidies to make those subsidies
more explicit, efficient, and equitable, a mandate targeted at individuals makes
sense as well (see Table A-2). An individual mandate could be easily and quickly
implemented without disrupting gresent purchasing arrangements. It would satisfy
those who believe the ultimate obligation to purchase heaﬁh care should be on the
individual, not the employer, and that health care coverage should be divorced from

employment status.

. All individuals would be required to purchase coverage as of the date of
implementation, or pay a free-rider tax.

] All employers, while not required to finance coverage, would be required to offer
coverage, either through the HelPS if they have fewer than 100 employees, or directly

for large employers.

L Voucher eligibility and preferential tax treatment would be contingent upon purchasing
coverage through the appropriate sponsor.

o
Table A-2: Description of Individual Mandate

The greatest potential disadvantage of an individual mandate is the risk that
chasers will cease these

companies that are currently active, value-based health pur

activities, and will perform the minimum duties necessary to fulfill the obligation
to offer coverage. It is not possible to predict the extent of this behavior. However,
business leaders suggest that competitive forces in the labor market may be suffi-
ciently strong to maintain an active employer role, especially if there is a stipulation
that predicates tax-preferred treatment of health expenditures on purchasing
through the appropriate sponsor (the large employer for its employees). In addition,
in a mandated environment, employees will va{ue health purchasing that maximizes
the wage portion of their compensation and secures quality health care. Employees
of large firms without access to HelPS will look to tLeir employers for Furchasing
expertise, since most employers purchase coverage for employees today I large em-
ployers prove to be inefficient purchasers, it would be possible for employees to pres-
sure their employers to go to secondary purchasers such as purchasing coalitions,

to purchase coverage.

nother potential serious disadvantage of an_ individual mandate is that upon
passage, all individuals might demand access to HelPS. It is unlikely that Congress
would have the political will to deny this. If the public then demanded that HelPS
exercise greater control over the cost of health care, the result could be slow, but
steady progression toward covering a great majority of the population through the
HelPS-leading to regulation and possibly a single payer system. To some extent,

competing HelPS should mitigate this danger.

O



