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HEALTH INSURANCE MARKET REFORM

TUESDAY, FEBRUARY 1, 1994

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

The hearing was convened, pursuant to notice, at 10:25 a.m., in
room SD-215, Dirksen Senate Office Building, Hon. Daniel Patrick
Moynihan (chairman of the committee) presiding.

Also present: Senators Baucus, Rockefeller, Daschle, Conrad,
Packlvlvood, Roth, Danforth, Chafee, Durenberger, Grassley, and
Hatch. e o

[The press release announcing the hearing follows:]

[Press Release No. H-4, January 28, 1994]

FINANCE COMMITTEE SETS HEARIN(} ON HEALTH INSURANCE MARKET REFORM

WASHINGTON, DC—Senator Daniel Patrick Moynihan (D-NY), Chairman of the
Senate Committee on Finance, announced today that the Committee will next week
resume its series of hearings on issues relating to health care reform. Senator Moy-
nihan stated that the first of this year's hearings will examine health insurance

market reform. .
The health insurance market reform hearing will begin at 70:00 a.m. on Tuesday,

~February 1, 1994 in room SD-215 of the Dirksen Senate Office Building.
“There is much agreement that insurance market reforms are needed and will be
a central part of health care reform. We will hear from a number of experts in the
field and seek some consensus on these very important issues,” said Senator Moy-

nihan.

)

OPENING STATEMENT OF HON. DANIEL PATRICK MOYNIHAN,
A U.S. SENATOR FROM NEW YORK, CHAIRMAN, COMMI_T"I‘EE

ON FINANCE

The CHAIRMAN. A very good morning to our distinguished wit-
nesses and our guests on this the first hearing of the Senate Fi-
nance Committee in the second session of the 103d Congress. The
session in which, as I observe a beaming Senator Rockefeller, we
are going to enact universal health care coverage and health re-
form generally, along the lines that had been proposed by a num-
ber of the distinguisﬁed members of this committee, whose legisla-
tion we have before us, not the least that of Senator Chafee.

We had an important event yesterday. It happens I have just
come from a meeting with the National Governors Association,
Governor Rockefeller, on the subject of welfare reform to carry on
the work that was done by then-Gdvernor Bill Clinton as Chairman
and Governor Mike Castle, now Representative Mike Castle of
Delaware. This is a bipartisan effort with much energy and much
agreement with the President that welfare is an issue very closely

' 1)
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tied to health care reform. To do the former, you will need to do
the latter.

The Governors had an important meeting with the President yes-
terday, as reported by David Broder and William Clayborne on the
front page of The Washington Post, and I can say confirmed in con-
versations I had at the Marriott Hotel just now, in which they have
Governor Clinton as saying, “he was as opposed to price controls”—
which is to say premium caps—“as they were and had included
them in his ]plan only to satisfy the scoring requirements of the
Congressional Budget Office.”

Well, now President Clinton is one of us. [Laughter.]

I mean, he has come upon the scoring requirements of the CBO
and other such matters, all of which are very promising in terms
of moving forward to a consensus in this matter. The Governors,
I just note, issued a unanimous bipartisan statement calling for
health reform with various details.

This morning we are going to deal with one of the first issues
that arises, on which there is a very wide range of agreement that
we have to act, and that is health insurance market reform.

I would note that our former colleague Senator Bentsen, now
Secretary of the Treasury, introduced legislation along these lines
with Senator Durenberger. I believe it passed and it just could not
make its way all the way to enactment. But, obviously, this year
it is going to do so. ’

I think I have talked enough already. I turn to my colleague Sen-

ator Packwood. -

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

Senator PACKWOOD. Mr. Chairman, you indicated yesterday was
an auspicious day. Today is also. Today is the day that Oregon’s
Medicaid waiver plan goes into effect. We will be bringing 120,000
Oregonians who have not been previously covered under Medicaid.
We made a tradeoff and it has had wide publicity.

We said we would cover a lot more people. We were covering way
below the poverty level, as most States do. We would bring it sig-
nificantly up but we could not cover everybody for everything.

‘So we set up a health commission and we prioritized health care
based upon effectiveness of treatment. The common cold will no
longer be treated on the assumption that there really is no effective
treatment.

Cosmetic surgery for purely cosmetic purposes—you just do not
like your face and you want to change——{Laughter.]

The taxpayer is not going to pay for it, even though it might be
cost effective, more so in some cases than others. [Laughter.]

I was delighted to have a hand in getting that Medicaid waiver.
We tried and tried and tried during the latter years of the Bush
Administration and did not get it. But to President Clinton’s credit
he granted it and it started todaiv. .

In this hearing today though I am going to focus on universality.
Everybody says we want it. I want to make sure everybody wants
it or at least is talking about the same terms because I find often
we use the same word and everybody does not mean the same

thing. .
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Second, aBout community rating and how far we should go in it;
and do we want to go as far as Social Security, which is the ulti-
~mate community rating, I guess. You pay the same for it whether

you are 45 or 25, a percentage of wages. You pay for it whether
you smoke or do not smoke. You pay for it whether you are sick
or healthy. ’ :

Do we want to move in that direction in terms of health insur-
ance or do you want to have geographic differences, and health dif-
ferences, and age differences, and family dependency differences
and still have community rating within those (fi‘ﬂ”erences?
~ Those are issues that I will be posing. Then, very frankly, askihg

the witnesses the question, if you believe in universal coverage, can
we get there without—I will call it compulsion. Some people call'it
mandates. If we say we want it, but we are not going to demand
it, enforce it, can we get there?

If there is a way to get there without mandates, without compul-
sion, I am all for that. But if we want it and we cannot get there
without mandates, I would appreciate any suggestion someone else
has to get there. ‘

Thank you, Mr. Chairman.

The CHAIRMAN. Thank you, Senator Packwood.

Senator Baucus, do you have any suggestions?

OPENING STATEMENT OF HON. MAX BAUCUS, A U.S. SENATOR
‘ FROM MONTANA

Senator BAucuUs. Just one, Mr. Chairman. That is, as we address
the questions that Senator Packwood and yourself raised, I think
there are additional questions. As we move toward universality,
. which I think is a general goal for all of us, wil insurance reform

in and of itself be able to assure us that premium costs will not
continue to be too high for too many people and small businesses.

The next question then is your question, Senator, and that is, is
a mandate, the only way to get toward this question of cost con-
trols. Even with mandates, theye is still a question on how you as-
sure that costs are not too high or out o? the reach still for too
.many people. - -

They are fundamental questions, frankly, that I think get to the
heart of the matter for the various health bills before us. That is,
is insurance reform enough? I am not convinced that it is. The next
question is, if it .is not enough, how do you get further down the
road? That is, kinds of community rating that you really want
without some kind of compulsion. .

We have comgulsive automobile insurance. Maybe someone is
suggesting we should not have compulsive automobile insurance.
You know, let people buy who want to buy, have rating bands and |
so forth for auto insurance. Then the next question is cost. Are
costs still going to be too high. And if so, what do we do about in-
suring the costs are not out of reach for too many small businesses
and too many individuals.

Thank you. :

The CHAIRMAN. Thank you, Senator Baucus.

And very well, Senator Chafee, what are we going to do?

Senator CHAFEE. Well, I have outlined it in an excellent bill that
I have submitted before this committee. [Laughter.]
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OPENING STATEMENT OF HON. JOHN H. CHAFEE, A U.S.
SENATOR FROM RHODE ISLAND

Senator CHAFEE. Mr. Chairman, I am delighted we are going to
start on this. I will just briefly say, one of the questions I wil%be
interested in hearing the answer to is: If we go to community rat-
ing, is that going to produce such a shock among certain groups,
say the young people who are currently getting their insurance at
a relatively lower cost is that going to undermine support for the
whole program that we are involved in?

Every single one of us, most of here on this committee, lived
through the catastrophic legislation, which was catastrophic in
more than one way, and we saw a bill that passed in the Senate,
something like 88 to 12.

The CHATRMAN. And it was repealed.

Senator CHAFEE. A year later. And certainly none of us want
that to occur in this program. So the question is, should we plunge
full bore immediately into community rating, total community rat- -
ing, or should we move into it in somewhat of a more gradual fash-
ion.

That would be my question, Mr. Chairman.

The CHAIRMAN. Thank you, Senator Chafee.

I think it is a question we hope all of our witnesses will address.

Senator Rockefeller, you have been much involved with this.

' OPENING STATEMENT OF HON. JdHN D. ROCKEFELLER IV, A
‘ U.S. SENATOR FROM WEST VIRGINIA

Senator ROCKEFELLER. Thank you, Mr. Chairman: I want to first
say something that disturbeéd me when I read it in The Wall Street
Journal this morning. There was the implication that the Presi-
dent’s threat to veto a bill had some relationship to the fact that
Senator Chafee, who has long been a champion of universal cov-
e}xl'age, suddenly supports universal coverage. I just wanted to clear
that up. ‘

Senator Chafee has been here for a very long time. I do not think
it takes the President’s veto to do that. _

Second, I was not entirely pleased with the.meeting that the
President had yesterday with the Governors, not based upon just
what he said, but based upon matters of process. ,

We have some gretty good people on health care on this Finance
Committee. The President has made his proposal. It came to the
Congress with a number of political compromises in it, which had
been made over a period of time during the course of the task force.
Always throughout this process there has been the assumption, in
fact for many years, the assumption that health care does not work
unless you have a combination of universal coverage and very effec-
tive, tough cost containment.

I have been a Governor. I was a Governor for 8 years. I enjoyed
it. I like Governors. I like to be around Governors, but I am more
interested in health care than I am in the collegial feeling of being
with Governors.

The President indicated, as you indicated, that he was opposed
to price control and he sort of had to do it because of CBO. He also
appeared to indicate—and I watched this on McNeil-Lehrer last
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night, that whether or not you belong to an alliance was very much
a matter of being up in the air.

Senator Bentsen, and I do not disagree with him at all, went be-
fore the National Association of Manufacturers the other day and

indicated that maybe the level did not have to be 5,000. And, in-

deed, it does not have to be 5,000. But that is my point.

The President has proposed the legislation. It is “we” now in the
various committees olp Congress, most particularly in the Senate Fi-
nance Committee, who will dispose of this legislation.

There are people like John Chafee, and Dave Durenberger, and
Orrin Hatch, and Jack Danforth, and Bub Packwood, just on the
Republican side, and many on this side, who have been working on
health care a very long time. We have, as the chairman knows,
with his permission, a system whereby we are meeting as Senators
alone without staff. Our staffs have been meeting during the re-
cess.

We are working towards reaching accommodation on this. But
when somebody suddenly as important as the President of the
United States suddenly raises questions about cost containment, I
find that not particularly useful. So I would caution him and indi-
cate that there would be, as the Post or one of the other papers in-
dicated, it would be more than Jim McDermott who wilf)be upset
if he starts making deals up there when the legislation is with us.

I will point out that he is speaking to the Governors at 11:00 on
health care. I hope that others have spoken to him and that the
speech will be somewhat different. [Laughter.] _

‘Senator ROCKEFELLER. It is a concerning matter to me, Mr.
Chairman, because I value the level and the depth of knowledge
about health care that resides on this committee. And, it seems to
me, it is on this committee and others in the Congress where we
ila\{)(é to work out this compromise, and compromise there will have

o be.

The CHAIRMAN. Very well stated, sir.
Could I record that we are being watched by C-SPAN and there

"is still a chance for the President to have watched what you just
said before he goes over to the Marriott Hotel.

Senator ROCKEFELLER. I hope so.

The CHAIRMAN. Now Senator Durenberger, who has been so very
much involved in these matters. -

OPENING STATEMENT OF HON DAVE DURENBERGER, A U.S.
SENATOR FROM MINNESOTA

. Senator DURENBERGER. Mr. Chairman, if it is, in fact, that we
still have 21 minutes, I am not going to take it all, but I would like
to affirm in perhaps a slightly different' way what my colleague,
Jay Rockefeller, just said to the President and maybe make two

points. : »
One, that health care reform did not start with Bill Clinton or

Hiillary Rodham Clinton, but I am sure glad that they took it on.

And everyone on this side of the aisle has always given credit to
the President and to Hillary Rodham Clinton for doing it.

The people that are still on this committee on this side of the
aisle are the original health care reformers, Bob Packwood and Bob

Dole have been doing health care reform since before I got to this

‘ ' /
‘ ‘\ 4
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committee in 1978. I learned about how to do it from them and
they are still here; and they are still committed to doing it.

We participated in 1979 in this committee in defeating a regu-
latory approach to cost containment. We then came back in 1983
when Senator Baucus was the ranking member of the Health Sub-
committee and 1 was lucky enough to be his chair, we did DRG’s,
began the process of putting prices on hospital products which in
effect changed the nature of the hospital industry in this country.

We followed that up with Senator Mitchell when he was the
Ranking Member of the committee with Medicare Catastrophic.
When Jay took over, we did RBRVS. We did AHCPR. I hate to use
these acronyms. I mean, reform did not begin this year and it is
going to take a long step forward this year.

But the reality of what my colleague from West Virginia just said
is that there are nonpartisan, bipartisan traditional efforts to re-
form this system. And practically all of them have vriginated right
here in this committee among the people who are still here to help
the President and Mrs. Clinton do it in 1994, hopefully by August
15.
The second point I would like to make, Mr. Chairman, is some-
thing I have learned. I have found that now that I have made the
decision not to run for a fourth term, I have learned a lot more
than I thought when I was thinking of myself as a candidate and
all the rest of that sort of thing. \

You referred to the fact that Lloyd Bentsen and I introduced the
small group insurance form bill that actually passed the Senate. -
- Two of the things that are valuable lessons for all of us to learn—
and President Butler, I think, at Columbia gets the credit for say-
}ng this—you can either get the job done or you can get the credit

or it.

In this body we see, or in politics in general I guess we see, both
kinds of folks. I put a high value in getting the job done, particu-
larly now that I am not running for anything. I cannot say I always
felt that way. I think I always felt like I needed the credit for these
things as well.

But the second lesson I have learned that is very valuable is, if -
you have a good idea and you know from your constituency that it
can work, the best way to assure its success is to give it away. I
‘just share that with my colleagues, as at least in my case a proven
quantity.

We have such a reform before us today. This began in Minnesota
right after the: Pepper Commission completed its work—the Rocke-
feller Commission. You talk about the essence of compromise and
how to get the job done, you did it in that Commission as you did
in the Commission on Children, Jay.

My staff, Kathy Means, together with Dave Gustufson, who was
then on loan from the PBGC, is now back at PBGC, designed the
insurance reform bill that we are going to be talking about today:
and that is incorporated in most of these pieces of legislation.
~ Passage of this, we introduced it first as S. 3260 in October of
1990. We refined the product as S. 700 in 1991. We gave it away,
recognizing pelitical realities as S. 1872 at the latter part of 1991
and the ther-chairman of this committee, very committed to that,



7

as he is today, passed it through the Senate on at least two occa-
sions. .

So, Mr. Chairman, I just maybe in a different way will say to the
President that he has &one a lot of compromising already with var-
ious interests in this health care reform bill I think for the elderly
and the unions. It is kind of now the time where we all get into
the effort of working this thing out. A
. I am pleased with the progress that is being made. I am pleased
" with what the Governors are doing and others are doing. But I do
want to say in respect to my colleagues in this committee, as you,
Mr. Chairman, know so well, that there is a capacity here and .
there is certainly a commitment over 20 years here to get this job
of health care reform done and to do it *his year.

[The prepared statement of Senator Durenberger appeais in the
appendix.] :

he CHAIRMAN. Very properly stated, sir, if I may. And just fo
those who may have missed it, AHCPR is the Agency for Health
Care Policy Research; PBGC is the Pension Benefit Guaranty Cor-
poration. [Laughter.]

Senator Grassley?

Senator €HAFEE. How about RBRVS? [Laughter.]

Senator ‘GRASSLEY. Mr. Chairman, if it will .not disappoint you,
I am going to pass for an opening statement. .

The CHAIRMAN. Sir, there is plenty of time.

Senator Hatch?

OPENING STATEMENT OF ORRIN G. HATCH, A U.S. SENATOR
: ' FROM UTAH

Senator HATCH. Mr. Chairman, I thank you for holding the hear-
ings on health insurance market reform. I think they are impor-
tant. I look forward to hearing the witnesses today. '

But I hope today’s session will prove a positive one. I, for one,
for instance, have been distressed that insurers have become the
bad guys around here. In fact, the health insurance industry pro-
vides a very high level of service at a very low profit margin.

True, there are problems with health insurance, as I believe our
. witnesses will readily recognize today: For instance, last week Mrs.

‘Michelle Brown of Salt Lake City visited my office. Her husband,
Larry, had lost his health insurance 3 months ago, after having
been diagnosed with AIDS.

Mrs. Brown came not to seek fault, although she surely had some
reason to do so, but ask bravelr for improvements in the system.
The improvements that she sought wilf make certain that other
mothers and children do not have to risk financial security to
scramble for credit in order to pay for the comfort and care of their
critically ill loved one. \

That is a problem in the system that we need to fix and we &re
all trying to get about that in the United States Senate. But that
does not mean that the system is irretrievably broken.

In all our rush to find fault, we seem to be ignoring the fact that
the majority of our population has good health insurance and our
aim should be to correct the deficiencies and reform the process.

Several of the bills before this committee improve on that. For
example, by guaranteeing issue and allowing for preexisting condi-
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tions that will give millions of Americans the security of knowing
that they can obtain and retain their health insurance whether
they become sick or they change jobs. '

That being said, I want to say I look forward to hearing the testi-
mony of our experts here today. I appreciate you holding these
hearings and I think we are well on our way to trying to resolve
some of these problems. :

The CHAIRMAN. Thank you, Senator Hatch.

May I just also note for the record that the sequence of topics
which we will be holding hearings on has been worked out between
our staffs on both sides of the aisle. Senator Packwood and I asked
that we proceed this way on issue-by-issue rather than bill-by-bill.

So now Senator Danforth.

OPENING STATEMENT OF HON. JOHN C. DANFORTH, A U.S.
SENATOR FROM MISSOURI

Senator DANFORTH. Mr. Chairman, this is a very interesting
topic. I think that the most interesting question is whether insur-
ance reforms have the ‘effect of removing incentives, financial in-
centives certainly, for people to try to stay well.

I have supported the idea of insurance reforms. Now I made a
speech in Springfield, Missouri not long ago on this subject, touting
the importance of health care reform and insurance reform, among
others, community rating. - . _

Then at the end of the speech in the question and answer period,
the manager of a small business raised his hand and said, you
know, at our business we try, and we makeé a big effort, trying to
keep people healthy. Should we not be encouraged to do that?

I think that the answer to that question should be yes. I am won-
dering if that goal is in conflict with what we are trying to do oth-
erwise in this legislation. I will beé interested in hearing from the
witnesses. )

The CHAIRMAN You certainly will. Another subject for.our wit-
nesses.

Senator Conrad?

OPENING STATEMENT OF HON. KENT CONRAD, A U.S.
SENATOR FROM NORTH DAKOTA

Senator CONRAD. Thank you, Mr. Chairman. I just spent 5 weeks
at horne in North Dakota going from one town to another and-—

The CHAIRMAN. Snowdrif: to snowdrift.

Senator CONRAD. Snowdrift to snowdrift. We had plenty of that—
51 inches in my hometown. 1 did a lot of listening to the people of
my State, and a lot of listening on this subject, because it is very
important to the people of North Dakota, as I know it is to the peo-
ple of all the States represented around this table.

Over and over what people were saying to me is universal cov-
erage is important to them. They also talked about the skyrocket-
ing costs because we have just learned from Families USA that
North Dakota has the highest proporticn of its citizens’ income
going for . health care of any State in the nation. We are number
one.

That is putting enormous pressure on the budgets of families,
businesses, and even of governments because it is the fastest grow-
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ing part of the budgets of every level of government. So I want to
start this series of hearings by saying cost containment is some-
thing I am going to be looking at and feel strongly about. It is criti-
cally important that we accomplish that as we proceed.

I also have heard over and over from the people of my State
streamline and simplify. Streamline and simplify. People are very
concerned that the superstructure that is part of the President's
plan needs to be simplified and streamlined. So those will be guid-
ing goals for me as we move through this process.

I appreciate very much, Mr. Chairman, your calling this set of
hearings. I think you have done a splendid job, along with others,
of organizing them.

The CHAIRMAN. Thank you, Senator Conrad.

And finally, Senator Roth.

OPENING STATEMENT OF HON. WILLIAM V. ROTH, JR., A US.
SENATOR FROM DELAWARE

Senator ROTH. Well, thank you, Mr. Chairman. Let me join in
congratulating you for the series of very important hearings that
you have scheduled throughout the spring.

I will be very brief. I just would like to make one comment, how-
ever, on a proposal that I have made the last 2 years to point out
that the one issue the President underscored in the State of the
Union Address was, of course, universal coverage for all Americans.

There has also been a great deal of discussion that we should
make available to the public the coverage we have here in the Con-
gress and the Executive Branch. What my proposal has been is to
open up the Federal Emplqyee Health Benefit Program to small
businesses and others that are not covered.

It has been estimated that by opening up the Federal plan under
- my proposal, we could cover as many as 10 million additional in-
sured. So I think this is a very important proposal that does help
extend coverage without creating any major new bureaucracy. It
does make available to the public at large what we now have.

I would also say, Mr. Chairman, my proposal would incorporate
small business insurance market reform which I think is critically
important. I will be talking about it further.

The CHAIRMAN. We look forward to that.

Well, now just about on schedule we begin our distinguished wit-
nesses. They are Dr. William Custer. Gentlemen, you know who
you are, come on up. Dr. William Custer, Dr. Davxd Helms.

Dr. Custer is the Director of Research of the Employee Benefit
Research Institute; Dr. Helms is President of the Alpha Center, a
research group here in Washington, DC; and Salvatore Curiale, the
distinguished Superintendent of Insurance in the State of New

York, where community rating has just been adopted and we are -

going to hear from the first State who has done it.

In accordance with our listing here, Dr. Custer, would you begin.
We will hear each of you. If you could keep yourselves to our tim-
ing here. Theii 'we will have time for questions. Good morning.

ot
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STATEMENT OF WILLIAM S. CUSTER, PH.D., DIRECTOR OF RE-
SEARCH, EMPLOYEE BENEFIT RESEARLH INSTITUTE, WASH-

INGTON, DC

Dr. CUSTER. Good morning. Thank you, Mr. Chairman.

Téxe CHAIRMAN. All statements will be placed in the record as if

rea :
Dr. CUSTER. I represent the Employee Benefit Research Insti-
tute. We are a nonprofit, nenpartisan public policy research organi-
zation whose mission is to provide objective analysis of health care,
retirement income security and other work force issues.

The last 5 years we have tabulated and published estimates for
the sources of health insurance coverage, from the March Supple-
ment to the Census Bureau’s current population survey. The latest
available data is the March 1993 survey which has data and health
insurance coverage for 1992.

In 1992 71 percent of non-elderly Americans, that is Americans
under the age of 65, had private health insurance; and 62.5 percent
had coverage through an employment-based plan. While the major-
ity of Americans continue to be covered through an employment-
based system, that source of coverage is eroding for many groups,

especially those who live in low-income families or work for small
employers.

Between 1988 and 1992 4.2 million more Americans were unin-
sured. The number of uninsured increased by 2.2 million between
1991 and 1992 alone. The number of non-elderly Americans with
employment-based coverage in 1992 is 138 million, a decrease from
139 million in 1991.

Now there has been some confusion about numbers of people
without health insurance in this country. I would like to take a lit-
tle time to clear that up. Most researchers familiar with this cur-
rent population survey agree that it gives estimates of the sources
of coverage at a point in time during 1992.

Another Census data survey, the Survey of Income and Program
Participation follows a smaller group of individuals over a 2V year
period. The latest available data from SIPP is from 1987.

Adjusting those number from SIPP for population growth and in-
creases in the number of uninsured to make them comparable to
the 1992 current population survey yields estimates that 25 million
Americans were uninsured for the entire year of 1992; 38 million
Americans were uninsured at any given day during 1992 and 58
million Americans were uninsured for some portion of 1992,

Turning back to the estimates from the current population sur-
vey, we found that increases in a number of individuals on health
insurance are greatest among those whose family had worked for
a small firm.

Between 1991 and 1992 42 percent of the additional 2.2 million
individuals without coverage were in families where the family had
worked for an employer with fewer than 25 employees. An addi-
tional 15 percent were in families in which the family had worked
for an eniployer with between 25 and 99 employees.

The clients in the employment-based health insurance coverage
were somewhat offset by increases in number of Americans with
coverage through a public source. In 1992 33.4 million non-elderly
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?gnégricans received public covérage compared with 26.2 million in
The increase in public coverage is due in part to increases in
Medicaid coverage for children and pregnant women and in part
due to the effects of the recessions, which pushed people’s incomes
to a level where they become eligible for Medicaid coverage.

Not surprisingly, workers are much more likely to have coverage
from an employment-based plan than nonworkers. Seventy percent
of workers were covered by an employment-based plan compared to
only 37 percent of nonworkers.

In addition, 77 percent of individuals and families headed by a
full-time, full-year worker were covered by group health plans com-
pared with 37 percent of those in families headed by other types
of workers and 16 percent of the individuals in families headed by
a nonworker.

Workers will also more likely be covered by an employment-
based health plan if they work for a larger ~mployer. Premium
costs are lower for larger employer plans because they are able to
spread the administrative costs over more individuals and the risks
are pooled over more individuals. ,

Only 23 percent of self-employed workers and 22 percent of work-
ers in firms with fewer than 10 employees were covered through
a group health insurance plan sponsored by their own employer,
compared with 70 percent of workers and firms with 1,000 or more
employees.

Income is also related to health insurance coverage. In general,
individuals with higher levels of inceme are more likely to be cov-
ered by private health insurance. In 1992 only 16 percent of indi-
viduals with families’ income below $5,000 a year were covered by

rivate health insurance compared with 92 percent of families with
amily income of $50,000 or more.

Among the 38.5 million Americans who were without health in-

_surance in a given day in 1992, most were working adults—57 per-
cent—while the rest were children or nonworking adults. The unin-
sured live in families that are low income and employed by small
employers as I just said.

Over 60 percent of the uninsured live in families with total a
family income of less than twice the rate of poverty level; 51 pei-
cent of the uninsured live in families whose family head works for
an employer with less than 100 employees. The uninsured also
tend to be young. About 25 percent of the uninsured are children
under the age of 18. ‘ |

But even among adults, the uninsured tend to be younger than
those with coverage. Twenty-seven percent of those aged 18 to 29
were without health insurance coverage in 1992 and that group
comprised 40 percent of the uninsured adults.

In every age category, men are more likely to be uninsured than
women, with the exception of that group between the ages of 55
and 64. That age group is more likely to have coverage than young-
er groups, but women are more likely to be uninsured in that age
group than men. ‘

The characteristics of the uninsured will be an important deter-
minant of the impact of health insurance reforms. Age and gender
and to some extent income are good predictors, are important pre-



12

dictors, of risk. An income, of course, affects the ability and the
willingness of individuals to purchase coverage.

Thank you very much, .

The CHAIRMAN. Thank you, Dr. Custer, for an exemplary, suc-
cinct, informative and stimulating presentation.

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

The CHAIRMAN. Dr. Helms, would you proceed, sir?

STATEMENT OF W. DAVID HELMS, PH.D., PRESIDENT, ALPHA
CENTER, WASHINGTON, DC

Dr. HELMS. Mr. Chairman, distinguished members of the Senate
Finance Committee, I have been asked to review the results of pub-
lic/private partngrships which began in the late 1980’s to expand
health insurance to the working uninsured.

As you have heard, I am President of the Alpha Center, which
is & nonprofit and nonpartisan center which provides policy and
technical assistance to State and Federal Governments and Foun-
dations.

I began serving as the National Program Director for the Health
Care for the Uninsured Program in 1986, and now direct the State
initiatives in health care reform program for the Robert Wood
Johnson Foundation.

I reviewed the results in my written testimony. These are the re-
sults of very dedicated community leaders who have worked very
hard to impirove the affordability and accessibility for the health in-
surance for the working uninsured using voluntary, noncompulsory
strategies.

It is important to understand the policy context in which these
projects operated. The States were already fiscally strapped with
funding Medicaid expansions and they were eager to find ways to
entice employers to offer health insurance to their employees.

The projects worked in an environment with extensive medical
underwriting, where that was the norm for small firms and their
employees, There was certainly not the attention we have today on
the health insurance crisis and the need for more comprehensive
reform.

Today, policy makers must make a fundamental choice about
how to expand health insurance coverage to the uninsured. Given
that the majority of Americans currently get their health insurance
through employers some believe that universal coverage could be
achieved by encouraging non-insuring firms to purchase it for their
employees voluntarily, thereby avoiding the need for compulsion or
mandates. ,

This testimony reviews the results from the health care for unin-
sured program and other recent State programs, including in New
York, California and Oregon, that tested the viability of an array
of voluntary initiatives, including direct and indirect subsidies, tax
credits, limited benefit plans—including very limited on “bare-
bone” products—and buying cooperatives. :

The results taken in the aggregate and compared to the mag-
nitude of the problem were quite disappointing. But don’t tell that
to these who were able to obtain health insurance coverage through
these subsidized programs. It is the proverbial glass half empty,

glass half full.
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So if we are not able to do universal coverage, I believe that the
following minimal incremental steps must pursued: small group in-
surance reforms, voluntary health insurance buying cooperatives
for the small groups, subsidies for low-income workers and their
families, assurance of affordable individual coverage for part-time
workers and others not covered 'by employer-sponsored plans and
expansion of Medicaid coverage for all those up to 100 percent of
the poverty level.

Policymakers should clearly understand tBat while more of the
uninsured would be covered through these incremental steps, the
goal of universal coverage will still not be achieved.

The critical question raised by these voluntary efforts to entice
small employers to purchase health insurance for their employees
is: Why do they not work? Some employers reported that they
feared that State Governments would retract the subsidies when
they faced hard economic times. I am sorry to report they were
right, as evidenced by what happened in Maine, Michigan and Wis-
consin when they withdrew the subsidies.

It could be argued that these projects did not test whether sub-
sidies greater than 50 percent would achieve a better response. But
this would be costly for the public sector and certainly for States
alone. And from the experience outlined in this testimony, it would
be disappointing as well. »

The fact that these uninsured workers in small firms, as you
have just heard, are primarily low-wage workers means that they .
will have to be heavily subsidized. Unfortunately, there is little evi-
dence that voluntary efforts alone will close the gap.

These projects achieved a very small market penetration. Even
with subsidies from 30 to 60 percent of the prevailing rate of insur-
ance, these projects were only able to get a market penetration in
the best case of about 17 percent of the uninsured small firms.

Universal coverage cannot be achieved voluntarily. This is why
many States moved on to more comprehensive reforms.

While there are unique circumstances in each, the States faced
a continued escalation in cost and ever increasing number of unin-
sured and a recognition that our employer-based system was break-
ing down—the number receiving coverage through that mechanism
is declining.

But more important, the States realized that simply doing these
incremental steps-—e.g., Medicaid expansion, subsidized programs
and small market insurance reforms—were not going to achieve
the goal of universal access, which they, too, very much want to
achieve. It is why they are looking at more comprehensive reforms.

I hope it is time in this country to make the commitment to ni-
~ versal access for the reason that it is simply the right thing to do.

But it is also pragmatically the best way to make a system of man-
aged competition work or to impose expenditure limits should that
become necessary.

Thank you, Mr. Chairman.

The CHAIRMAN. Thank you, Dr. Helms. That is very helpful, spe-
- cific experimental data, which is very important to this committee.

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

The CHAIRMAN. As you say, States have been facing the dilem-
mas which you encountered and have moved to more comprehen-
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sive arrangements, of which New York, I believe, is the first, sir,
you tell us to establish community ratmg on a statewide basis. In
any event, you have just done.

Mr. Cunale we welcome you this morning.

STATEMENT OF SALVATORE R. CURIALE, NEW YORK STATE
SUPERINTENDENT OF INSURANCE, NEW YORK, NY

Mr. CURIALE. Thank you, Mr. Chairman, and members of the
committee. It is an honor to be asked to talk about New York’s ex-
periences in small group health insurance market reform.

You are very correct. In July of 1992, New York enacted commu-
nity rating, open enrollment legislation which required all insvrers,
including HMO’s who were writing insurance in the small group
and individual market, to practice open enrollment, which simpl
is to take everyone and to rate on a community rated basm, whic
means you average everyone together. You do not vary in your rat-
ing on the basis of their age, their sex, their occupation or their
health status.

The CHAIRMAN. Sir, could I just interrupt to thank you for some-
thing I hope we could encourage in these hearings, which is that
the experts who know what they are talking about explain these
terms. They are not instantly clear to everyone.

Community rating means everybody has the same price

NMir. CURIALE. Rate.

The CHAIRMAN. Rate.

Mr. CURIALE. Price. Premium. Everybody is charged the same.

The CHAIRMAN. Premium is a bill, right? You get your premium
in the mail. It is your bill.

Mr. CURIALE. That is correct, Senator. Unfortunately, sometimes
these terms are used mterchangeably and equally misunderstood
on both sides.

Senator PACKwOOD. Can [ ask a question?

‘. The CHAIRMAN. Yes, Senator Packwood.

" Scnator PACKWOOD. Because I want to make sure I understand.
You have two markets. You have a large employer market and a
small employer market. :

Mr. CURIALE. That is correct. .

Senator PACKWOOD. Each of them are community rated, 1 take
it. ‘ ,

M(Ii CURIALE. No. The large group market tends to be experience
rated.

Senator PACKWOOD. Okay.

Mr. CURIALE. But because of the size of the group, in effect if the
group is large enough and you are rating it on its experience, it is
averaged. So it is much more crucial to have community rating
when you have small groups and individuals.

Senator PACKWOOD. In this small group, there is no variance,
whether you are single or married, whether you have dependents
or no dependents. You pay the same premium per employee.

Mr. CURIALE. Yes. You are averaged in with others like you.
There is no variance.

Senator PACKWOOD. Now, wait a minute. “Others like you” or
you are averaged in with everybody"
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Mr. CURIALE. Everyone that has the same contract in the same
geographical area’is averaged in and you pay the same rate.

Senator PACKwWoOD. Then I am confused. I thought you said this
was statewide community rating. You have all of a sudden said ge-
ographic.

Mr. CURIALE. Yes. It is statewide, but it is definitely broken
down into geographic areas. The insurers have different geographic
areas which generally relate to at least the size of a county.

Senoator PackwooDn. Will you have different prices in different
areas?

Mr. CURIALE. Yes, absolutely.

Senator PACKWOOD. So it is not State-wide community rating?

Mr. CURIALE. Well, you know, it is a matter of semantics. It is
State-wide, but it is broken down in terms of geography. If I had
had my druthers in terms of an insurance person, I would love to
see State-wide community rating with the State being one commu-
nity.
But you must recognize that there are different costs, expenses,
facilities in different parts of the States. And politically, it is al-
most impossible to get the whole State to say, yes, we will be one
comnmunity.

Senator, when you ask the question, am I my brother’s keeper,
invariably you get the answer no.

Senator PACKWOOD. Because I went to law school at NYU and
é realize that Schenectady does not think of itself as New York

ity. :

Mr. CURIALE. They do not think of themselves as the same com-
munity.

Senator PACKWOOD. I have a last question. I apologize for inter-
mgting. Let us just saf( you—— :

The CHAIRMAN. No, let us get this clear.

Senator PACKWOOD. Now we are in the
Schenectady or whatever the area is.

Mr. CURIALE. Right. * : :
Senator PACKWOOD. A 45 year old adult male who is chronically

sick, who is married and has got seven kids, is it the same for a
policy as a healthy 21 year old single person?

Mr. CURIALE. Yes.

Senator PACKWOOD. Okay. Thank you. :
" Mr. CURIALE. Because that 21 year old might have a child tomor-
row with diabetes.

Senator PACKwoOD. No, I understand.

Mr. CURIALE. If he is lucky, he gets older and ultimately it is bet-
ter for society if it is all in one pot. That is our view in New York.

The CHAIRMAN. I believe, sir, that this began in Monroe County
with the City of Rochester, did‘it not? )

Mr. CURIALE. Rochester is always pointed to as a great example
of community ratthg. What makes Rochester so great is that the
Blue Cross/Blue Shield plan there community rates, but the major
employers in Rochester, rather than self-insuring, which might be
to their benefit, have joined in the community and have put all
their emFloyees into the pot so that the law of large numbers,
which all insurance is based on, the spreading of the risk, and
there are other insurance principles like risk selection which we

same geographic area, or
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think are abhorrent to health insurance coverage, but in Rochester
I think it is Kodak and some of the other major employers, rather
+ than self-insuring, have decided to join in with the Blues. That is
why they have such a healthy community.

The CHAIRMAN. I do not want to take advantage of the Chair
here, but could I just say to my colleagues, and I believe it is the
case, sir, that Blue Cross/Blue Shield coverage in Rochester is two-
thirds the average for the nation. And in no sense is it a skimpy
arrangement at all. .

Mr. CURIALE. Yes. And part and parcel—

The CHAIRMAN. Is that the case?
Mr. CURIALE. That is correct, Senator. And part and parcel of

their success is that because this major employer takes part in the
community pocl of the Blues, they also take part in planning
health care, 1n cost containment, and it is a very worthwhile situa-
tion there. , '

To go on, the law also provided for portability of pre-existing con-
dition waiting period so that if you were insured with one insurer
and changed to another insurcr and you are continuously insured,
and by that it is defined as being at least within 60 days you go
to another insurer, you will not have to have another waiting pe-
riod. Your pre-existing conditions will be covered,

This has cured job lock, the so-called phenomenon where people
are afraid to change jobs because they are afraid that when they
join a new insurer they will not be able to have coverage.

There is also in the bill—there are many other provisions, but I
am trying to hit the highlights. There is a risk adjustment mecha-
nism which attempts to convince insurers that they should be stay-
ing in the market. It adjusts risks based upon demographics—age,
sex—and family coverage that different insurers have, recognizing
that age and sex has a great influence on the morbidity and, there-
fore, the cost of the various pools.

It also has a pool which is based on specified medical conditions
which include transplants, both organ transplants and bone mar-
row transplants, neonates, low-weight babies which are very, very
expensive to treat, people who become dependent upon respirators
and AIDS patients.

So what that tries to do is, since we are having open enrollment
and community rating and since insurers have to take everyone, .
we have an adjustment mechanism which will prevent insurers
from being adversely selected against and will attempt to balance
out the pools.

What that also did was to——

The CHAIRMAN. Sir, I am going to ask, adversely——

Mr. CURIALE. Selected against. -

The CHAIRMAN.—selected against.

Mr. CURIALE. Yes. :

The CHAIRMAN. Would that mean--let us work'that out.

[{The following statement is purely a hypothetical example used to illustrate the con-
cept of adverse selection. It is not meant and should in no way be interpreted to
imply that New York Life has done anything improper.]

Mr. CURIALE. Here is what you have, Senator. Many of the com-

panies that said, oh, no, we cannot have open enrollment and com-
munity rating said that if we had that what prevents, for example,
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an ad being placed in the Village Voice by the Gay Men’s Health
Crisis. New gork Life, for example, has geen very, very difficult
with us, refusing to take our groups. Now that we have open en-
rollment and community rating, everybody go to New York Life.

Therefore, you would call that an adverse selection. They all of
a sudden might have very, very costly insureds. What this system
tries to do is to account for that and to have a balancing factor
where you will have pool set-up which are contributed to by all in-
surers, which will represent the demographics of the pool and also
specify medical conditions. '

The CHAIRMAN. Thank you. P

Mr. CURIALE. To understand the impact of this law and the im-
portance of the law, I think it is important to know what led up
to it. During the 1960’s and 1970’s in New York we had a tremen-
dous situation for small groups and individuals. Medical care costs,
health care costs were not escalating at the rate that they are esca-
lating today. Things were relatively stable.

Most people in small groups and individuals were covered by the
Blues. They community rated. They open enrolled. The commercial
carriers did not bother much with the small groups.

As the 1980’s came along and health care costs started to esca-
late some of the small group carriers got a very good idea. They
determined that by very carefully underwriting risk selecting and
by experience rating small %roups they could attract the healthier,
younger groups from the Blues and essentially make a ton of
money. They could give good claim service because there was not
very much frequency or severity of claims. )

ssentially, Senators, it was like shooting fish in a barrel. What
“happened eventually and into the late 1980’s and into the early
1990’s was that the once very well balanced pools of the not-for-
profits, the Blues, which had lots and lots of young and healthy
people, along with the older and sicker people supporting the entire
pool began to be systematically stripped.

Now some people call that “cherry-picking,” but you do not need
to call it cherry-picking. It is a simple matter of economics. If you
have one set of insurers that are permitted to underwrite and expe-
rience rate their people, that is take them if they think they are
young and healthy, and then even if they turn out not to be be-
cause something happens to them, raise their rates, along side a
system where you have not-for-profits taking everybody and aver-
age rating them, you will have a natural migration. - "
~And as time goes by and health care costs go up, more and more
the community rated pools of the Blue Cross/Blue Shield plans be-
came more and more expensive. It was an upwards spiral that in
1990-91 reached—I hate to use this word-—crisis proportions, Sen-
ator. It was a very, very serious problem.

‘What we had in our State was a separation of the young and the
healthy from the older and the sicker, a separation of the lucky
from the unlucky. What we did was to change that situation. We
had several things happen.

I will take a little more time because you asked questions.

The CHAIRMAN. Please do. [Laughter.]

Senator ROCKEFELLER. You are meant to ask before you say that.

[Laughter.]
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‘Mr. CURIALE. What we had, I think we have now a situation in
New York where we have health insurance more available and
more affordable for all people. The younger people sent out a great
hue and cry at the outset of community rating. There is no doubt
that their rates went up. ‘ .

If you have an averaging, it stands to reason that that is going
to happen. But 60 percent of the people actually had lowering of
their rates or rates that were not higher than 20 percent, which
included trend, which meant that the trends were probably going
to raise those rates a good deal anyway.

The people that got 100 percent. increases were some young peo-
ple, very young people, maybe 5 percent of the insured. Senators,
they had “ice in the winter” anyway. They had experience rated
policies. I call it ice in the winter. It was more appropriately called
warmth in the summer, because they had an illusion. They had low
rates while they remained young and healthy.

Once something happened their experience rate went up and
they were bounced out to the Blues. The Blues now had them when
they were expensive. The isituation is much better now. We have
rate stability. Naturally health insurance premiums are still very
highkbecause of health care costs. But I feel like we are on the right
track.

We need other things. We need to have standardized medical
packages so that companies cannot engage in back door underwrit-
ing. What that is is that a health insurer offers only products
which appeal to the young and healthy—high deductible policies—-
and in that way they have open enrollment and community rating,
but sick, older people do not buy their policies.

We also need an all markets bill. We need subsidization from the
large experience rated carriers who do not insure the individuals,
who are still relegated only to HMO’s under our law.

Thank you, Senator.

The CHAIRMAN. Thank you.
d_[’Iihe prepared statement of Mr. Curiale appears in the appen-

ix.

The CHAIRMAN. As someone who is just this minute filling out
his Medicare forms, could I suggest that not everybody is old and
sick. [Laughter.]

And to say just for the record that the Superintendent did not
in any way intend to ‘suggest that the Gay Men’s Health Crisis
Center has adversely selected against anyone.

Mr. CURIALE. Absolutely, Senator. I am glad you clarified that.
. The CHAIRMAN. They are a responsible and very helpful organi-
" zation in what generalfly is a crisis. There can be no question.

I have interrupted enough already. Senator Packwood?

Senator PACKWOOD. So have I, Mr. Chairman, but I have a few
more questions.

I want to make sure, Mr. Curiale, in your geographic, not- State-
wide, but geographic, community rating there is no difference in
premium between family and individual.

Mr. CURIALE. Yes, there is a difference in premium between fam-
ily and individual.

Senator PACKWOOD. Oh, there is?

Mr. CURIALE. Yes.
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Senator PACKWOOD. Okay. Is that the only difference within a
geographic area?

Mr. CURIALE. The community rating refers to no differences on
the basis of age, health status, occupation, or sex. Naturally, there
woulgd be differences based upon benefits, if you have richer benefit
packages.

Senator PACKWOOD. Wait a minute. The packages are not stand-
ard either?

Mr. CURIALE. The packages are not standard either, no.

Senator PACKW0oOD. Oh. '

Mr. CURIALE. And we need that.

Senator PACKWOOD. I agree. So an average person might have
trouble comparing packages possibly if, there are different benefits?

Mr. CURIALE. And that is one of the problems.

Senator PACKWOOD. Now 1 want to come back to the community
rating as to conditions. Forget the difference in the benefits. That
I understand. Apart from family versus individual there is no dif-
ference in the rating within the community. '

Mr. CURIALE. That is correct.

Senator PACKWooOD. Okay. Now then, let me find Dr. Helms’ tes-
timony here. Doctor, you say very boldly, and it is in the first page
of your testimony, if the goal is to achieve universal coverage, vol-
untary approaches to making health insurance more affordable and
available will not be sufficient, i.e. they do not work. :

Dr. HELMS. That is right. -

Senator PACKWOOD. Do you agree with that, Dr. Custer?

Dr. CUSTER. Yes, I do.

Senator PACKWOOD. Mr. Curiale?

Mr. CURIALE. Yes.

Senator PACKWOOD. Is there anyway we can get to universal cov-
erage then without compulsion?

Dr. HELMS. 1 think we have tried everything we know. As Sir
Winston Churchill said, “Americans can be counted on to do the
right thing after they have exhausted all of the other possibilities.”

Sir, I believe that through these demonstration programs which
began in the late 1980’s that we tried everything we could short
of making coverage compulsory. We used very high cost sharing.
We used all kinds of subsidy arrangements. Our results dem-
onstrate that simply trying to entice employers to purchase insur-
ance through offering less benefits or providing subsidies will not
get you to the goal of universal access.

Senator PACKWOOD. The other two of you agree?

Dr. CUSTER. Yes, Senator, I agree. One of the reasons I think
universal coverage is important rather than universal access is
what we see in the State of New York and have seen. Is that peo-
ple drop in and out of the system. It is not only because you want
~ to cover everybody and everybody deserves coverage, but you have

to have everybody in the system because people will stay out of the
system while they think they are young and healthy and only drop
in later when they feel that they—— ‘

Senator PACKWOOD. I have other questdons. Do not answer more
than I need. [Laughter.]

The CHAIRMAN. And do, please, remember, there are lots of old

"and healthy. [Laughter.]
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. Benator PACKWOOD. You all three agree that—I will use the word
compulswn others would say mandates—but short of some methed
of enforcement we are not going to get universal coverage. It is not
going to come through tax incentives. It is not going to come
through wishes.

Dr. CUSTER. Yes.

Dr. HELMS. Yes.

Mr. CURIALE. Yes.
Senator PACKwooD. Okay. Next, ‘the issue of community rating

and the argument that, well, if we go to community rating—you
come very close to it apparently in these small market areas in
New York, apart from family versus single-——how do we rebut the
argument that if you go to community rating there is no incentive
for good health, that the employer is paying the premiums as well?
Why should I try to get my people to quit smoking or why should
I have a P.E. program? It does not make any difference. I have to
pay the same rate anyway.

Mr. CURIALE. I think just the overall—it is the same rate, but
the overall costs for everyone keeps going up and going up.

Senator PACKWOOD. I understand that. But an employer who
works at it and really—and an individual who works at it, does not
smoke, does not drink and works out gets no better break than
somebody who is an absolute drinker, smoker, does not exercise.
Where is the incentive?

Mr. CURIALE. Senator, we did a study on wellness incentives be-
cause part and parcel of our community rating, open enrollment
law, the legislature required us to do so. The problem with those
incentives first of all is that there is no guarantee. You can ask Jim
Fix who ran judiciously and died of heart attack. There are plenty
of people that do not smoke that get lung cancer.

Senator PACKWOOD. Wait a minute. Wait. But on average.

Mr. CURIALE. Yes, that is true. But the other problem in terms
of a regulator and trying to make the system work is, it is almost
-impossible to enforce. It is impossible to see whether or not a per-
son is smoking. It is impossible to see whether or not a person is
jogging every day. It is impossible to see whether or not a per-
son—--

The CHAIRMAN. Not if he is President of the United States.
[Laughter.]

Mr. CURIALE. Other than the President of the Umted States, Mr.
Chairman, 1 would say that our studies of the situation have been
that unfortunately it is not enough of a predictor of good health
and low cost and it is almost impossible to enforce.

Sehator PACKWOOD. Let me ask Dr. Helms and Dr. Custer. Do
you agree with that conclusion, and we ought to go to as broad a
base of community rating as poqmble and realize in essence we will
quit experience rating even within the community?

Dr. HELMS. I generally accept that that is what is going to be
necessary, yes.

Senator PACKWOOD. Dr. Custer?

Dr. CUSTER. In our studies of employer sponsored wellness pro-
grams, health costs were one of the lowest reasons, ranked reasons,
for offering those benefits. There are productivity reasons and mo-
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rale reasons and good work force issues why employers would want
to offer those programs that have little to do with health.

So I do not think that a community rate would reduce the incen- .
tive to offer those benefits.

Senator PACKWOOD. Thank you very much. Very helpful.

The CHAIRMAN. Very helpful, indeed. Thank you, Senator Pack-
wood.

Senator Baucus?

Senator BAucus. Thank you, Mr. Chairman.

I would like to follow up a bit on Senator Packwood’s questions.
Again, I hear you all say that as wide of community group as pos-
sible makes the most sense. Second, I hear each of you say that
some form of compulsion is necessary. Is that right? I see all heads

nod.

Dr. HELMS. Yes.

The CHAIRMAN. The record does not show nods. [Laughter ]

The CHAIRMAN. Dr. Custer, Dr. Helms and Mr. Superintendent,
you say yes?

Mr. CURIALE. Yes. :

Dr. CUSTER. Yes. ‘

Dr. HELMS. Yes.

The CHAIRMAN. You agree.

Senator BAucus. What form of compulsion do you think makes
the most sensc? Some suggest individual mandates and some sug-
gest employer mandates. What do you think is the best way to get
at this question of how you most efficiently include this large group
of the American population, basically everyone?

Dr. CUSTER. EBRI, of course, does not take positions on what

“would be best or worst. But I can tell you, that there are different

affects of an employer mandate versus an individual mandate in
the short run. In the long run, economic theory will tell you that
you are spending the employee’s money The differences in the long
run will not be there.

In the short run, the markets canunot adjust fast enough to have
that be the individual’s money. Ir the short run, if you. go through,
an employer mandate, you will affect the labor market. That will
mean that in the straight mandate the way that was suggested 2
or 3 years ago by the Senate, the majority with no cap on the per-
centage of payroll, you will have some job losses. .

Senator PACKwooD. Okay. Dr. Helms? ‘

Dr. HELMS. I guess the first answer, I would certamly support
the idea that in the long run this cost does get shifted back largely
to the employees. It is why many States who impose this man-
date—Oregon has pushed its out a few more years; Washington ul-
timately for the most affected group, has a mandate of 1999, This
gives some time for the employers to adjust and prepare for the im-
position of the mandate.

My own personal view, which will not be terribly enthusiastically
received here, is that it would be more efficient to do this through
a tax financed system. I happen to like an individual mandate as
a way to impose this burden. But that requires, in my opinion, your
moving to a tax-financed system.

Senator PACKWOOD. Mr. Curiale?
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Mr. CURIALE. This is just a personal viewpoint. I think a com-
bination of employer and individual mandate is necessary with tax
supports, taxpayer subsidies. I think that the participation is nec-
essary for the purpose of having cost control, for the purpose of
having everybody have a stake in it. I think it would lead to ulti-
mately everyone feeling the pain of high health care costs and,
therefore, participating in the sacrifices that are necessary to hold
them down. :

Senator- BAucus. That gets to my next question. I mean, assum-
ing we want some kind of universal coverage and assuming further
some form of compulsion is necessary to get there, there is another
big unanswered question that is cost. >

I assume that in New York and in all States that have insurance
reform insurance is still very costly for a lot of people. And even
under the voluntary system in New York, I assume a lot of people
just do not buy insurance because it is too expensive. —

So how do you deal with costs? Particularly because there are
just so many people who just are not in the system because it is
so costly for them.

Dr. HELMS. Senator, I think it is important to recognize the vast
political differences that exist within our States—their political cul-
tures, their willingness to use government intervention.

One of the things that has attracted me about letting States ex-
periment around the cost issue is that some very much want to try . -
the concept of managed competition. Others to continue to use the
rate setting systems that they have built over time. And several
are even building, as in Minnesota, at least an ability to effectively
monitor the growth of health care expenditures; or in Washington
and actually imposing an overall expenditure. . ,_

Whether we have to ultimately impose an expenditure cap will
be an empirical question of whether “managed competition” can
will liinit costs without also having to impose an explicit expendi-
ture limit. Clearly, we must obtain much better information on a
statewide basis to monitor and, if necessary control costs.

Senator BAucus. Dr. Custer, how do we make insurance suffi-
ciently available from a cost basis to small businessmen and em-
ployees and other individuals? ,

Dr. CUsTER. The issue of cost in an insurance market depends
upon the pool, the risk pool, as we have already heard. If you are
going to lower the costs to small employers, you have to include
them in a pool that includes more of the healthy individuals.

One of the problems or issues with community rating is that you
are bringing poor risks into the pool. If you do not also augment
that with the better risk, you are going to have higher prices as
we have seen. . ‘

Senator BAucUS. The cost can still go up.

. Dr. CUsTER. The long-term trend for national health expendi-
ures—— .

‘Senator BAucus. That is my question. How do you deal with the
cost? How do you deal with cost? = P

Dr. CusTeER. That wiil not be directly affected in the short run
by the insurance market.

Mr. CURIALE. Senator, I think that we are all dealing with costs
and I think the escalation of costs has certainly made everyone

<~
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concerned with how to keep them dcwn. I think what this has led
to is a preoccuratmn with managed care n% ht now, although there
i8 ceruxlnly a lack of confidence, I think, by the American public
in manhged care, whether or not there are too many trade-offs in
terms of quality and choice.

But I think that the costs are necessitating employers and indi-
viduals making those choices and we will see whether or not we
can have an éffective managed care system.
© Also States like New York are emphasizin ‘5 primary care to try
and Fre\rent the greater expenses later on. We are tryjng to keep -
people out of emergency rooms. We are trying to do all th
necessary to hold costs down.

Senator BAucCUS. One real quick question. % are costs increasing
in New York, even with universal coverage?

Mr. CURIALE. Even with open enrollment and community rating,
they are certainly increasing all the time.

Senator BAucCuS. At about the same rate as other States or not?

Mr. CURIALE. Probably more.

Senator BAucus. Thank you.

The CHAIRMAN. Thank you, Senator Baucus.

I hope we could all pay attention to Dr. Helms’ remark that the
different States have different political cultures. That is one of
our——

Dr. HELMS. And different capabilities as well.

T'he CHAIRMAN. And different capabilities. It should not be for-
gotten. About 2 years ago, I demonstrated with devastating accu- .
racy that if you want to improve your State test scores for 11th
grade mathematics the easiest way, there is only one way to do it
and that is move your State closer to Canada, as in the case of
Montana. Other than that, there does not seem to be any other
wag to get this done. [Laughter ]

enator Chafee?

Senator CHAFEE. Thank you, Mr. Chairman.

Mr. Curiale, the bill that I have co-sponsored with 19 of my Sen-
ate colleagues applies adjusted community rating—we have a vari-
ation on age only, not sex, just age—to groups of 100 or less. What
are the down sides of appl)mg that to larger groups as well?
~ Are there complexities in managing this? Maybe we ought to just
apply it to everybody, but we just did it with 100 or less, feeling
that those were the companies with the problems—100 or more 1t
works out as you said it does.

Mr. CURIALE. Serator, we did it with 50 or less, only because tra-
ditionally in our State that is what the companies considered to be
small groups. The laiger the better in terms of insurance prin-
cipals. If we could have done it with regard to 100 or 200 and got
it passed in our legislature, we would have done it.

Again, the maximum spread of risk i what makes it better for
everyone. Also, what we would like to do ultimately is to have the
large group, all large. groups, including self-insureds, participate in
the risk sharing through risk adjusument mechanisms.

Senator CHAFEE. So the only reason you did not arply, you just
did it for 50 or less, the only reason you did it was political, getting
it through the le islature?

Mr. CURIALE. '%lhat is correct.

ese things



24

Senator CHAFEE. Okay. Well, the larger the better, but if you cut
off at 100 or less, does it make much difference?

Mr. CURIALE. Well, I think what you are going to do is you are
going to cure the worst problems if you cut it off at 100 or less;
or if you are at at least 100, because it is with regard to the small
groups where you have two or three illnesses that occur and if you
have experience rating that will create unaffordability in terms of
your health insurance.

So if you do it at 100, you will be very effective; not as effective
as if you did it at 200, not as effective as if you did it at 5,000.

Senator CHAFEE. Okay. The next question to everybody here. Is
this business of risk adjustment a pretty exact science?

Mr. CURIALE. Not at all. And, in fact, we have been criticized in
New York because our system is too simple. But we figured we
would start simple with a demographic pool and with a specified
medical condition pool and we would develop from there. It is not
an exact science at all.

Senator CHAFEE. It would seem to me to be a very, very tricky
business. How you do it without penalizing somebody rather se-
verely I do not know. How painful is it, Dr. Custer?

Dr. CUSTER. Well, you are right. It is not an exact science and
I do not see a good way to create a risk adjustment system that
cannot be gamed by some participants in the market or maybe cre-
ate some equities.

Senator CHAFEE. The final question if I have time.

The Ci1AIRMAN. No, there is plenty of time.

Senator CHAFEE. We have a provision in our bill which opens
small group plans to individuals and individual plans to small
groups. What would be the effect of un all markets requirement on
the industry?

Mr. CURIALE. I think it would certainly benefit everyone. I think,
again, when I say benefit everyone—— '

Senator CHAFEE. The question is, just so everybody gets it, that
every company has to take everybody. Some companies, I think
M\ftgal of Omaha, did they not really specialize in taking individ-
uals’

Mr. CURIALE. Yes, but they sgecialized in high deductibles and
under wrote in a situation where they were getting younger,
healthier, low risk people.

~ .- Senator CHAFEE. I am not——

The CHAIRMAN. Those young and healthy people.
Mr. CURIALE. Sorry, Senator.
- The CHAIRMAN. It sounds like Bing Crosby.

Mr. CURIALE. That is what the insuregs want, Senator. They
want those young, healthy people. [Laughter.]

Senator CHAFEE. They are very attractive. [Laughter.]

Mr. CuURIALE. Those, too, Senator. [Laughter.]

Senator CHAFEE. I want to echo what the Chairman said, every
old person is not sick.

Anyway, what is the effect? Do you believe in this; every com-
pany must take everybody? I would like to ask Dr. Helms the same
question.

Mr. CURIALE. We have an all markets bill. If you do not take ev-
erybody and you do not insure or write contracts for individuals,

>
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we believe that you should participate in a risk adjustment mecha-
nism and subsidize in some part those companies that are willing
to write individuals.

Individuals, people that buy insurance as individuals, tend to be
r}i)skier people. They are not buying in a group context. Many of
them-—

Senator CHAFEE. Okay. Thank you. [Laughter.]

Dr. Helms? ) "

Dr. HELMs. I think I can be mercifully brief on this issue. We do
not have a good system of risk adjustment. We have research un-
derway now, some of it sponsored by foundations and by the Fed-
eral Government to devclop a better risk adjustment system.

The State of Washington which has established a managed com-
petition system for their employees, and are now expanding this
mechanism to include their Medicaid population and those who re-
ceive coverage through their State-subsidized basic health plan.
The Washington State Health Authority which operates this sys-
tem is now testing a new risk adjustment mechanism which may
be helpful.

You may need to do a back end reinsurance process.

The CHAIRMAN. Stop right there—back end reinsurance.

Dr. HELMS. Let me define these terms. Reinsurance is a mecha-
nism for spreading high cost cases after costs have been incurred.
With risk adjustment, the potential costs are assessed before care
is provided and the rates are adjusted accordingly.

For the reason why health policy people do not want you to do
it on the back end is that you take away an incentive to get the
insurers to do a better job of managing the cost of those very high
cost cases. : :

Senator CHAFEE. Good. Thank you very much.

(‘}T}t{e CHAIRMAN. Dr. Custer, did you want to respond to Senator
“hafee.

Dr. CusTER. David Helms did a fine job. Thanks.

The CHAIRMAN, Thank you, and thank you, Senator.

Senator Rockefeller?

Senator ROCKEFELLER. Thank you, Mr. Chairman.

I just wanted to say philosophically that as we do this—and the
Chairman has mentioned on a number of occasions the need to get,
you know, a certain number of votes. We obviously have to have
the votes to pass this,

But listening to these three gentlemen testify it again makes it
so clear that we have to reform a health care system in such a way
as it will work. We cannot do it and then find we have made seven
major mistakes and come back in 3 years and expect to do a very
good job. We have to do it right.

So this is not just about ideology. This is not about winning or
losing. It is about making a system that will work.

Mr. Chairman, I would note incidentally how /ong we have come.
A couple of years ago the Finance Committee reported out srnall
group insurance reform legislation that allowed a 900 percent vari-
ation in premiums based upon age, sex, and other factors.

I think limits then were targeted only to the small group market
defined as being under 50 or under 25. Now virtually everybody is
at 100. Blue Cross/Blue Shield, which is going to testify later on
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that the reforms should apply to at 100 or less. They were at 25
2 years ago. So there is a lot of progress being made. We are get-
ting a lot closer on insurance reform.

One question of Dr. Custer that I simply have to ask, because a
moment ago you said with no cap on the percentage of payroll, you
will have some JOb loss. What makes me address that is any time
you say the word “job loss” around here, all antennae go up.

The Alliance for Health Reform recently participated with you,
with a fellow from MIT, and another scholar from the University
of Alabama, all representmg three different points of view. If I re-
call correctly, all of you agreed that if mandates were applied that
therg would not be—the so-called job loss situation would be a
was

There was no disagreement between the three of you as I remem-
ber and there was strong agreement that the woman who had said
there would be 3 million jobs lost, that neither the Clinton plan,
nor the Chafee plan, nor anything else was factored into her think-
ing. Am I right about that?

Dr. CUSTER. That is correct. I was cut off .a little bit before I
could—as you know, we spent an hour and a half on that instead
of the 2 minutes I had to respond there. I was trying to make the
distinction between what happens in the long run and the short
run. As I said at that meeting, in the short run—and again, David
Helms mentioned—that if you transition a mandate in, an em-
-Floyer mandate in, the employment effects are mltlgated in the

arge extent.

In the short run, you can have some job loss; in the long run,
all those effects go away. That is where you get the employer man-
date, individual mandate having very similar effects on income on
Jjobs and a variety of other areas.

Senator PACKWOOD. Jay, run that by me again, because I think
I grasped it. I think it is important. But I want to make sure. Tell
me the point you are making.

Senator ROCKEFELLER. The point I am making is that we, in thls
alliance, which is a nonprofit group I started after the Pepper Com-
mission just to push health care. It is not pro-Clinton or pro any-
thing else, it is pro-reform.

The idea is that the idea of job loss is so galvanizing to so many
people that they never get beyond it.

Senator PACKWOOD. And is the point that without a cap there
will be job losses?

Senator ROCKEFELLER. No.

Senator PACKWoOD. Okay. That is what I am confused about.

Senator ROCKEFELLER. The point is if you have a mandate——

Senator PACKWOOD. Right.

Senator ROCKEFELLER [continuing.] Which is the “m” word, that
it is basically a wash with respect to job loss.

Senator PACKWOOD. Okay.

Senator ROCKEFELLER. You have some in the short term,
pick up in the longer term. But they all—MIT, University of
bama and Dr. Custer from EBlelndlcated it is basically a wash

Senator PACKWOOD. With a mandate?

Senator ROCKEFELLER. With a mandate.

Senator PACKwoOD. All right. Thank you.
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Senator ROCKEFELLER. My only question—I do not even have
time for that—if you could each repeat clearly, as you have stated,
why a voluntary system of participation does not bring universal-
ity. ) <
Dr. CUSTER. As I said in my testimony, a good portion of the un-
insured are both young and low income. Young, excuse me, means
that they are fairly healthy risks. The idea of purchasing an insur-
ance project——[Laughter.] :

You may not need it when you have low income and have a vari-
ety of other uses for your money, it is low on priority. So without
a compulsion, a number of Americans will choose not to buy health
insurance. It will be a rational choice for them. And they will pre-
dominantly be the best risks.

Dr. HELMS. Senator, I have said it will not work because experi-

ence has demonstrated over and over again that it will not work.
Employers do report that the number one reason why they do not
provide coverage for employees is cost——
" They also report that employees can be hired without providing
health insurance and that their employees are insured elsewhere.
That is why large employers are interested in mandating coverage
because they are paying for these employees in small firms through
spoulsal coverage in the system of free-riding that we have cur-
rently.

Mr. CURIALE. Senator, I would simply add that you cannot have
a system where people are allowed to drop in and drcp out depend-
ing upon how they perceive themselves as risk.

Senator ROCKEFELLER. And is it not true that——

Senator CHAFEE, Could I interrupt once more? When you are re-
ferring to “it will not work,” what will not?

Dr. HELMS. In my testimony——

Senator CHAFEE. A voluntary system, is that what you are talk-
ing about?

Dr. HELMS. Yes, sir, subsidies. Voluntary subsidies will not en-
tice a substantially enough proportion of the working uninsured to
receive coverage. :

Senator ROCKEFELLER. Well, in other words, that subsidies-——-

Dr. HELMS. Do not do it..

Senator ROCKEFELLER.—will lead to a voluntary reaction as op-
posed to a full participaticn.

Dr. HELMS. Right. Yes.
Senator ROCKEFELLER. And is it not true that there have been

a number of studies, in fact, which have taken small businesses
and have given them up to 50 percent subsidy of their health in-
" surance premiums and that as few as 3 or 4 percent of those-—
these are small businesses—even with those subsidies went ahead
and bought insurance for their employees?

Dr. HELMS. And, sir, this is the research that I have presented
in the written testimony, sponsored by the Robert Wood Johnson
Foundation. We tried lots of different things and we got a very
small market response. , - .

Sex(liator ROCKEFELLER. That just needs to be very clear on.the
record. I

Thank you, Mr. Chairmari®* . .

The CHAIRMAN. And it now is, which we thank you. \
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Senator Durenberger?

Senator DURENBERGER. Mr. Chairman, thank you very much.

First, this is an excellent panel.

Second, I made the mistake of scheduling my Minnesota Hospital
Association right now. So the next excellent panel, Bill Gradison
and Mary Nell Lehnhard and Bill Link, I apologize to in advance,
as I do to you, Mr. Chairman and my colleagues.

Third, it should be plain by now that what we are doing is not
health reform. This has nothing to do with health reform, except
indirectly. All we are talking about here today is insurance reform.
Okay? And all these other issues about how do we get it to every-
body and all the rest of that sort of thing, that gets into equity is-
sues like how many people do you want covered in what way.

But it is really critical to begin with the notion, we are just talk-
ing about a system which has been run State-by-State, sale-by-sale,
company-by-company where the only issue is solvency and occa-
rionally the way you price. And people like you all have struggled
with trying to make it better and we are trying to fix it by raising
it up here to the national level to make it work better. That is the
first point.

Second, that each of you has talked about the quality of informa-
tion. Much of the experience, much of the learning curve on all of
this has been in basically dysfunctional marketplaces.

So nobody-—New York, Minnesota, nobody—has a perfect market
in which we can take this information you are giving us and trans-
late it into something that will last for the next 10 years. It is valu-
able, but it is not necessarily predictive.

Third, that when we talk about community rating or adjusted
community rating or whatever it is, we are basically talking about
the price of a product. We are not talking about the product.

The product is what produces costs. If you want to buy a product
that keeps you healthy, diagnoses you correctly right off the bat,
puts you back to work more quickly, then you have to change the
delivery system, which this is insuring. And we are not at that in
the current system.

We are just talking about the community rate or an adjusted
community rate for a product that we assume maybe it changes,
maybe it does not. However, it is important to look at community
rate or adjusted community rate, because one of the ways in which
equity through our policy makes whatever the product is affordable
to more people is the way in which we subsidize that price for var-
ious people.

To the degree that we use community rating or any rating sys-
tem to ask the healthy, young, male, whatever it is, to subsidize
the old, sick, female, or whatever it might be, that is a very explicit
decision that is taken community-by-community, State-by-State,
however you deiine community. I mean, we could even do it with
a national system.

There are well documented cost differentials between people in
these various categories, even though we may joke about tﬁe health
of the people on this committee. But anyway, it is a very specific
choice we make, just like the choice we make to ask all employers
to pay such and such a percent of premium. That is an explicit sub-
sidy; or, the tax subsidy, that is an explicit subsidy. Each of which
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is designed to make the price more aftordable, but as yet does not
have much to do with the product.

So I needed to reinforce that, Mr. Chairman, and make a com-
ment about the role of the employer in all of this. It depends on
where you are in terms of how you assess the role of the employer.

It is important in my community as I watch change to see that
the ‘employer’s contribution to the premium makes a difference in
what plan the person selects. If you make 100 percent contribution
to this plan and an 80 percent to that one or, you know, you pay
‘80 percent to both but you are willing to pay 80 percent of a high
price and 80 percent of a low price, that makes a difference. That
is called elasticity of demand or something like that. [Laughter.]

That is important. Conditioning the contribution on behavior,
making choices among plans, that is an important employer con-
tribution. In many companies in my State people are beginning to
work with their employees on life style, on a variety of other
‘things. So that is an important role of the employér. It is not one
that government does a very good job of—you know, ordering peo-
ple to behave in certain ways. :

To get to my questions, and I have two. One of them is, in my
State we went to small group insurance reform July 1. The market.
was 2 to 29. Employers were required to pay 50 percent. Just so

ou understand tﬁat part of it. And they were required to have at

east 75 percent of the employees in the group. Otherwise, it was
~all the same. Rating bans were 25 percent, except for gender,
which they eliminated gender as a factor and things like that.

Here is what happened in my State, just using Blue Cross/Blue
Shield of Minnesota. The Blue Cross/Blue Shield sales in 6 months
went up by 230 percent in that small group market—230 percent.

Much of that was in the non-urban rural areas that have tradi-
tional barriers to access because people are always being experi-
ence rated in their small groups. The other factor was that 49 per-
cent of the groups which Blue Cross/Blue Shield sold since July 1
never had coverage before.

Dr. HELMS. (puld you restate the percentage?

Senator DURENBERGER. Forty-nine percentage did not have cov-
erage before.

So is that an anomaly and if so, maybe you can tell us why it
is an anomaly, Dr. Helms.

Dr. HELMS. Sure. ,

Senator DURENBERGER. But it seems to me that is responding to
a real need. ‘

Dr. HELMS. Yes, sir. I said in my testimony that operating these
subsidized products in a reformed health system might have yield-
ed better results. But the experience in California—referred in my
written testimony shows that for firms with between 5 and 50 em-
ployees that only 22 percent of the newly insured there were pre-
viously uninsured. : .

Our projects set out as their target audience to get those that did
not have insurance before. A lot of times when we open these sys-
tems up to firms which have been previously insured are going to
see a better deal and move into the pool. The question I was ad-
dressing in this testimony is whether or not people who have been
previously uninsured will come in, if with voluntary polling ar-

81-8350-94-2
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rangements along are used. The experience to date is that this is
a “tough sell” in this market.

Senator DURENBERGER. We did not add to the subsidy in Min-
nesota. You got 49 percent new business without——

Dr. HELMS. That is good. I am saying that is good. That is better
than oZive have seen typically when that alone gets done. But that
is good.

Senator DURENBERGER. Thunk you.

Dr. HELMS. Minnesota also, sir, has one of the smallest propor-
tions of our uninsured in the country. You are at 8 percent. Do this
in a State where the uninsurance rate is 20 or 25 percent and it
is a tougher sell.

~The CHAIRMAN. It is the iron law—move close to Canada.

[Laughter.]

Senator Grassley?

Senator GRASSLEY. Thauk you, Mr. Chairman. I want to talk

about community rating in New York. Some people argue—and
also I think specifically people in the administration have argued—
that it is not going to work without a strong regulatory body to en-
force it because insurers are going to find some way of getting
around the requirement.

So what has been the experience in New York with respect to
compliance by insurers?

Mr. CURIALE. Well, there were dire predictions that the compa-
nies that were writing small group insurance were going to leave
the market, but they have not come to pass. They are complying
with community rating and open enrollment.

We still have a problem with regard to the individual market be-
cause our law did not require companies, insurers, to offer indem-
nity coverage to individuals. It required HMO’s to offer coverage to
individual contract holders.
~As I said before, typically individual contract holders tend to be -

the types of people that do not want to go to an HMO. They would
rather have indemnity coverage. They would rather have choice of
their own physicians.

We have seen that companies are complying with open enroll-
ment and community rating and we are very much encouraged by
it. We think that it has- to go further. We think that we have to
find a way somehow to get the large group carriers involved so that
we can spread the risk even further.

Senator GRASSLEY. People were surprised that it did not happen.
Would that apply to you, too, personally from your position? Did
you think there would be less cooperation than ended up being?

Mr. CURIALE. Well, you always expect companies, certain compa-
nies, to try and what they call game the system, to put the applica-
tions for insurance on the 55th Floor and to not have the elevator
running. .

But what we have, this risk adjustment mechanism obviates
that, because in addition to a requirement of community rating and
open enrollment we are now testing the demographics of your com-
pany. We are going to take a look at your mix and see whether or
not you still have only younger, healthier people, whether or not
you have your share of higher risk people.
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And if you do not, you are going to be paying into the pool. So
this is an incentive for companies to do the right thing. ,

Senator GRASSLEY. You have noted that there have been several
legal challenges to risk adjustment pools. Could you tell us briefly
what the basis of those complaints might be? Then also, could you
just on a little different angle, could you tell us about the political
response to the overall reform more generally, particularly amon
those who experience higher premiums than they otherwise would:

Mr. CURIALE. Yes. There have been political challenges. The
HMO’s who typically have a younger mix of people have objected
to the pooling mechanism. They have tried to argue that they are
not insurers within the framework of the insurance law. That is
subjudious and I think we will win on that; and if we do not, we
will pass legislation to bring them in.

As far as the political response, yes, there was a hue and cry
from the younger people at first. But I think that has died down
considerably. I think they realize that they now have a stable prod-
uct that they can depend on. They do not have to worry about leav-
ing their jobs and not having insurance; and they also do not have
to worry about illnesses in their families when they get older.

Senator GRASSLEY. Did you find a high percentage of young peo-
ple dropping their insurance because of that?

Mr. (QJURIALE. We found some, but we did not find the types of
dire predictions to come true, that people were going to drop out
of the market. I think people recognized that the prices that the
were paying before were just unrealistically low, and that the prod-
uct that they were getting was not the product that they needed.

Senator GRASSLEY. You noted that there is going to be proposed
in your State a standard benefit package legislation. Is your De-
partment going to be making any recommendations and would you
do it from the standpoint of a single plan for everyone or a variety
of model plans? Could you also tell me why standard benefit legis-
lation is needed from your perspective?

Mr. CURIALE. Well, it would not be one single plan. It would be
a number of plans. And, of course, we would work with the Depart-
ment of Health to fashion and consumers to fashion what that
would be. ‘

What you need to have is, you need to have a minimum standard
{xackage that is offered by every company, again, to prevent what

said before, referred to as back door underwriting. If companies
are complying with the open enrollment community rating law, but
they are only offering one product that has catastrophic coverage
alone that has high deductibles, then they are not going to be get-
ting their fair share of the sicker people, the higher risk people.
And they need to be spread out amongst the population; they need
to be spread out amongst all insurers.

Senator GRASSLEY. Dr. Custer, your statement noted a 21 per-
cent increase in the uninsured between 1989 and 1992 and it oc-
curred in those families in which the family head worked for a firm
of 500 or more. Of course, your general point, I think, is that the
most serious problems are among the small firms.

But it seems to me that a 21 percent increase seems a pretty
large percentage for firms that we are assuming is going to do a
pretty good job at getting insurance for their employees.
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Dr. CusTER. Well, that is right. The uninsured are not a homo-
geneous group. There are a variety of different reasons for people
losing coverage. That number occurs because the majority of work-
ers work for firms that large. So even if a few employers are drop-
ping coverage or a few employees lose coverage, the percentage IS
going to be high and the number is going to be high.

So it is just where the people is why that number is Iarge I
think the health insurance market discriminates against small
g}xl'uups and small employers and there is a definite policy issue
there.

It is the case though that employment-based insurance coverage
is eroding for all employment sizes.

.The CHAIRMAN. Thank you, Senator Grabsley

 Could I note with respéct to your question about the changes in
rates in New York and the response—I hope this does not imply
that I do not hear young people enough—but as a New Yorker I
have not heard the issue raised. I heard the statement that it
would happen and then I believe it did not. Is that not about what
you would say, Mr. Curiale?

Mr. CURIALE. Yes. As I said before, Senator, the rates actually
went down or did not rise measurably for 60 percent of the people.
Naturally, if you are averaging people. together, there are going to
be a small percentage of people that go up a great deal. But again,
the product that they got is a lot better.

The CHAIRMAN. Thank you.

Senator CHAFEE. Mr. Chairman?

The CHAIRMAN. Yes, sir.

Senator CHAFEE. Could I just say one thing? There was a dia-
logue with Senator Rockefeller and the gentlemen on the panel,
about whether you can voluntarily get people to get coverage. Dr.
Helms was addressing that subject in the efforts of subsidization
and so forth not working.

I just want to make clear that speaking for our program, it is not
a voluntary one, it is an individual mandate. So I do not want any-
body to go out of here thinking that what was said was directed
toward the program that I and others are sponsoring. We require
that individuals have the insurance. It is not a voluntary program.

Thank you.

The CHAIRMAN. The Chalr rules that nobody will go out of' here
thinking otherwise. [Laughter.] ,

Senator CHAFEE. Thank you very much.

The CHAIRMAN. And now for the last questions of this excellent
panel, Senator Daschle.

Senator DASCHLE. Thank you, Mr. Chairman.

It is an excellent panel. I have enjoyed your testimony and ap-
preciate very much your answers to many of the questions. I was
going to pick up where Senator Chafee has just left off.

I think your testimony clearly has indicated that there is a sig-
nificant degree of advantage to a mandated system. As we look at
the infrastructure of health insurance, our goal on this committee
is to try and create the most efficient and effective way to achieve

universal coverage.
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As this panel has endorsed the efficacy of mandates, then the
question is, which is most effective, an employer-based or an indi-
vidual-based system?

We have differing models out there. We have auto insurance, an
individual-based system, and we have mandated programs requir-
ing participation by employers. Can we conclude from what is al-
ready in place which is the more effective and efficient? :

Mr. CURIALE. I would like to say, I am not an expert on this, but
since we already have basically an employer furnished health in-
- surance system, certainly that would be the easiest one to imple-
ment, along with other additions to it, perhaps, to supplement it.

But I think that the main attraction of it is it is there. ,

Dr. HELMS. Even in an employer mandated system you have to
have an individual mandate. The question, which really must be
answered is going to pay for it. As I have already argued—-

Senator PACKWOOD. S%’hy? Is that for the people who are not em-
ployed? * i

Dr. HELMS. Yes. i , . '

Senator PACKWooD. All right. - :

H Sl:enator DAsCHLE. That is not the only question though, Dr.
{elms.

Dr. HELMS. You were asking what is the most efficient way of
doing this. If efficiency were tie only objective criterion, then my
answer would be to have the national government finance this. You
could put on the pay stub that this is a health premium “tax.”

But that is a gard sell because Americans have been taught to
believe that employers are giving them health insurance when in
fact, it comes out of their total compensation.

If you ask me on efficiency grounds alone, I would say let us lét
the national government finance this. But there would still be a
number of questions to be resolved, such as how we distribute their
benefit and how we effect a system of cost controls, et cetera.

Senator DASCHLE. I have two other questions. Dr. Custer, do you
have anything to add?

Dr. CUSTER. Yes. I will just be brief. An employer mandate will
not bring universal coverage and the costs that you get will depend
upon how you define a worker, principally how you deal with part-
time workers. But if you are dealing with full-time workers, you
are going to have—I have this estimated but not with me—at least
12 million Americans without health insurance.

Senator DASCHLE. But that is not what I was asking. Can you
directly answer which of the two is more effective?

Dr. CUSTER. Well, now you are talking about efficiency, who
bears the costs. As we had a discussion earlier, the difference be-
tween an individual mandate and an employer mandate in the long
run there are not going to be a lot of differences in who bears the
costs. It comes out of the individual’'s money, whether they write
the check or the employer does. ' ‘
th'SnTator PACKWOOD. Yes, but that still is not his question'I do not

ink.

Senator DASCHLE. That is not my question. From a monitoring
point of view and from an enforcement point of view, do we know
which of the two models would be more effective based on our expe-

rience to date.
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Dr. CUSTER. It is going to vary by employer and employer. Large
employer, clearly yes. -

Senator DASCHLE. There is another point you are very capable of
addxl'lessing and I would like to have the advantage of your thinking
on this.

Considering the relationship between the size of the pool, the
level of risk, and the cost of premium, it would seem to me counter
intuitive to say that the smaller the pool the smaller the risk. It
would seem just the opposite—the larger the pool the smaller the
risk and, therefore, the greater the ability to reduce the premium.
Is that correct?

Mr. CURIALE. Yes. The costs are the same, but the larger the pool
the greater the sharing.

Senator DASCHLE. Right.

Mr. CURIALE. When you have small pools and you have a limited
number of sicknesses the premiums go up for everyone. What you
want here is the maximum sharing of risk.

Dr. HELMS. Agree.

Senator DASCHLE. No disagreement there?

Dr. HELMS. No. '

Senator DASCHLE. Finally, is there a way to eliminate the possi-
bility of adverse selection and risk adjustment with voluntary alli-
ances? Can you deal with what would be gaming the system if you
were to allow that kind of an infrastructure?

Dr. CUSTER. And again, it is defining the risk pool. If you define
the risk pool as employment: based coverage alone and deal with
the unemployed and low income as a separate population, you can
have a risk pool that is going to be really comparable to what we
have now.

If you bring in the people who are presently excluded from the
employment based coverage, you are bringing in people who are
predominantly poorer risks and then you have to find a compulsion

way tc keep people in. : :
Senator DASCHLE. Can anybody give me a short answer to that

question?
Dr. HELMS. I sincerely think that the answer you have been
given is correct. a :

Senator DASCHLE. Thank you very much.

The CHAIRMAN. And thank you all very much.

Senator PACKWOOD. Great panel. Excellent.

'The CHAIRMAN. We are so much in your debt. We will continue
to tarn to you for advice. Again, thank you indeed.

Dr. HELMS. Thank you.

Dr. CUSTER. Thank you,

The CHAIRMAN. Superintendent, particularly for coming all the
way from New York. . )

Mr. CURIALE. My pleasure.
+ « The CHAIRMAN. We will now go to our second panel. It is a very

special pleasure that the Committee on Finance welcomes an old
friend and colleague from the Committee on Ways and Means, Mr.
Willis Gradison, who is the president of the Health Insurance Asso-
ciation of America. Mary Nell Lehnhard, who is the senior presi-
dent of the Blue Cross and Blue Shield Association. We welcome
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you, Mrs. Lehnhard. And William P. Link, who is chairman and
chief executive officer of the Prudential Insurance Co. of America.
Mr. LINK. Of the Group Operation Department.

_The CHAIRMAN. Of the Group Operation Department. All right,
sir.
Mr. Gradison, you are first. And again, you are very welcome,
sir. You have been very patient sitting back there all morning. We
are a little bit behindrgecause we had a vote at 10:00. Proceed ex-

actly as you like.

STATEMENT OF HON. WILLIS D. GRADISON, JR., PRESIDENT,
HEALTH INSURANCE ASSOCIATION OF AMERICA, WASHING-

TON, DC

Mr. GRADISON. Thank you, Mr. Chairman. I am Bill Gradison,
President of the Health Insurance Association of America. I want
to thank you for this opportunity to testify today. I will, of course,
summarize my written testimony and request that the entire state-
ment be entered into the record. ‘

The CHAIRMAN. Without objection. It will be the case for each
witness.

4 [’I]‘he prepared statement of Mr. Gradison appears in the appen-
ix.

Mr. GRADISON. Thank you, Mr. Chairman.

The Health Insurance Association of America, Mr. Chairman,
supports comprehensive reform of our health care system to
achieve universal coverage for a federally defined benefit package.
No one should lose coverage because they get sick, change or lose
their job.

As you requested, Mr. Chairman, my testimony today focuses on
reform of the health insurance market. HIAA recently had a pre-
. liminary meeting at the White House with Ira Magaziner, Harold

Ickes, and George Stephanopolous. We shared with them some of
our ideas on this same subject. We are happy to have the chance
to talk with you about this. ' '

Mr. Chairman, as we discuss health insurance market reform; it
is critical to spell out the assumptions on which our recommenda-
tions rest.

First, these new rules should apply to a federally defined com-
prehensive set of benefits. - /

Second, these reforms applfy only to medical reimbursement
plans and not to other types of ¢
protection and Medicare supplement policies.

Third, these reforms should be implemented only under a system
of universal coverage. Without universal coverage, Mr. Chairman,
the rules I am about to outline might not achieve the intended
goals and might, in fact, have unintended adverse effects.

And fourth, these rules should apply to all carriers and to self-
insured plans. .

With these assumptions in mind, assumptions which we believe
are shared by many who are considering alternative approaches to
?ealth reform, we recommend the following insurance market re-
orms. ‘

Coverage must be universal and continuous. There must be no
pre-existing condition limits once an individual is in the system.

overage such as disability income ..
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And the problem of job lock must be eliminated. Coverage must be
provided to whole groups. No one in a group could be excluded re-
gardless of health status. Coverage could not. be cancelled because
of the health status or claims experience of any individual or
group. Rating restrictions should prevent large rate differentials
among groups of similar demographics.

Mr. Chairman, the HIAA opposes pure community rating be-
cause it results in market disruption and works against cost con-
tainment in a variety of ways.

A standardized paperless system should be developed through
the use of a uniform claims form or electronic data interchange.

And finally, solvency requirements must be established for all

~--carriers-and for employers choosing to self-fund. This will help to
ensure that benefits are available when needed.

' Because individuals and small employers face serious problems
E today’s marketplace, we recommend two additional reforms for

these markets.
+ First, carriers should be required to guarantee issue. That is,

_carriers selling in the individual and small group markets would

have to issue the defined benefit package to any qualified applicant
regardless of health status or prior claims experience.

Second, in a system of universal coverage carriers selling to
small employers or individuals should be required to use modified
community rating. Rates could vary under our recommendation
based on certain objective demographic characteristics. But rates
could not vary based upon health status or claims experience.

Two important reforms will sharply reduce the incentive for car-
riers to seek out good risks and avoid bad risks. First, all carriers
in the individual and small employer markets should be required
to participate in a risk sharing mechanism. This would eliminate
cherry-picking because there would be no advantage from selecting
good risks.

Second, marketing rules should prohibit carriers from engaging
in risk selection through marketing, service or delivery of care.
Marketing must also be based on accurate and uniform cost and
quality measures to allow easier, more effective comparisons among
health plans.

Mr. Chairman, on a related subject one of HIAA’s actuaries just
completed an analysns of the cost of the benefit package included
in the Health Security Act. Mr. Chairman, I would ask that a copy
of that study be included in the record.

The CHAIRMAN. We would be very happy to do.

[The study appears in the appendix.]

The CHAIRMAN. Do you want to tell us what it is?

Mr. GRADISON. Mr. Chairman, this is the first peer reviewed ac-
tuarial study that we are aware of of the cost of the benefit pack-
age in the administration’s plan. The conclusion of this study is
that the administration has underestimated tiie cost of the package
by about one-third.

Our numbers are very close to the numbers that were developed
by the Hewitt Study, which was separately completed very re-
cently. So far as we ow, the administration has not yet released
an actuarial opinion or an actuarial report on their own projection.
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I bring this up recognizing its importance and to indicate that we
would be happy to have our actuary available in any way you
might see fit, whether through testimony or consultation with you.
and your staff on that important issue.

The CHAIRMAN. We thank you. We accept that offer. I might
record that the Congressional Budget Office will be presenting its
estimates to us in our hearing next Wednesday.

Mr. GRADISON. Thank you, Mr. Chairman, for the chance to be
with you. I look forward to your questions.

The CHAIRMAN. It is a please. .

Mrs. Lehnhard? -

STATEMENT OF MARY NELL LEHNHARD, SENIOR VICE PRESI-
DENT, BLUE CROSS AND BLUE SHIELD ASSOCIATION WASH-

INGTON, DC

. Mrs. LEHNHARD. Mr, Chairman and members of the committee,

I am here representing the 69 independent Blue Cross and Blue
Shield plans. We very much want to see a bill enacted this year
that (1) assures universal coverage through some combination of
individual and employer responsibilities; (2) controls costs by creat-
ing incentives for consumers to use efficient, high quality organized
delivery systems; and (3) reforms the insurance market.

While we support all of this three-part program, we think that
the insurance reforms are the foundation of reform that the public
wants. We believe that these new accountable health plans should
be required to accept everyone, regardless of their health, age or
employment status; not drop a group or an individual when they
get sick; strictly limit the use of waiting periods for pre-existing
conditions and get rid of them entirely when someone has previous
coverage; offer a limited number of standardized henefit packages
s0 consumers can compare value easily; use community rating for
l(zemog.zrm)hlc adjustments for the individual and small group mar-

et
And given the discussion this morning, let me elaborate on that.
We think you do need to limit the use of community rating to the
individual and small group market, particularly as you start out in
reform -and tne first steps of reform. Leave the large group 'narket
experience rated. :

Senator PACKWOOD. What is your definition on that?

Mrs. LEHNHARD. Two to 100 for the small group.

Senator CHAFEE. What did you say again? What number, please?

Mrs. LEHNHARD. Two to 100.-

We have done a number of studies——

b .lSenéltor CHAFEE. In other words, community rating for 100 and
elow

Mrs. LEHNHARD. And the individual market separately. We have
done a number of studies on this and I would be glad to provide
you .with those studies. Our objective is to minimize disruption and

remium shock as we move to community rating. We say take a

irst step, digest it, and then look at the next stega

We also think you need limited, very limited, demographic ad-
justments in the beginning—age and geography. And we would not
have a separate pool based on geography. We would have a single
pool for, say, the whole State of New York, with minor adjustments
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allowed based on the cost of upstate New York or downstate New
York, not an entirely separate pool.

. We also think you need transition flexibility to minimize shock.
One other reason I would mention that you want to keep commu-
nity rating at groups of 100 and below is that we think it is very
important that you require everybody to participate in the commu-
nity rated pool. No self-funding or employers will begin to decide
whether their own employees have a better risk or the community
rate is a better risk. You will see gaming against the communit
rate by employers who self-fund, either on their own or throug
multi-employer welfare funds.

Senator PACKWOOD. But the big companies could self-insure? ,

Mrs. LEHNHARD. We say let them self-insure in the beginning.
Look at what you want to do more comprehensively later. Tdke a-
first step that is reasonable. '

Going back to our list, we also think that accountable health
plans should be required to move very rapidly to paperless claims
and uniform data formats; provide consumers information on sub-
scriber satisfaction and the quality of care; and importantly, re-
quire accountable health plans to be in all lines of business—indi-
vidual, small %roup and large group. And you heard quite a bit of
that from the Commissioner from New York this morning.

I cannot emphasize strongly enough the effect that these reforms
will have on the market, particularly the rule that you have to
open your doors for the first time. Under today’s rules it is much
easier for health insurance companies to be competitive based on
risk selection.

Let me give you one statistic—4 percent of any population will
generate 50 percent of the claims loss. And far more energy has
gone into avoiding that 4- percent of very high users than learning
to manage costs. Once we all have to open our doors, we are all
going to have to learn to manage our costs or we will not .survive.

We believe these new reforms should be Federal standards ad-
ministered by the States. We do not think you need a new com-
plicated purchasing cooperative to administer them. But some in-
surance commissioners will need additional resources.

Finally, these changes, while they are needed drastically, cannot
occur overnight. We need time to take our subscribers through a
transition and avoid disruption as we move to community rating,
new practices and new products. However, many of these changes
can occur quickly and we have outlined a general time frame in our
testimony.

I would emphasize, however, that flexibility in the transition pe-
riod is extremely important if we are going tQ avoid changes that
have an unsettling and even harsh consequence for subscribers.

In summary, we are excited about Federal reform that will put
an end to competition based unrisk selection and give strong incen-
tives to all of us to learn to manage our risks rather than to ex-
clude them. :

The CHAIRMAN, Thank you, Mrs. Lehnhard. e
§ ['I]‘he prepared statement of Mrs. Lehnhard appears in the appen-
ix. '

The CHAIRMAN. And now to our——

Senator CHAFEE. Mr. Chairman, one question.
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The CHAIRMAN. Yes, of course.

Senator CHAFEE. Did Mrs. Lehnhard say that 4 percent of the
population gives you 50 percent of the costs?

rs. LEHNHARD. This is sort of an actuarial truism. You can look
at any population, the- people in this room. Four 4 percent of the
population, of any population, will generate 50 percent of the
claims costs. If you can medically ungerwrite and exclude that 4
percent, you do not have to do anything else to keep your pre-
miums competitive.

That is going to be the major force for cost containment we be-
lieve, that once you have to take everyone if you do not learn to
manage your enrollment, you cannot stay in business.

One point about the reforms in New York. There has been an
overnight growth in managed care in New York, particularly in the
small group market, because of the rule in New York that you have
to ogén your doors and accept all risks.

The fee-for-service carriers are not offering their products. It is
primarily managed care. We are changing very rapidly. We were
primarily fee-for-service.

The CHAIRMAN. Could I just see if Dr. Helms is in the front? He
is here. Were you agreeing with the proposition that of 4 percent,
50 percent?

Dr. HELMS. Right. That we are looking at a very small percent-
age in the population that is generating the cost.

The CHAIRMAN. Good. And your point is that if you spend your
‘time trying to avoid that 4 percent——

Mrs. LEBNHARD. That is where the investment is going.

The CHAIRMAN. That is where the investment is going. Well, we
will get back to that. '

Mr. Link?

STATEMENT OF WILLIAM P. LINK, CHAIRMAN AND CHIEF EX-
ECUTIVE OFFICER, GROUP OPERATIONS, THE PRUDENTIAL
INSURANCE COCMPANY OF AMERICA, NEWARK, NJ, ON BE-
HALF OF THE ALLIANCE FOR MANAGED COMPETITION .

- Mr. LINK. Thank you, Mr. Chairman and members of the com-
nmittee. My name is Bill Link. As Senator Moynihan said, I am the
Chairman and Chief Executive Officer of Group Operations for The
Prudential. But I am here today on behalf of the Alliance for Man-
aged Competition, the AMC. .

This is a coalition of five managed care companies working to-
wards comprehensive health care reform. The members are the
AETNA, CIGNA, The Prudential, The Metropolitan, and The Trav-
elers. And collectively, we provide health coverage to more than 60
million Americans. ;

As Senator Hatch said earlier in"his comments, it has been pret-
ty easy for those who propose reform to blame the insurance indus-
try for most or all of the-health care problems today. But as easy
as it is to say that, and to blame them for standing in the way of
reform, I think what you have heard from Bill and from Mary Nell,
and what you will hear from me, is that that simply is not so.

We are for fundamental health care reform in this country. The
fundamental problem in today’s health care system is the incen-
tives. The incentives for providers, the incentives for consumers,
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and the jncentives for insurers are really stacked wrong. Some of
the things you are considering changing today hopefully will
restack some of that correctly. :

Let me first deal with the idea of insurance companies standing

in the way of progress. The companies that make up the AMC do
not even refer to themselves as insurance companies anymore. We
refer to ourselves as managed care companies. Why? Because man-
aged care is what we are selling and what the marketplace is buy-
ing. ,
As Mary Nell said, there is a strong movement in New York and
other places to managed care. Overall enrollments in managed care
plans has now increased to 90 million individuals in this country—
ei%ht times the level it was just a decade ago.

n this country we have been moving from a business of risk se-
lection to one of risk management. We are managing that risk bet-
ter and better. The rate of increase in health care costs is coming
down. The Bureau of Labor Statistics data shows steadily decreas-
ing rates of health care inflation from a little over 10 percent in
1990 to just a little over 5 percent in 1993.

Quality is improving also. From our own standpoint, I am talking
about The Prudential, and this is true of other companies, too, our
customer satisfaction surveys which we do quite regularly show
that our members are liking the services we are providing.

The industry is working collectively to develop tools like the
Health Plan and Employer Data Information Sets called HEDIS,
HEDIS will allow us to provide report cards to individuals so they
can compare our quality and cost effectiveness.

The market has been working and organizations like ours have
long supported reform proposals that would expedite these positive
chan(fes. For instance, the AMC supports the development of a
standardized benefit plan, as mentioned by Mary Nell and Bill.

We also believe no health plan should discriminate against an in-
dividual on the basis of health status or medical history. In other
words, coverage should not be at risk if a person changes jobs or
has a change in any other life characteristic. And once an individ-
ual is in the system he or she should not, have to satisfy a pre-ex-
isting conditions exclusion. The AMC also supports guaranteed re-
newability and availability.

However, these reforms alone will not do the job we believe. For
instance, we think changes are needed in the demand side also, to
incent consumers to make cost effective choices. So we would sup-
ggrt changes in the tax treatment of employer provided health care

nefits to make consumers more cost conscious and price sen-
sitive.

We cannot rule out pre-existing conditions limitations without
recognizing that there has to be responsibility on the part of indi-
viduals. People cannot be allowed to wait to buy health insurance
until they are sick and then look to the protection of guaranteed
issue. There must be rules about access to coverage and perhaps
only a certain enrollment time each year.

A critical step in ensuring access for individuals and small em-
ployers, and in simultaneously ensuring that plans are not risk
selectioning, we believe, is the formation of purchasing cooperatives
or alliances. However, the concept of cooperatives was designed to
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improve access for those who are having access problems—individ-
uals and small employers. ' ,

Some of the reform proposals today would set th‘ese,yalliancé‘ sizes .

at 1,000 or even 5,000 employees. We think the right answer is
more like 50 or 100.

These sorts of market-based changes will do the job we believe.
Proposals that include price controls will do just the reverse. They
will stall the access to che capital that we need to continue to make
changes and reduce costs, like electronic systems to eliminate
paper claims that Mary Nell mentioned.

e need to look for savings by incenting everyone to manage

costs, not eliminating investments in our future. The bottom line
is that the AMC companies believe insurance market reforms are
a key element in the health care reform debate and will move the
market away from that based on risk selection to one based on risk
management.
_ The Prudential and the AMC are committed to achieving health
~ care reform. We look forward to the time when all Americans will
be able tc make informed choices about their coverage based on
quality and cost. . :

I would be happy to entertain quéstions.

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

The CHAIRMAN. Thank you very much, sir. That is a very appeal-
ing phrase, to move from risk selection to risk management. I think
is very much what Mrs. Lehnhard was saying and I think Mr.
Gradison agrees.

I was very much impressed by how much agreement there is in
this panel. Not in any way to be disagreeable, but can I ask, Bill,
if you are in so much agreement about the basic thrust of reform
legislation, do not those advertisements suggest some dissidence in
your organization or do you not run the promotion plans? What is
the HIAA trying to tell us? ,

Mr. GRADISON. Mr. Chairman, what we are trying to say is that
it is possible, indeed desirable, to achieve universal coverage with-
out having mandatory, monopolistic health alliances. We are also
saying that it is really a role of the dice with the health care sys-
tem to put future health care spending on automatic pilot by hav-
ing statutory limits, premium limits which have been rec-
ommended.

I appreciate that when we make those points they are or have
up to now been controversial. But judging by statements that have
been made within the last 24 hours from the White House itself,
it appears that there are people at the other end of the avenue who
are open, let us say, to the possibility that an acceptable plan with
universal coverage can be achieved without necessarily having
these large mandatory alliances and premium limits.

The CHAIRMAN. Could I ask, could you name one of those people?
[Laughter.] : ‘

Mr. GRADISON. Well, I just go by papers that are published in
your State, Senator. '

The CHAIRMAN. All you know is what you read in The New York
Times. Well, that is all right.

Do I take it that, Mrs. Lehnhard, Mr. Link, that you would be
of that disposition that Mr. Gradison just laid out? I think that is
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very clear in your statement on page 7 that “nine managed care
companies lost over $7 billion in market capitalization over a 2-
week period just in response to regorts that price controls were to
be imposed.” Were you one of them '

Mr. LINK. We are not a publicly traded HMO.

The CHAIRMAN. You are not publicly traded?

Mr. LINK. No.

The CHAIRMAN. But I take it—I am not asking you to agree. I
am just saying—— ’ ‘

rs. LEHNHARD. I think the only point of disagreement might be,
that Mr. Gradison and ourselves believe that you do not need man-
datory alliance of any size, even where the alliance is a smaller
mandatory purchasing cooperative.

We think that when fyou start to peel apart what the alliance is
supposed to do, many of those functions are performed by or accom-
plished by insurance reform. For example, the alliance itself does
not have anything to do with pooling purchasing power.

The pooling of purchasing power is the community rate that the
health plan has to offer. That is what makes us give our best rate
to the highest cost group. The sickest group gets the same rate as
the healthiest group. .

The CHAIRMAN. I see. :

Mrs. LEHNHARD. You do not need an alliance to do that.

The CHAIRMAN. Mr. Link, would you agree with that?

Mr. LINK. I think Mary Nell is correct. We would faver more an
exclusive alliance type concept. I will say this. When the purchas-
ing cooperatives, alliances—the same term were first talked about
they were much more benign. They were meant to be like farmer’s
cooperatives, a market facilitator. ’

I think what has happened is some of the proposals have put al-
liances in a much more regulatory bureaucratic framework which
has scared a lot of people away from them. It is possible that a vol-
untary alliance or cooperative could work or a multiple competing
alliance arrangement can work. We are not opposed to trying that.
In fact, we participate in Florida and in California, both of which
have voluntary alliances now.

A concern I do have is one that Senator Packwood mentioned
earlier, the risk selection. process. If you have a voluntary alliance
and you allow companies to operate outside of that alliance and
they get two requests, one from Asbestos Are Us and one from
some small computer development, software developing firm, I can
tell you which company’s phone calls they are first going to return.

If they had to do that in an alliance where it was blind as to
what happens, you would not have that process. That is a concern.
It may not be an overwhelming concern, but it is a concern.

Our main point about the alliances is that, at 1,000 or 5,000 em-

loyees they are just way too big, and they should be kept down
in the 50 to 100 range.

The CHAIRMAN. Fine.

Mrs. Lehnhard—really I am going to turn; it is Senator Pack-
wood’s time now—but you had wanted to say something. Please.

Mrs. LEHNHARD. Just to follow up. The point was made earlier
I think by Senator Daschle that you do not want risk selection to -
occur because you have voluntary purchasing pools. We think the
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way to overcome that is to say that the health plan has to offer its
community rate, whether it sells through the alliance or it sells di-
rectly. Then the alliance does not come in and essentially cherry-
pick the market. :

Your pooling goes back again to the community rate of the health
plan itself.

The CHAIRMAN. Fine.

Senator DASCHLE. But that does not deny adverse selection. You
still have the ability to adversely select. Even though you can com-
munity rate, you can go out and find your customers.

I am sorry, Mr. Chairman, but I just wanted to note that.

The CHAIRMAN. No. We are all here together now.

Mr. Gradison?

Mr. GRADISON. Mr. Chairman, in order—let us take the Presi-
dent’s plan as an example—mandatory requirements that most
Americans purchase through the health alhances. The only way
that can work is with an effective combination of a sk adjuster
and reinsurance, maybe both. Because if only by accident, there are
going to be some plans that are offered within the health alliance
that will have better experienice than others. They may or may not
be more efficient.

What we believe very strongly is that as a consideration for offer-
inf a health plan to the public, whether it is through the health
alliance or not through the health alliance, the same rules should
apply, including the application of the risk adjuster and/or the rein-
surance mechanism. We believe that that would meet the concern
which you quite properly have expressed.

The CHAIRMAN. Good. Thank you very much.

Senator Packwood?

. Senator PACKwoOD. Bill, you very carefully said that we can
achieve universal coverage without mandated health alliances. The
previous panel, however, said we cannot achieve universal coverage
without mandates. Forget the health alliance part. Do you agree
with the conclusion you have to have mandates to get universal
coverage?

Mr. GRADISON. Absolutely, Senator. I see no way without man-
dates on somebody to do something, it could be business or it could
- be individuals or it could be the government, and as some single
payer systems’ would do, but otherwise there are going to be some
people who for whatever reason choose not to participate.

Senator PACKWOOD. Dr. Helins indicated quite a few people will
not participate short of mandates, no matter what kind of incen-
tives you offer. ,

Mr. GRADISON. I think he is absolutely correct on that. Frankly,
one of our greatest concerns from the discussion that has been tak-
ing place in the last few weeks is the possibility that universal cov-
eraie might be ghased in over a very leng period of time.

This creates from an insurance company point of view enormous
problems, because if we have the insurance reforms up front but
the mandate to buy the insurance is years off, there is a risk of
people coming in to buy just before they are going in for the sur-
gery, which simply would mean an increase in rates and a discour-
agement to some people even to buy the insurance.
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Senator PACKWOOD. There is a risk. But if you were to perhaps
shorten the time for reaching the mandate sufficiently tﬁ;t tge
President could embrace it and extend the time for the reform suf-
ficiently that you did not have the effect you just indicated, that
might be room for compromise.

Mr. GRADISON. Mr. Chairman, we are trying to think this
through and do not have the final answers at all. But in principal
I would suggest that the concept that insurance reforms would

hase in as the universal coverage would phase in and that might
done for different population segments or group size. But that
is not the final thought. ‘

We are just saying there is a problem there and we would like
to seek it out with you. ‘ '

Senator PACKWOOD. Do the other two agree, we cannot have uni-
versal coverage without mandates? _

Mrs. LEHNHARD. We supported some combination of employer
and individual mandate. |

Senator PACKWOOD. Mr. Link?

Mr. LINK. It may be long term, but that is true. The Alliance for
Managed Competition is not in favor of employer mandates. I will
tell you from my own standpoint, I believe some of what Senator
Durenberger said, the changes made in Mirnesota got about half
of the people in a very short period of time. I would be much more
in favor og starting down that, making these reforms, seeing who
got covered. .

It is probably true that you will not get 100 percent of the people
covered. But then look and see who ig not covered, why they are
not covered and target the solution to that, rather than start at the
beginning with what you think is a preconceived notion and stick
fm employer mandate in that may not be the best solution in the
ong run. -

Senator PACKW0OOD. What about an individual mandate?

Mr. LINK. It may be that Senator Chafee’s idea of an individual
mandate is the thing that will eventually be needed to cover every-
one. .

But even in a State where there is an auto insurance mandate,
I think in Minnesota there is a mandate for auto insurance, only
about 93 percent of the people are covered.

Senator PACKWOOD. Correct me if I am wrong. Germany’s man-
date is an individual mandate in theory. Most people buy it
through their employer and the employer pays half of it, but it is
a Yayroll deduction. And Germany comes close to achieving univer-
sal coverage with what they call an individual mandate, unless I
am mistaken. Correct me if I am wrong. _

Mr. LINK. I cannot correct you.

Mr. GRADISON. There is a significant number of people—the
-number that comes to my mind is 10 gercent, that may be off
slightly—that are not covered under the State system in German
because higher income people are permitted to opt out, a very hig
percentage of them by private health insurance.

Senator PACKWOOD. But for a very understandable reason they
opt out because the German gayroll deduction is a percentage of
wages and there is no cap. And you get up to $200,000 or $300,000
a year with what you pay in a payroll deduction, you can opt out
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and buy private insurance for a better price than you would pay
on &our payroll deduction.

that is not so much a question of—I would not worry about
that. If people want to opt out and buy individual insurance be-
cause it is too high in the pool, you are going to have to be pretty
high income before you think about opting out.

r. LINK. Senator, you asked a question a little earlier in re-
sponse to a statement where I think David said—or maybe it was
Bill Custer—you would have to have an individual mandate even
with an employer mandate. You said that is because some people
do not work. Well, that is part of it.

Unless you are going to have the employer pay 100 percent of the
premium, the employee is going to have to pay-some percentage of
the premium. And some of those employees will choose not to pay
that percentage of the premium. So you will not get——

Senator PACKWOOD. Unless they have to.

Mr. LINK. That is what I said. So you have to have an individual
mandate along with an employer mandate if your goal is to get ev-
erybody covered. . ' ,
~ Senator PACKWOOD. Now let me shift a moment to community
rating because Superintendent Curiale kind of said, I tell you, it
is not worth the trouble. By the time you try to figure out who
smokes and who does not, and who exercises and who does not, and
who drinks and who does not, it is not worth the trouble.

But I sense all of you do not agree with that. You would have
a reasonable variance in community rating for demographic or age
or sex. I am not quite sure of what conditions. Do I read it right?

Mrs. LEHNHARD. But I do not think any of us are saying you
allow variations for health status. ’

Senator PACKwooD. No, no. I understand that. But would you
allow it for style of life? Bill, you would not.

Mr. GRADISON. No, Mr. Chairman, I think it should, if there are
to be variations they should be objective, demographic factors. We
have, I have to acknowledge, thought also of age. '

Senator PACKWOOD. Age is a demographic.

Mr. GRADISON. And the geographic factor is very important be-
cause health care costs very enormously——

Senator ROCKEFELLER. Mr. Gradison, you are not telling the
truth, sir. You have it right in your testimony that you say “should
be allowed to establish premium rates that provide incentives for
healthy life styles and managing care.”

Mr. GRADISON. May I explain? I was about to explain that, Sen-

ator.
We think it reasonable in addition to the objective demographic
factors that have alrcady been mentioned to consider a catchall
that might be permitted in the way of a discount, 10 or 15 percent
" comes to mina. These things I think are objective. Did your chil-
dren get the va:cinations when required? Have you had your an-
nual cholesteru: check? Do you smoke? A combination of those I
think would encourage weliness and wcuid not get into what I
would call life style facto.s.

Let me be very explicit. This is not in any way intended to get
into such things as sexual orientation or anything of that kind. We
are trying to encourage objective treatment.
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Senator PACKWOOD. I was not thinking about that when I asked
the gzeation. I understand the sensitivity. I was thinking more of
the drinking, and the physical exercise, and the smoking. I did not
mean to tread on sensitive ground.

Thank you, Mr. Chairman.

The CHAIRMAN. Thank you. Do you not remember that whenever
people jog they sprain their ankles? [Laughter.]

Senator PACKWOOD. It is an unhealthy life style.

The CHAIRMAN. Do you know the risk of moving an individual
unprotected through moving vehicular traffic?

enator PACKWOOD. I am reminded of our former colleague, Bill
Hathaway, one time. He was a great golfer, but did not really care
for much of anything else. But he took up some other exercise at
some rigor for 2 or 3 months and I askef him how he was doing
and he said he had given it up thank God and he felt a lot better
- since he gave it up. [Laughter.

The CHAIRMAN. Senator Rockefeller, you are next.

Senator ROCKEFELLER. Thank you, Mr. Chairman.

I suspect nobody will be surprised if I concentrate my questions
on you, Mr. Gradison. I will start by saying that I think that the
advertising that you have instructed and that your HIAA has been

utting on television throughout this country at the cost of $8 to
510 to $15—God knows where it will end up—millions of dollars
is probably the single most destructive effort that I can remember
in 30 years of public life at trying to undermine public policy that
this country desperately and definitely wants.

You hold up your paper here and you talk about all the things
you would like to see, knowing full well that the American people,
of course, will never see this, nor will they ever hear it. What they
see is what you pay for, which is that Harry and Louise know that
there is a better way. You talk about giant bureaucracies and you
are scaring people. " ‘

You are scaring people in general about the whole concept of
health care reform, not just the Clinton health care reform, but any
kind of health care reform that has substance that might include
community rating or other things that you do not want.

My question—I guess it really is not a question. My statement
to you is that I think the reason that you are against a lot of these
things is that right now you have the consumers right where you
want them. Blue Cross and Blue Shield happened to go broke in
West Virginia and left a lot of people very unhappy. They did not
have a very good experience in West Virginia.

But the groups that you represent, Mr. Gradison, many of them
have very high overhead, administrative costs, because they are
small and because it takes them quite a lot of money to pay some-
body to investigate medical histories. Blue Cross and Blue Shield
of Washington, in fact, denied my oldest son and oldest daughter
coverage. I assume it was not because they were not able to afford
it or their parents were not.

They sent detectives out to find out something. They said my son
had a slipped disk. Well, it was not him. That was me. That was
30 years ago and I am fine. They talked about my daughter’s cho-
lesterol count. She could not get health insurance because of it. She
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is up at 5:30 every morning and exercising and her cholesterol
count is probably around 120. :

In any event, I think your businesses are unhappy because you
now have the consumer right where you want them and you have
power over the consumer. And you go ahead with a business and
you negotiate more or less on your terms what you want and then
you and the business hand that to the consumer and the consumer
says, well, this is what I got and this is what I have to pay, and
up go the insurance premiums, 15, 20, 25, 35 percent each year
whether it is for a person or for a small business; and your people
are doing just fine.

The people that are really getting shafted are the American peo-
ple. You talk about bureaucracies. You have written the book on
bureaucracies. The insurance industry has written the book on bu-
reaucracies. You are the people that have the big tall buildings.
Maybe not you, maybe some of these others have the big tall build-
ings—8 to 10 stories with marble and statues all over the place,
and paintings by Sevrat.

I mean, you are the people that do the bureaucracy. What we are
trying to do in this, and whether this is the Clinton plan or the
Breaux plan or the Chafee plan or whatever plan it is, we are try-
ing to get rid of bureaucracies through alliances and that threatens
you. Because that threatens to take the power away from you and
give it to the consumers who are aggregated in large numbers into
alliances so they can more effectively negotiate with you and with
the providers.

That is a real power loss for you. And I think that is a real,
frankly, job loss for some of your membership, which is, I think,
the fundamental reason you are spending $10-$15 million on the
air to scare the American people on health care in general, not just
about insurance reform. You do not particularly talk about, that.

You talk about bureaucracies. You hit al] the standard buttons
that get Americans nervous. You are having an effect. You are very
skillful as an executive. You are having a very gocd effect. You can
see the distrust of the Clinton plan coming down as your ads,
which are the only ones out there because we do not have the
money to go ahead and try and counteract them.

But I would say you are the person that gets upset by reform be-
cause then all of a sudden the consumer has the power. And then
they have power over you. They tell you that you have to come to
them if you are still in business, that you have to come to them
and they are not interested in 20 or 30 percent administrative
costs.

They want insurance on the terms that they ought to have it and
at which they can afford to have it. That is the only basis in which
we ought to be doing business around here. You can comment as
you wish,

Mr. GRADISON. Thank you, Senator. During the transition period
prior to the new administration coming into office in late 1992, we
made public our vision for health reform in America which I out-
lined earlier—universal coverage, a federally defined benefit pack-
age, an end to exclusions on the basis of pre-existing conditions, a
universal single claims form, and even the controversial employer
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mandate. We were probably the first business group in America to
endorse the employer mandate. \
During that period the transition team for the Clinton health
plan—I think it was actually Judy Feder who worked with us to-
gether when we were involved in the work of the Pepper Commis-
" sion—described our views as “progressive.” I think they still are.
‘Senator. ROCKEFELLER. Are any of those in your ads?
Mr. GRADISON. The answer is yes, sir. They are. Yes, they are.
The CHAIRMAN. May I say, Senator Rockefeller, I hope you will
take as much time as you feel is appropriate.
Senator ROCKEFELLER. I have said, Mr. Chairman, what I want

to say.
The CHAIRMAN. We will give Mr. Gradison as much time as he

needs.
| Mr. GRADISON. I would just like to go further if I may very brief-
y.

The rules that apply to insurance regulation up until now, health
insurance regulation, have been following a traditional insurance
model which applies in other fields of insurance-life insurance,
property insurance, and so forth—when there is a direct relation-
ship between the risk and the premium, and where the companies
issuing the policies are not required to issue them.

If my teenage son has toco many accidents, I am going to not only
pay more for auto insurance—I might have trouble getting it except
in. certain States. We are agr that that paradigm no longer
should apply to health insurance. :

What we are talkin abod.lgt is moving away from the traditional
method of regulating ieal insurance in this country to a social
insurance model where everybody is going to be covered. Now there
will be differences of opinion exactly on how to share those costs
and how to phase it in. But those are minor compared with the
agreement that we want to change this entirely. Not only change
it, but move toward a system in which the regulation has been 50
different ways, and move to one where is based on the major key
points a degree of uniformity. .

You refer to our membership. I would like to comment about our
membership. We cover the entire gambit, from pure old-fashioned
plain vanilla indemnity plans to essentially pure plain vanilla
HMQO’s. Our membership on the HMO side includes some compa-
nies which so far as I know do nothing but HMO’s, like ¥FHI or
Humana. It includes companies like New York Life, which are both
indemnity and in a growing and major way in HMQ’s, HealthPlus
down here. L

We are trying to offer our best recommendations to those of you
who have the responsibility for creating public policy. We have ex-
pressed the concerns which you are alluding to and we are con-
vinced that there will be a better plan if it does not mandate these
hga]th alliances and if it does not have premium limits. That is our
advice.

The CHAIRMAN. Senator Rockefeller?

Senator ROCKEFELLER. Mr. Chairman, I think that is extremely
disingenuous. It is easy for Bill Gradison to say that. He knows

rfectly well, or if he cares to differ, I am perfectly happy to have

im say so, that the advertising campaign that he has put on is
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basically is the most extensive advertising campaign I can ever re-
member. I remember living through the Panama Canal. I do not
remember anything even close to what Bill Gradison’s HIAA has
been putting on to scare the American people.

You are basically scaring the American people away from health
care reform. It is this Senator’s judgment that you are doing that.
You can talk to yourself about having all of this or that goals in-
mind, but what you are doing is scaring (feople. ‘

When you scare Americans you can do it very successfully and
you can do it very easily by pushing certain hot buttons. You have
found them all and you are using them all very effectively. I find
it very, very sad.

The CHAIRMAN. Can I say, if you will allow me, that I am going
to associate myself with Senator Rockefeller on this. I do not watch
a lot of television and it was not until I was on the Evans and
Novak program on Saturday that they put on and they had me
watch Harry and Louise. It would not come under the heading of
a public service. [Laughter.]

There was no information. There was only portent. What is going
on? They are doing something to us. No one is doing anything to
anyone around here. We are trying to do the sort of things you did
when you were a member of the Congress. -

'1}(10'11 are after all using premium money to do this, which is your
right. . N

Senator PACKWOOD. Let me just put in my two bits worth.
Frankly, Bill, I do not find your ads nearly as scurrilous, if that
is the word people want to call them. Many of the political ads that
I have seen that members of this Senate run agajnst their oppo-
nent, let alone what their opponents run against them.

As far as I am concerned, if your ads have the effect of convinc-
ing the people we should not have these mandatory health alli-
ances, you have done a public service. .

The CHAIRMAN. The Chair is going to have to make a ruling
here. [Laughter.] \

If the quality of political cagnpaign ads is what we are going to
measure against, it will undoubtedly be the end of civilization as
we know it. [Laughter.]

- No. No. Do you want to reconsider that? [Laughter.]

Senator Rockefeller?

Senator ROCKEFELLER. Nothing further, sir.

The CHAIRMAN. Senator Daschle will be our last questioner once
again.

Senator DASCHLE. Mr. Chairman, I also have to associate myself
with the remarks of the Chairman and the Senator from West Vir-
ginia. ‘

I have known Bill Gradison for a long time as Congressman Bill
Gradison. The one word that I have always ascociated with Con-
gressman Bill Gradison was integrity. We would differ on issues as
a member of the Ways and Means Committee. But I always felt
that Bill Gradison had integrity. These ads do not have integrity.
These ads do not reach the standard of integrity that Bill Gradison
was associated with for many, many years as a member of Con-

gress.
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I differ strongly «9ith Senator Packwood. I do not thirk the pur-
suit of trutn can be justified by the utilization of half truths. That
is what this is—half truths. '

" 1, as Senator Moynihan has indicaied, am very concerned that
rather than using premium dollars on insvrance products, we are
using them to spoil the debate that is so critical if we are going
to arrive at the right decisiona.

I hope that at some point HIAA will reconsider its methods of in-

volving itself in this very serious debate. ‘
.4The presentations made this morning were excellent. I differ
with many of the points raised. But they are legitimate differences.
Your rational for taking those different positions are not based on
half truths; but on the assumptions about what is best for your in-
dustry. There is nothing to apologize for that.

But I must tell you, I am very, very concerned about taking a
political approach, one we see all too often. It is no secret that the
perception of Congress today is the worst it has been in 100 years.
We are down at around 19 percent favorability. Why? Because the
public see those awful ads Senator Packwood has talked about.

I do not want to do to health what we have already done to Con-
gress. I hope that somehow, someway we can enlighten the Amer-
ican people, engage them and not frighten them; 78 percent of the
American people, according to a poll I just saw this morning, be-
lieve there is a health insurance .crisis. What lo you believe?

Mr. GRADISON. Mey i start? :

Senator DASCHLE. Yes. )
Mr. GRADISON. I believe that there is a health insurance crisis -

for those who have no insurance or have fears, very legitimate
fears, of losing their health insurance. I think that there are many
Americans, perhaps the majority, who might not use the word “cri-
sis” to deacribe their own situation. I think it is both. % )

I think there is a definite need to change the way insurance is
{)eegulated in this country to provide universal coverage. I have

en—— ‘ y

I would like to respond—if I were still here it would be a point
of personal privilege. But basically I am still the same person, Sen-
ator. I mam a dove turned hawk. The way in which this debate got
started last year, not in the Congress, but elsewhere, was premised
in part upon the notion that health insurance could be sold by
blaming the current problems on the health insurers. I could docu-
ment that at great depth in writing if it were necessary to do so.

What I would hope we could do—and I have said this to the
White House, and while they can speak for themselves I think
there is an agreement—is to not get into who cast the first stone,
but get into working together to find answers:for the future. That
is certainly my hope. .

_As for our media program, it is always subject to review and re-
vision.

Senator DASCHLE. Well, I certainly hope so.

Mr. GRADISON. Thank you, Senator.

The CHAIRMAN. Mrs. Lehnhard? ;

Senator DASCHLE. Could you respond to the question about
whether or not we have an insurance crisis?
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Mrs. LEHNHARD. I would respond in the same way. Withgut °
question, for those individuals who have been dropped, who canriot
get it an affordable price, who do not have an employer contribut-
ingI;, it is very much a crisis for them d‘personally and their family.

think that all of this panel has laid out that we need universal
coverage, insurance reform, and a strong cost containment strat-

egy. .
g%,‘he CHAIRMAN. Fine.
. And, Mr. Link, it evolves to you to have the last word.

Mr. LINK. In the interest of time, I agree exactly with Mrs.
Lehnhard.

The CHAIRMAN. You mean all we have to do is run.long enough
and you agree?

Mr. LINK. No. I do agree with her.

The CHAIRMAN. It was a fine hearing. Thank you, Senator Pack-

wood, Thank you, Senator Daschle. Thank you, Mr. Gradison, Mrs.
Lehnhard, Mr. Link. We thank our audience and we thank C-

SPAN.
{Whereupon, at 1:00 p.m., the hearing was adjourned.]
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APPENDIX

ADDITIONAL MATERIAL SUBMITTED

PREPARED STATEMENT OF SALVATORE R. CURIALE

INDIVIDUAL AND SMALL GROUP HEALTH INSURANCE REFORM IN NEW YORK STATE

Mr. Chairman and Committee Members, I am Salvatore R. Curiale, Superinteqd-
ent of Insurance for the State of New York. Thank you for frour invitation to testif
today concerning New York’s efforts to feform the individual and small group healt

insurance markets in the State.

VOpen Enrollment and Community Rating for Individuals and Small Groups

In July of 1992 open enrollment, and community rating legislation was enacted

in New York. : ‘
The major provisions of that legislation included the following:

.—Any health insurer offering an individual or small group contract in New York
was required to accept all applicants.

~—All individual and small group health insurance contracts were required to be
communi‘ciy rated, that is, all persons with that contract pay the same rate with-
out regard to age, sex, health status or occupation.

—All HMOs in the state werg required to offer individual contracts.

—Personsg with health insurance coverage who change jobs must be credited with
the time: covered under their prior contract when calculating the pre-existing
conditign limitation.

—A risk adjustment mechanism among insuvrers was authorized to assure market
stabilization, » ‘ :

Issues Leading to Legislative Reform

What prompted New York to embark on a major and controversial effoxt to

:i'ggagg the health insurance financing systen in New York as it existed in the early
87

In the 1960s and 19708 most small groaps and individuals were able to obtain
health insurance coverage through regional Blue Cross/Blue Shield plans or com-
mercial carriers. Health care.expenditures, grew rather modestly over this time and
premiums remained relatively affordable for all participants. In the 1980s, health
care costs skyrocketed and commercial health insurance companies began to screen
applicants more closely in an effort to avoid the worst risks. At the same time, the
largest Blue Cross/Blue Shield plan in New York was expanding its open enroliment
policy, making available major medical coverage without underwriting,

-Dramatic annual increases in hospital and inedical costs during this time were
convincing many small employers to seek out- lower-cost alternatives. Employee
groups that contained the better risks, i.e., the healthier individuals, were able to
achieve savings through the commercial health insurance companies which could
pick ‘fad choose the healthiest and youngest groups.

New York is one state in which glue Cross/Blue Shield vlans have retained their
traditional role as health insurers of last resort, thus it was these non-profit insur-
ers that were badly hurt when their best risks began to sign on with lower-price
competitors who carefully selected only lower risk customers. Since Blue Cross/Blue
Shield plans rely on the experience of their entire community of risks in determin-
ing rates for individuals and small groups their premiums began to accelerate as
their pools of risks deteriorated. Companies that practiced both community rating
(i.e., acceptin& all applicants without regard to medical condition usually with a
waiting period for claims that result from pre-existing conditions) and open enroll-

(63)
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ment were trapped in a spiral of ever-escalating premiums. As premiums rose, more
and more heaﬁﬁy customers abandoned the foltf. which meant further rate hikes.

In our review of commercial carrier underwriting rules we found that these car-
riers generally had a very long list of blacklisted or restricted industries and occupa-
tions, that is, small businesses that are absolutely rejected by the insurer. They in-
cluded such businesses as farms, wrecking and demolition work, restaurants, police-
men and firemen, florists and liquor stores, orchestras, actors and other entertain-
ment groups, barber shops and beauty shops, hotels/motels ‘and transportation in-
dustries such as taxicabs and trucking and many more. i

The list of restricted industries and occupations by commercial insurers grew
leaving Blue Cross as the only option for many small groups. The poorer risks and
those without leverage in the marketplace were able to obtain coverage only through
. the Blue Cross/Blue Shield plans and were required to pay higher and higher pre-
mium rates.

As we saw a rise in the number of uninsured persons in the state; as the com-
plaints increased by individuals and small businesses that they were being priced
out of health insurance coverage; as we saw the community rated pools of Biue
Cross/Blue Shield being significantly reduced in number and ecomins more costly;
and as we saw more individuals and members of small groups rejected for coverage
by some insurers, it became obvious that there was a need to change the existing
system.

We believed that the problems we were faced with in the individual and small
Eroup market appeared to be caused primarily by allowing the underwriting of

ealth insurance risks and by the existing statutory authority which allowed com-
munity rating and experience rating to exist as competing rating methodologies.

We felt the fundamental change necessary in our approach to health insurance
Eroteccion for individuals and small ﬁroups was that less effort should be expended

eeping people out of the system through underwriting and rating barriers and
more effort expended in bringing people into the system and doing a better job of
managing their care and protecting them from the instability that results from
widely fluctuating premium rate increases. .

This fundamental change in approach to health insurance protection for individ-
uals and small groups could best be achieved through a change in the insurance sys-
tem: which required that these risks be community rated on an open enrollment
basis subject to rate approval by the Insurance Department.

Impact of Reforms

In analyzing and evaluating the enactment of the community rating/open enroll-
ment law in New York, its imglementation and the resulting changes in the market-
place, we have the following observations and comments: '

—The availability of health insurance coverage from all types of insurers (com-
mercials, HMOs and non-profits) eliminated the Blue Cross Plans as the insurer
of last resort in New York. Anyone, regardless of health status or occupation,
can now obtain health insurance coverage at a community rate.

—It had been predicted that open enrollment and community rating would cause
commercial insurers to leave the health insurance market. That fear was un-
founded. A few commercial insurers left the individual and small group market,
however, they were insignificant writers. All of the major small group health
insurance writers remained in the small group market. i

~Community rating did cause premium-rates to increase for younger insureds,
however, about 60% of the persons affected by the change in rates received rate
decreases or increases no greater than 20%, including trend. Some carriers com-
bined normal rate increases -with the change to community rating and used
community rating as the scapegoat for consumer complaints about increases.

—~—The requirement to provide coverage on an open enrollment basis and commu-
nity rating of individual and small group health insurance policies accelerated
the change by insurers to mana%ed care products.

—Consumers were A)articularly pleased with the “portability provisions” in the’
law which allowed them to change jobs without the imposition of a new pre-
existing condition limitation.

—Empire Blue Cross and Blue Shield, which was in the midst of well-publicized
management problems, lost considerable market share just prior to and subse-

uent to passage of the community ratin?/open enrollment legislation.

—There was a considerable number of telephone inquiries (900+ phone calls in
one week in mid-March, 1993) just prior to and immediately subsequent to im-
plementation of the legislation. In hindsight, staggered im{alementation of the
community rating requirement, such as at time of renewal, would have made
the systemic change smoother.
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—The initial community rates filed by some commercial insurers with the Insur-
ance Department for use on April 1, 1993, were reduced shortly after April,
1993, because of the competitive small group market. In combination with regu-
latory pressure to reduce rates for April 1 approval, a strong market dynamic
q‘uickly developed.

—The implementation of the law, including promulgation of regulations and nec-

. essary regulatory determinations based on interpretation of the law, was even
more difficult and confrontational than enactment of the legislation.

-~The community rating/open enrollment legislation did not require that all insur-
ers participate in all markets. Only HMOs are required by law to be in the indi-
vidual market, although they have few individual-insureds, and as a result,
Blue Cross plans dominate the individual market and commercial insurers con-
tinue to avoid the individual business.

—The implementation of a risk adjustment mechanism through establishment of
demographic and specified medical conditions pools presents an ongoing chal-
lenge which requires continuoug oversight and data collection with pools oper-
alional in seven geographic regions of the state. )

—More needs to be done to reform the health insurance system in New York, in-
cluding standard benefit legislation, “all markets” legislation and implementa-
tion of standard claim form legislation. Standard benefits and “all markets” leg-
islation will be proposed this year and implementation of standard claim forms
legislation will also take place this year.

In general, the community rating/open enrollment legislation has made individual
and small group health insurance more available to people in New York and it ap-
Eears that premium rates are more stable. In the small group health insurance mar-

et the law seems to be working well as small groups now have greater choice of
insurance plans and insurers must compete on the bases of competitive price and
management, of care rather than on risk selection and different rating methodolo-
gies. The individual market continues to present the problem of affordability for
many but this situation should be helped in part by the risk adjustment mechanism
and by an “all markets” bill which would require that insurers operating in the
group market subsidize the individual market.

There has been particular interest in the New York experience with regard to the
scope of the reform, our decision to require pure community rating, our establish-
ment of rating areas and our development of a risk adjustment mechanism.

Why “Pure” Community Rating

At the time of enactment of the open enrollment/community rating legislation in
New York all Blue Cross/Blue Shield plans in the state were community rating their
individual and small group business. In addition, all HMOs were required to com-
munity rate all of their business. A change to something less than pure community
rating would have been a step backward. So-called modified cgmmunity rating ap-
pears to be a recent development and is really not community rating, which had tra-
ditionally meant that age and sex would be eliminated as rating factors. -

The selection of groups of 50 or less persons to be affected by the legislation was
based on a number of considerations including: . : !

—many insurers considered groups of 50 or fewer persons as small groups,

—those groups most in need of assistance in obtaining and maintaining health in-
surance coverage were the smaller groups. .

—being too ambitious may have caused more political opposition, and

—if it was desirable to expand the groups aﬂ%cted by the law that could be done

at a later time.

The New York Law and regulations make a distinction between permissible geo-
graphie rating areas for insurers and pooling areas under the risk afgustment mech-
anism. Individual insurers must charge the same rate to all policyholders having
the same contract without regard to age, sex, health status or occupation, however,
different premium rates are permitted for different geographic regions not smaller
than a single county, provided the regions do not appear to contain configurations
designed to avoid or segregate particular areas within a county. Individual insurers
thus determine their own geographic regions for the purpose of rating within these

constraints. : )

Risk Adjustment Mechanism ,

For the purpose of risk adjustment pooling there are seven broad geographic re-
gions established by the Insurance Department generally following the geographic
rating areas used by the various Blue Cross/Blue Shield plans in the state.
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The risk adjustment mechanism in New York established risk sharing pools for
three reasons:

(1) To promote competition among insurers and HMOs on the bases of administra-
tive efficiency and managed care effectiveness.

(2) To deter competition among insurers and HMOs on the basis of avoiding or
terminating coverage of people whose health care costs are high.

(3) To encourage insurers and HMOs to enter, remain in, and compete vigorously
in the small group and individual health insurance markets, by shielding them from
the adverse financial consequences of insuring a disproportionate share of people
whose health care costs are high.

Insurance Department Regulation 146 seeks to achieve these purposes by estab-i
lishing twe types of pooling:

(1) A portion of the cost of specified high-cost medical conditions (transplants, low-
birth~weiight babies, AIDS and conditions leading to ventilator dependency) is pooled
among all insurers and HMOs. Through this type of pooling, all insurers and HMOs
proportionately share a part of the cost of treating these conditions.

(2) The degree of health risk in each insurer's and each HMO's individual and
small group business, as measured by the proportion of its business in broad age/
sex (i.e., demographic) categories, i3 compared to the average degree of health risk
for all insurers and HMOs. Insurers and HMOs which have a lower than average
degree of health risk in their individual and small group business pay into the pool.
Insurers and HMOs which have a higher than average degree of health risk in their
individual and small group business collect from the pool. This type of pooling pre-
vents insurers and HMOs from profiting by intentionally or unintentionally “skim-
ming” the best risks; it also protects insurers and HMOs which don’t “skim” by com-
pensating them if they cover a disproportionate share of high risk people because
of “skimming” by other insurers.

Regulation 146 established seven geographical regions in each of which there are
three risk adjustment pools, as follows: -

(1) A demographic pool for Medicare supplement business;

(2) A demographic pool for all of the non-Medicare supplement individual and
small group (groups of 50 employees or less) medical expense policies subject to
pooling; and

(3) A specified medical conditions (SMC) pool for non-Medicare sugrplement busi-
ness.

Each demographic pool for a region uses demographics by age, sex and family sta-
tus to generate an index called the Average Demographic Factor (ADF) for each car-
rier in that region. A Regional Demographic Factor (RDF) is calculated by taking
the average of the ADFs for all carriers in that region. The regional demographic
factor represents the average age/sex/family status for that region. Specifically, to
focus on the age parameter, each carrier with a younger risk pool will pay and each
carrier with an older risk pool will collect. The rationale for the age adjustment in
the demographic pools is the recognition that morbidity increases by age and the
risk selection that is present by age in a carrier’s risk pool-can be risk adjusted to
eliminate, or at least significantly dampen, the variation among carriers by age.

Each SMC pool for a region collects a premium between $1.25 and-$5.00 per indi-
vidual and between $2.50 and $10.00 per family per quarter from each participatin
carrier. These premium variations reflect richness of benefits. The premhiums fun
the reimbursement of a fixed amount to each carrier which experiences a claim for
any of four conditions: transplants, neonates, AIDS and ventilator dependents. The
rationale for the SMC pool is to reimburse for aberrational catastrophic claims.

Both the demographic and SMC pools have both prospective and retrospective as-
pects to them. For example, carriers with younger demographic pools can load their
premium rates to reflect anticipated pool contributions. The retrospective aspect of
the demographic pools takes the form of an annual reconciliation (in May of each
year) that “trues up” the expected demographics and claims to the actual experi-
ence.

The SMC pools also collect a premium-from every carrier and then reimburse for
the specified conditions: transplants, neonates, AIDS.and ventilator dependents.
Retrospective risk adjustment predominates for the SMC pools.

The SMC pools reimburse a fixed amount which has been set low enough to en-
courage managed care practices. If some carrier incurs less expense than the stipu-
lated amount, then the actual expenses are substituted for the stipulated amount.
Because the amounts are set much lower than required to reimburse the full ex-
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pense for the condition, the pool has a managed care thrust, an incentive for the
carrier to keep expenses or manage expenses down to the stipulated amount.

System development to implement the risk adjustment system was probably re-
quired by all carriers in order to extract the appropriate demographic data and, in
some cases, Yerform the demographic calculations. In addition, the administrator of
the pools (Alicare) had to develop some systems for administration and reporting,
but was able to adaﬁt some existing systems with relative ease.

With respect to the SMC pools, the data collection and submission at this point
are minimal so that it is difficult to ascertain the necessary system development
work. However, since the New York risk adjustment. mechanism 1s relatively simple,
it is not expected to be a major exﬁense item in the larger scheme of things.

Administratively, the demographic pools are collecting money from and disbursing
money to the var{‘ous participating carriers. The calculations necessary for the de-
mographic pools are done on worksheets designed and distributed by the New York
State Insurance Department with the cooperation and assistance of its adminis-
trator, Alicare. Three quarterly collections and two disbursements have been made
with a very limited number of problems.

The SMC pools have collected money, but distributed none to-date. For the most
part, participating carriers have not as yet requested reimbursement. The delay in
those request is partially due to the newness of the pool and of the rules and proce-
dures for obtaining reimbursement.

Legally there have been several challenges to the pools by the New York HMO
Conference and commercial insurers. For those HMOs participating in the lawsuit,
payments into the pool have been put into an escrow account until a final deter-
mination is made by the courts. Therefore, disbursements have been reduced by the
escrowed amounts. Again, pool anments are often a function of a younger risk pool,
which is the result of past risk selection practices (including benefit design prac-
tices) that encouraged enrollment of younger risks and/or discouraged older risks.

CONCLUSION

We believe that the open enrollment and community rating legislation has re-
warded New York residents with a number of significant benefits. As a result of the
open enrollment mandate, New Yorkers can obtain comprehensive, health insurance
coverage from a number of insurers and HMOs without regard to their medical con-
dition their age or their occupation. Community rating has stabilized premium rates
and rate increases, While premiums remain high, insureds need not worry that one
or two catastrophic claims will result in large rate increases. Further, restrictions
on pre-existing condition limitations have afforded portability of coverage allowing
New Yorkers the ability to change jobs or individual insurers or HMOs without
being subject to new waiting periods for continuing medical problems. .

We strongly endorse open enrollment and community rating, including an appro-
eriate risk adjustment mechanism, which have had such a positive impact on the

ew York health insurance system. We also recognize, however, that additional
changes are necessary to further address existing problems with the system. We
look forward to working with State and Federal legislators and all interested parties
to afford all of our citizens the opportunity to obtain and maintain comprehensive
health insurance coverage at an aﬂgrdable cost.

PREPARED STATEMENT OF WILLIAM S. CUSTER

AMERICANS WITH AND WITHOUT*HEALTH INSURANCE: IMPLICATIONS FOR REFORM

_ Mr. Chairman, I am pleased to'submit this statement for the record on health
insurance reform. The Employee Benefit Research Institute (EBRI), a nonprofit,
nonpartisan public policy research organization, is dedicated to providing objective -
analysis of health care and other work force issues. , '
While the employment-based system for financing health insurance coverage con-
tinues to provide coverage for 63 percent of Americans under age 65, that source
of coverage is eroding for many, especially those who are employed by smaller em-
ployers. Eighty-three percent of nonelderly Americans and 99 percent of elderly
Americans (aged 66 and over) were covered by cither public or private health insur-
ance in 1992 (table 1). Although some of the nonelderly had public health insurance
(15 percent), the most common source of coverage was private insurance usually ob-
tained through an employment-based plan. .
The number of nonelderly Americans without health insurance increased to 38.5
million in 1992 (17.4 percent of the nonelderly population), from 36.3 million in 1991
(16.6 percent) 356.7 million in 1990 (16.5 percent), and 34.4 million in 1989 (16.1 per-

3
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cent). A primary reason for the increase in the number of uninsured was a decline
in employment-based coverage, particularly among individuals (and their families)
working in small' firms. The number of nonelderly Americans with employment-
based coverage in 1992 was 138.0 million (62.5 percent of the nonelderly popu-
lation), a decrease from 139.8 million (64.1 percent of the total nonelderly popu-
lation) in 1991 (table 1). )

These estimates and most of those presented below are derived from the March
1993 supplement to the Census Bureau’s Current Population Survey (CPS). Most re-
searchers familiar with this survey agree that the numbers presented provide a
snapshot of insurance coverage at a given point in time during 1992. Another Cen-
sus survey, the Survey of Income and Program Participation (SIPP), follows a small-
er group of individuals over a two-and-one half-year period. The latest available in-
formation from SIPP indicates that, in 1987, 32 million (13 percent) Americans were
uninsured at any given moment, 50 million (21 percent) were uninsured for some
portion of 1987, and 16 million (7percent) were uninsured for all of 1987. Adjusting

those numbers for population growth and increases in the number of uninsured to-

make them comparable to the 1992 estimates from the Current Population Survey
yields estimates of 24 million Americans uninsured for the entire year, 38 million
uninsured at any given moment during the year, and 58 million uninsured for some

part of 1992,

Employment-Based Coverage

The most important source of health irisurance coverage is employment-based cov-
erage. In 1992, 62.5 percent of the nonelderly were covered by employment-based
insurance (table 1). This is a reduction from 1988, when 66.8 percent of the
nonelderly were covered through an employment-based insurance plan.

Declines in employment-based health insurance coverage were somewhat offset by
an increase in the number of Americans with coverage from a public source. The
number of nonelderly Americans receiving public coverage steadily increased be-
tween 1989 and 1992-33.4 million nonelderly Americans received public coverage in
1992 (15.1 percent of the total nonelderly population), compared with 31.7 million,
or 14.5 percent, of the nonelderly population in 1991 29.2 million, or 13.56 percent,
in 1990; and 26.2 million, or 12.3 percent, in 1989 (table 1). The increase in public
coverage is, at least in part, due to the impact of the recent recession and to changes

in Medicaid coverage for children and pregnant women. -

Workers

Not surﬁnrisingly, workers were much more likely to be covered by employment-
based health plans than nonworkers. Seventy percent of workers were covered by
an employment-based J)]an, compared with only 37 percent of nonworkers, In addi-
tion, 77 percent of individuals in families headed by a full-year, full-time worker
were covered by group health plans, compared with only 37 percent of those in fami-
lies headed by other workers and 16 percent of individuals in families headed by
a nonworker. -

Workers were also more likely to be covered by an employment-based health plan
if they worked for an employer with a larger number of employees. Insurers ma
charge less per capita for large employer plans because they are able to spread botf‘;
risk and administrative costs over a greater number of people. Only 23 percent of
selfemployed workers and 22 percent of workers in firms with fewer than 10 em-
ployees were covered through a group health-plan sponsored by their own employer
in 1992, compared with 70 percent of workers in firms with 1,000 or more employ-
ees.

Workers’ family members were also more likely to be covered by an employment-
based plan if the family head worked for a large firm. Among workers (and their

- families) in firms with fewer than 10 employees, 38.8 Percent were covered by an

employment-based plan, compared with 81.4 percent of workers (and their family

members) in firms with 1 or more employees (table 2).

Income and Health Insurance Coverage

Income is also related to health insurance coverage. In general, individuals with
higher levels of income are more likely to be covered by private health insurance,
while those with lower levels of income are more likely to be covered by a publicly
sponsored plan. In 1992, only 16 percent of individuals in families with income
below $5,000 were covered by private health insurance, compared with 92 percent
of those in families with income of $560,000 or more. Although many individuals in
poor families are covered by public health plans, that coverage is far from univers:!.
In 1992, less than 50 percent of the nonelderly with income below the rioverty lix:2
were covered by Medicaid.
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Characteristics of the Uninsured

In 1992, 17.4 percent of the nonelderly pogulation—-or 38.5 million people—were

noi covered by private health insurance and did not receive X:}blicly financed health
assistance, up from 36.3 million (16.6 percent) in 1991. ong the 38.5 million
nonelderly Americans who did not have health insurance coverage in 1992, most
were working adults (56.7 percent), while the remainder were children (25.4 per-
cent) and nonworking adults (17.8 percent). The total number of uninsured under
age 65 has increased from 33.6 million in 1988 to 38.5 million in 1992. Although
some of this increase can be attributed to population growth, the percentaée report-
ing no health insurance coverage has also increased from 1£.9 percent to' 17.4 per-
cent. -
The uninsured live in families that are generally low income and employed by
small employers. Just over 60 percent of the uninsured live in families with total
family income of less than 200 percent of the federal é)over’cy level. Fifty-one percent
of the uninsured live in families whose family head works for an employer with
fewer than 100 employees.

Furthermore, increases in the number of individuals without health insurance
were greatest among those whose family head worked for a small firm rather than
for a%ar firm. Among the additional 4.2 million ncnelderly Americans without
health insurance coverage between 1989 and 1992, 1 percent were in families in
which the family head worked for a firm with fewer than 25 eleoyees; 21 percent
were in families in which the family head worked for a firm with 25-99 employees;
26 percent were from families headed by a nonworker; 14 percent were.from fami-
lies in which the family head worked for a firm with 100-499 employees; and 21
percent were from families in which the family head worked for a firm with 500
or more employees. The increase in noncoverage among those in small firms was
even more pronounced between 1991 and 1992. Forty-two percent of the additional
23 million individuals without coverage between 1991 and 1992 were in families in
which the family head worked for an employsr with fewer than 25 employees. An
additional 15 percent were in families in which the family head worked for an em-
p]gﬁfr with between 25 and 99 employees.

e uninsured also tend to be young. Aboui 25 percent of the uninsured are chil-
dren®under the age of 18. Even among adults, the uninsured tend to be younger
than those with coverage. Twenty-seven percent of those aged 18 to 29 are without
health insurance, and that group comprised 40 percent of all uninsured adults.

Insurance Reform
The characteristics of the uninsured will be an important determinant of the im-
pact of reforms on the health insurance market. Most of the health insurance reform
proposals include a focus on the difficulty individuals and small froups have in ob-
taining health insurance at the same cost as larger groups. Small groups often face
higher costs per participant because of their higher per capita administrative costs
and insurance companies limited ability to pool risks. Insurers currently price their
policies on the basis of the expected risk of the individual group. If an insurer pools
all the 'groups it insures together and charges a premium based on that total pool,
some of the groups in the pool will pay higher premiums than they would if the
premiums were set on their risk alone, while others will pay lower premiums.

In the current health insurance market, insurers who attempt to pool risk across
groups will find the lower risk groups will choose another insurer whose premiums
reflect only their own risks and are therefore lower. By changing the incentives that
keep insurers-from pooling small groups, employment-based coverage may expand
to include many of the employed.uninsured in small firms and their dependents.

Most proposals include some means for guaranteeing that all small groups have
access to insurance and are not denied coverage based on individual characteristics.
However, proponents of insurance market reform recognize that guaranteed avail-
ability alone accomplishes little unless premium rates for small groups are sta-
bilized. Some proposals move the insurance market toward community rating so
that insurance would be offered to -all small groups at common rates. Others would
allow insurers to adjust community rates for factors such as age, sex, geographic
location, and industry type (class rating).

Some analysts argue that mandating community rating or eliminating demo-
graphic adjustments would raise rates for many groups and create incentives for ad-
verse selection. Adverse selection occurs when individuals with greater health risks
are disproportionately enrolled in a particular plan or group. Community rating lim-
its insurers ability to charge different premiums to groups on the basis of risk. As
a result, premiums for groups that represent good health risks would rise with the
implementation of community rating, while premiums for groups representing poor-
er risks would fall. Some of the healthier individuals would choose not to purchase

o
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health insurance as a result of the premium increase, while more of those individ-
uals who are poorer health risks would purchase health insurance. The result would
be an increase in the pool’s average risk, increasing premiums and potentialli; creat-
ing a vicious cycle that could end in an unviable health insurance market. The like-
lihood of this scehario actually occurring depends on the sensitivity of the demand
for health insurance to changes in premiums among individuals who represent good
and bad risks and on the ability o? individuals to determine their own risk status.

Generally, in the managed competition models that create regional health insur-
ance purchasing cooperatives (HIPCs), low income families, individuals not con-
nectecr with a group, and employees of small employei's would purchase coverage
through the cooperative. These cooperatives or alliances would community rate over

a risk pool formed on the basis of employer size and individual work status. The .

composition of these cooperatives or alliances’ would determine the costs of health
‘insurance and the distribution of these costs. Even if employees of small firms are,
on average, healthier than most Americans, the other two groups are likely to be
less healthy. For example, table 4 provides results of simulations on the premiums
likely to be charged to single adult individuals in purchasing cooperatives under dif-
ferent assumptions about their composition. -

Table 4 estimates single adult premiums that would arise under different risk
pools. In the workers only pool, all employees of firms with fewer than 500 employ-
ees are included in the pool. The estimated premium is $1,979. When nonworking
individuals are added to the pool, the snnual premium rises by $118, and when in-
dividuals now receiving Medicaid are added, tﬁe premium rises by another $139 to
a total of $2,236. Pooling working single adults with nonworkers and Medicaid eligi-
ble individuals increases worker premiums by almost 13 percent, or an estimated
$21 per month.

Managed competition models often require that employers under a certain size
must purchase coverage through a risk pool formed by a regional HIPC or alliance.
As table 5 indicates, increasing the size of the employer required to purchase cov-
eraﬁe through the HIPC or alliance decreases the premium charged for coverage
within that pool. Including those presently covered by Medicaid in the pool increases
the average premium by an average of about 7 percent. However, simulating the
per capita costs of providing coverage to nonelderly Medicaid recipients after reform
indicates these costs to be $3,309. Thus, including them in the risk pools lowers the
per capita costs to federal and state governments by over 29 percent.

Tables 4 and 5 assume that all individuals purchase health insurance coverage.
If some individuals choose not to purchase health insurance, and if these individuals
are healthier, on average, than those who elect to purchase coverage, the premiums
will be higher.

Changing the way risks are pooled will have important consequences in the
health insurance market. Many small groups and individuals will see the costs of
health insurance fall as a result, while others will see an increase. Even those
groups whose premiums will increase under some form of community rating may
be better off if the reforms stabilize premiums. Small employers who currently have
good risk profiles may still not offer health benefits because one catastrophic illness
could make these health benefits unaffordable. Some form of community rating re-
Jduces the variability in health insurance premiums.

Reforming the health insurance market by itself is unlikely to significantly in-
crease health insurance coverage. Although some groups may see lower premiums
as a result of insurance reforms, others will face premium increases, and the sta-
bilization of health Yremiums may not be enough to offset these increases. Health
insurance reform will redistribute the costs of health care services from the poorer
risks who may currently be excluded from the market to the better risks. The bur-
dens imposed by this redistribution will depend on the number of good risks who

remain in the pool.



O

€—$6—0 S€8-I8

Table 1
Nonslderiy and Elderiy Americans with Selected Sources of Heaith Insurance Coverage, 1989-1992
Employee Benefit Research Institute Analysis oi the March 1990, 1991, 1992, and 1993 CPS

Total Populaton Noneiderly Elderty
Source of Coverage 1889 1890 1991 1992 1989 1950 1981 1992 1989 | 1990 19914 1982
{mitlions)
Total Population 2433 2460 2487 517 2137 2150 218.t 2208 296 301 306 309
Total with Private Health

insurance 1804 1789 1784 1775 1604 1583 157.7 1566 200 2086 20.7 209
Empbyer coverage 1502 148.7 1500 1480 1408 1387 1398 1380 94 10.0 10.1 10.1
Other private coverage 303 303 286 296 19.7 18.7 18.0 18.8 10.6 108 106 .108

Total with Public Health )

Insurance 545 581 61.2 63.2 26.2 292 317 334 283 289 295 238
Medicare 315 323 329 37 32 35 35 4.0 28.2 288 294 29.7
Medicaid 21.1 242 268 283 185 216 239 256 € 26 29 29
CHAMPUS/CHAMPVYAZ 70 70 7.1 69 5.9 59 59 57 1.1 11 t.2 1.2

No Health insurance 34.7 36.0 36.6 389 344 357 363 385 03 03 03 04
{percentage)

Tota! Population 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%

Total with Private Health ’ .

Insurance 74.2 727 7.7 7058 75.1 733 723 709 67.7 _ €84 67.7 67.7
Employer coverage 613 60X 60.3 58.8 654 64.2 B4 1 625 320 33.2 33.1 326

Other private coverage 124 123 115 118 8.2 9.1

8.2 85 357 35.2 347 350
Total with Public Health

insurance 224 236 246 251 123 135 145 151 958 960 963 966
Medicare 129 131 132 134 15 16 16 18 956 957 960 962
Medicaid 87 98 108 113 &7 100 110 116 87 B6 95 9.4
CHAMPUS/CHAMPYA2 29 28 29 27 28 27 27 286 37 37 3B 3%

No Health Insurance 143 146 147 154 161 165 168 174 10 10 09 1.2

Note: Details may not add to totals because individuals may receive coverage from more than one source.

&indudes only the retired military and members of their families provided coverage through the Civilian Health and Medical Program for the
Uniformed Services and the Civilian Health and Medical Program of the Veterans Administration. Excludes active duty military personne!
and members of their families.
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Table 2

Noneiderly Population with Selected Sources of Health Insurance, by Firm Size of Family Head's Employer, 1992

Employee Benefit Research iInstitute Analysis of the March 1993 CPS

Firm Size of Employer Coverage ' No Health
Family Head's Total Other Total insurance
Employer Total Private Total Direct Indireci Private Public Medicaid = Coverage
{millions)
Tota! 2208 1566 138.0 889 69 1 188 334 256 385
Nonworker 257 6.6 41 27 15 25 143 122 6.0
Fewer than 10 323 195 125 58 67 7.0 36 28 938
10-24 6.4 104 88 4.3 45 16 1.9 1.6 - 44
25-99 268 19.2 17.3 8.8 85 19 28 2.1 55
100499 29.7 236 222 Y 111 14 28 2.1 42
500-999 11.7 9.8 93 45 47 [+X3) 1.0 0.7 13
1,000 or More 78.3 674 63.7 316 321 38 69 40 7.2
(percentage within coverage calegories)
Total 1000% - 100.0% 100.0% 100 0% 10C 0% 100 0% 100.0% 100 0% 100 0% .
Nonworker 16 42 3.0 39 21 135 429 477 156
Fewer than 10 146 125 91 85 S7 375 109 11.0 255
10-24 74 6.6 64 62 65 85 58 61 115
25-99 121 122 126 128 123 99 84 84 144
100499 134 151 16.1 16.2 16.1 7.6 84 8.2 108
500-999 53 6.3 - 8.7 6.6 69 3.0 3.0 29 33
1,000 or More 355 431 46.2 459 46.4 20.1 206 158 18.8
: {percentage within firm size categories)

Total 100.0% 70.9% 62 5% 31.2% 31.3% 85% 151% . 11 6% 17.4%
Norworker 1.0 258 160 103 57 99 55.7 a76 234
Fewer than 10 100.0 60.4 388 180 207 21.8 113 87 304
10-24 100.0 631 534 261 273 98 . 119 85 270
25-99 100.0 717 648 - 328 319 70 104 80 207
100499 100.0 796 749 375 374 48 95 7.0 142
500998 100.0 843 796 . 389 407 48 86 63 11.0
1,000 or More 100.0 861 814 404 410 48 88~ 5.2 8.2

Note: Details may not add 1o totals because ndividuals may receive coverage from more than one source.
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Nonelderly Population with Selected Source
Percentage of Poverty, 1992, Employee Ben

Tabie 3

s of Heaith Insurance Coverage, by Family Income as a
elit Research Institute Analysis of the March 1993 CPS

Family income Employer Coverage No Health
as a Percentage Total Other Total Insurance
of Poverty Totat Private Total Direct Indirect Private Public Medicaid Cowverage
(millions})
Total 220.8 156.6 138.0 68.9 69.1 188 334 256 385
0-89% 330 6.1 3.6 1.5 2.1 25 17.2 16.4 108
100%—~124% 98 4.0 31 1.2 1.9 09 29 25 35
125%—149% 9.6 4.7 3.7 1.5 2.2 09 20 1.6 34
150%—-199% 20.2 126 10.7 45 6.2 1.8 3.0 20 56
200%—399% 74.7 618 556 255 30.1 6.3 5.2 25 104
400% or More 735 675 613 347 26.6 6.3 3.1 0.7 4.9
- (percentage within coverage categories)
Total 1000%  "1000%  1000%  100.0%  1000%  1000%  1000%  100.0%  100.0%
0-99% 150 3.9 26 2.1 3.0 134 515 638 28.1
100%—124% 44 2.5 2.2 1.7 2.7 4.8 8.6 9.6 8.0
125%—149% 44 3.0 2.7 2.2 3.2 50 6.0 6.4 8.8
150%~199% 9.1 8.0 78 6.5 9.0 9.7 9.0 8.0 145
200%~-399% 338 395 403 370 435 3386 154 8.7 269
400% or More 333 431 44 4 50.4 385 334 94 25 12.7
’ {percentage within poverty status categories)

Total 100 0% 70.9% 62.5?0 31.2% 31.3% 8 5% 15.1% 11.6% 17.4%
0-99% 100.0 184 - 108 45 -64 76 520 . 485 327
100%~124% 100.0 404 313 123 19.0 g3 293 251 356
125%—149% 100.0 48.5 388 155 233 S¢G 209 16.9 353
150%—199% 100.0 62.2 532 223 309 91 14.8 10.1 2777
200%-399% 100.0 827 744 34.1 402 8.5 -89 : 33 13.9
400% or More 100.0 919 834 472 36.2 8.5 4.3 0.9 6.7

Note: Details may not add 1o totals because individuals may receive coverage from more than one source.
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Table 4
Simulation of Single Adult Premiums under Various Assumptions of Composition of Risk Pool.
Assumes All Employees of Employers with Fewer Than 500 Employees Purchase Coverage through
Health Insurance Purchasing Cooperative (HIPC),
All Other Employees Purchase Coverage Outside HIPC

Composition Premiums

Premiums
of Risk Pool Qutside HIPC Inside HIPC
Workers Only $2,188 $1,879
and Nonworkers . $2,018 $2,097
and Medicaid $1.683 $2,236

Source: Employee Benefit Research Institute simulations usiﬁg the March 1993 supplement to the Current Population
Survey and the National Medical Expenditure Survey.

¥9

Table 5 ' 3
Simulated Single Adult Premiums Under Various Assumptions on Size of Employer ‘
- In Risk Pool and Whether Medicaid Recipients are Included in the Pool

Employer Size Cap
Composition ;
of Risk Pool 100 500 1,000
Medicaid Out $2,181 - %2097 $2,068
All Under C~n in $2,336 $2,236 $2,202

Source: Empioyee Benefit Research Institute simulations using.the March 1993 suppiement to the Current .
Population Survey and the National Medical Expenditure Survey. :
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PREPARED STATEMENT OF SENATOR DAVE DURENBERGER

Mr. Chairgnan, I thank you for recognizing that insurance reform is the fun-
damental building block cf comprehensive system reform. This committee is very fa-
miliar with this subje¢t as we have held past hearings, marked up legislation and
subsequently passed it on the Senate floor twice,

Looking back, it is unfortunate that we are not starting the second session of the
103rd Congress to build on the small group insurance reform provisions that could
* have been already implemented. Today, Americans would be secing results in the.

system. Maybe the examples given by the President in his speech Ifast week could
have been addressed by insurance reform.

Under your leadership, Mr. Chairman, I am certain that we will not be looking
back again with wishful thinking on this subject. Instead we will move forward.

Recently, there has been much discussion as to whether there is a health care cri-
sis. Re ar(iless of onv’s view, | believe we all can recognize that we have a system
which has a host of difficult and interrelated problems that are showing up in the
pain and uncertainty that every member has felt from millions of American families
and businesses.

I first became involved in insurance market reform in 1990, when my experience
with Minnesota small businesses and farmers told me something was very wrong
in the insurance market. 1 saw that the price and quality of insurance coverage was
related to where you worked.

As soon as we finished our work on the Pepper Commission in March of 1990,
people on my staff-—particularly Kathy Means, who is now at HCFA, and Dave Gus-
tafson, who was then on loan from PBGC and is now back at PBGC—went to work
to design appropriate insurance reform, because we thought we could get 75 percent
of the way to the charge of the Pepper Commission.

I introduced the first product of their work in S. 3260 in October of 1990. The
refined product was 8. 700 in 1991. And later that year it was incorporated into
S. 1872—legislation I introduced with our previous Chairman, Secretary Bentsen.
It was also included in my Republican colleagues’ bill, led by John Chafee; and it
i8 in a lot of bills around here. :

We have all the reform packages on the table now. We have the President’s,
Chafee/Dole, Nickles, Gramm, and Breaux/Durenberger; a variety of them. Despite
their differences, there is d strong consensus on one issue—reform of insurance in
the small group market. .

The real problem of access to health care is that people cannot gain financial ac-
cess to the system because medical costs are too high and there is unequal access
to inBurance coverage. .

Nowhere is that problem more severe than among people who are self-employed
or work -in small businesses. In almost every case these people pay far higher pre-
miums for far less coverage than employees of large and medium-sized firms.

When we realize that over 50 percent of American workers are either self-em-
ployed or work in small businesses, we begin to see the extent of this problem.

Among the 37 million uninsured, and the much larger group of the “under-in-
sured,” a substantial majority of them are small business employees, self-employed
people and their dependents. ,

‘ Big companies get good coverage at reasomable prices. Little companies get insuffi-
cient coverage at high rates and are subject to exorbitant price increases and can-
cellation without warning. ' ,

There are many problems iri need of solutions within the current delivery system.
However, insurance reform gets to about 75 percent of the coverage issue. It will
not do it all, but it is an important step in getting us there. And that is the reason
that I have invested much time over the last five years in this particular issue.

In my view, in order to achieve universal access to high quality care through uni-
versal coverage of financial risk, we have only two choices. One way is by setting
a budget and achieving savings through fee reductions and premium caps. That ap-
proach will sacrifice quality for spending reductions. The better way is to focus on
productivity—how to get more health care for less. Productivity is the American

way. :
\z’e need to encourage all the actors in the health care system-—insurers, consum-
ers, providers, employers and government—to become more Jn'oduct-ive. We must de-
ﬂigq systems that ‘reward the good providers and the good health plans with our
usiness.
Mr. Chairman, we've got a long journey in front %f us to arrive at comprehensive
health reform. This is an excellent place to start. 1t*addresses a major .problem and
there is substantial bipartisan agreement. 1 commend you for getting us underway.

*
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PREPARED STATEMENT OF BILL GRADISON

Good morning, Mr. Chairman and Members of the Committee. My.name is Bill
Gradison; I am President of the Health Insurance Association of America (HIAA).
HIAA represents approximately 236 commercial health insurers, covering approxi-
mately 5g million Americans.

Mr. Chairman, our nation’s health care system requires comprehensive reform.
Although most Americans are adequately protected by their health insurance, many
are not. Approximately 37 million Americans have no health insurance coverage,
and health care costs are consuming an ever greater share of the gross domestic
product. There can be no doubt about the need for comprehensive reform.

Mr. Chairman, HIAA believes that health care reform should lead to universal
coverage for a federally defined benefit package. No one should lose coverage be-
cause they get sick, change jobs, or lose their job. Competition among health plans
should be based on quality and efficiency. .

We wholeheartedly agree with the six principles for health care reform endorsed
by the President: security, simplicity, quality, savings, choice and responsibility.
HYIAA has proposed specific means by which they can be achieved. Let me empha-

size what HIAA supports:

“Cradle-to-grave” coverage for all Americans;

No exclusions for existing or previous illness;

Coverage that cannot be canceled if you get sick;

If you change jobs or lose your job, coverase goes with you;

Employers and employees both pay toward coverage;

Subsidies for those who cannot afford premiums;

Reform of malpractice laws and reduction in defensive medicine;
Publication of price and quality data to allow accurate, easy comparisons;
A single claim form to control paperwork;

Incentives for healthy lifestyles, with emphasis on wellness and prevention;
Elimination of cost-shifting from Medicaid and Medicare to those with private
insurance;

Use of managed care to control costs and enhance quality.

ASSURING UNIVERSAL CONTINUOUS COVERAGE

Mr. Chairman, as you requested, the remainder of my testimony focuses on
HIAA'’s suggestions for reform of the health insurance market. As you know, many
states have already enacted some insurance reforms; appended to my testimony is
a chart outlining those state reforms. .

As we discuss the specifics of proposals for federal reform of the health insurance
market, it is important to recognize that changes in the health care system are
interconnected. My suggestions today pertain strictly to an environment in which
there is universal coverage, achievedy tgrou h an ind)ilvidual and an employer man-
date, with government subsidies available for those who cannot afford to purchase
the federally defined benefit package: Medicare would remain in place. Without uni-
versal coverage, the same rules may not achieve the intended goals and may, in
fact, have uninwended, adverse effects. )

A federally defined benefit package should be established. The package should be
flexible to encourage cost-conscious behavior, Americans should be encouraged {o
take personal responsibility for maintaining good health regarding lifestyle fgactors
within their control.

The HIAA endorses the following health insurance market reforms:

¢ Insurers and other private payors must issue and renew coverage for all;

» Coverage must be continuous: there must be no preexisting condition limits
oncedan individual is in the system; and the problem of “job lock” must be elimi-
nated;

e Coverage must be made available to every employee in an employment-based
group, regardless of health status. No one in a group could be excluded;

» Coverage cannot be canceled, terminated or not renewed based on the health
status or claims experience of eny individual or group;

¢ Rating restrictions should be established so that I‘I)arge rate differentials for
groups of similar age, sex and geographic composition do not exist. We oppose
“pure” community rating because it results in market disruption and works
against cost containment in a variety of ways; .

" o A system of reinsurance or risk-sharing for individual and small group insur-
ance must be established to compensate for inequitable distribution of risk.
There will be no advantage to selecting good risks. This will eliminate concerns

about “cherry-picking;”

¢
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¢ To protect consumers from the risk of financially unstable carriers, and to main-
tain employer incentives to control costs and promote employee wellness, insur-
ers within limits, should be allowed to eatablish premium rates that provide in-
centives for healthy lifestyles and managing care;

e A standardized, “paperless” system should be developed through the use of a
uniforn claims form and electronic data interchange.

It is also important, Mr. Chairman, that these reforms apply equallg to insured
and self-insured plans. Employers who choose to self-insure essentially become “car-
riers,” and must do their part to ensure that all Americans have access to continu-
ous coverage for a federally defined benefit package. There should be parity in the

marketplace.
SPECIAL RULES FOR THE INDIVIDUAL AND SMALL GROUP MARKET

Because we recognize that individuals and small employers currently face serious
?roblems in the marketplace, HIAA recommends that more stringent insurance re-
orms be applied to carriers in those markets. -
Under a system of universal coverage, we recommend that insurers operating in
the individual market be required to “guarantee issue”—carriers must issue the de-
fined benefit package to any individual who wants to purchase it, as long as the _
“individual is not ehgible for group coverage through an employer or a government
program. Similarly, in the small group market (2 to 50 employees), insurers must
‘guarantee issue” the defined benefit to any small employer group that applies for

it.

Second, small employers and individuals require a rating system that shields
them from the year-to-year variability in health care costs. In a system of universal
coverage, carriers selling to individuals or small employers should be required to use
modified community rating. Permitted rating classes should include family size, geo-
graphic location, age, gender and health improving behaviors (e. g., non-tobacco
use). But neither the health status nor the claims experience of an individual or em-
ployee of a small employer would be considered in determining premiums.

In contrast, Mr. Chairman, the aggregate claims experience for larger groups is
quite stable. Allowing variation in rates for larger groups based on experience en-
courages employer involvement in cost contairminent efforts and in improving the
health status of employees. . :

Recognizing that some insurance companies, because of historical focus, are not
equipped to provide coverage to groups of all sizes, insurers should not be required
to serve market segments (basegr on group size) in which they have no expertise.

RISK ADJUSTMENT IN THE INDIVIDUAL AND SMALL GROUP MARKETS

To eliminate carriers’ incentives to seek out healthy enrollees and avoid unhealthy
enrollees, particularly in an environment where carriers are not allowed tn associate
the premium charged fully with the costs they expect to incur, a risk adjustment
or reinsurance mechanism is needed. Health care costs vary more among individuals
than among groups and more among small groups than among large %roups. This
is because virtually any employer group that happens to have some unhealthy peco-
ple will also have some healthy ones. A risk adjustment mechanism in this market
is designed to ensure that individual and small group carriers aren’t disadvantaged
if they happen to get a larger-than-average share of people with significant medical.
problems, similarly, a risk adjustment mechanism will ensure that one carrier does .
not benefit if it enrolls a healthier mix of people than its competitors.

We recommend that carriers competing in a defined geographic market area be
required to participate in a common risk adjustment mecﬁamsm.

I would note that these rulés are intended to apply to health benefit plans for
medical expenses—not'to other types of coverages, such as disability insurance,
Medicare supplemental policies, antf other plans that cover services not included in

a federally defined benefit package. ;
MARKETING PRACTICES )

Although a risk adjustment or reinsurance mechanism reduces incentives for car-
riers to seek out good risks while avoiding bad risks, further safeguards should be
provided through the regulation of marketing practices. These marketing rules
would prevent carriers from engaging in risk selection through selective marketing,
service or delivery of care, and ensure that marketing is based on accurate and uni-
form (comparable) cost and quality measures. .

HIAA recommends that carriers conform with defined fair market practices. In all
aspects of their marketing and business operations, carriers should not be allowed

7



68

to discourage enrollment of any applicant, or encourage disenrollment of any in-
sured, based on a person’s hea{th status or claims experience. Carriers should be
required to provide specified cost and quality data to a designated agency.

“Tying” the sale of the federally defined benefit package to the purchase of an-
other insurance or financial services product. should be strictly prohibited.

We also believe that agents and brokers play an important role in the health in-
surance gystem. Individuals and employers of all sizes should be free to use agents
to assist in selecting, purchasing and servicing of health ingsurance plans. ’

Finally, to ensure that all Americans are guaranteed access to continuous cov-
erage, tge financial solvency of insurers and others providing protection must be
subject to appropriate regulation. All carriers and self-insured employers should be

required to meet solvency requirements.
PURCHASING COOPERATIVES/HEALTH ALLIANCES

Mr. Chairman, as you know, many people believe that some type of “purchasing
cooperative” or “health alliance” can be helpful in restructuring our nation’s health
care system. A few states have authorized the creation of these mechanisms. Pro-
ponents suggest that purchasing groups may be helpful to some individuals and
small employers—and that may be true. But we won't know one way or the other
until these mechanisms are thoroughly tested to determine whether they achieve
administrative savings or enhance small employer and individual bargaining power.

Mr. Chairman, HIAA strongly ohjects to requiring any portion of the American
public to obtain its health coverage through an alliance. The President’s proposal
would result in approximately three-quarters of the American people being forced
into these untested alliances.

HIAA recommends that, if alliances are to be established, they should be vol-
untary: employers and individuals should have the option of purchasing their cov-
erage through the alliance or maintaining their current coverage. All health plans,
whether or not they participate in the health alliance, would have to play by the
same rules, so that neither the alliance nor plans operating outside the alliance
would receive an inequitable share of risk. Insurance reforms and marketing rules,
such as those discussed previously, would apply to plans offered both inside and out-
side the alliance. ) : :

If health alliances are truly more administratively efficient, and better at poolin
risks, then the carriers operating through alliances will have lower premiums an
will naturally gain market share. If, on the other hand, employers and individuals
feel the{ are better served in dealing directly with an insurance company rather
than a large government bureaucracy, they should have that choice. The market
not the government, should determine which is the more efficient way to insure all
Americans. A voluntary approach would provide the opportunity to test alliances,
without needlessly placing American health care at risk. Under a mandatory alli-
ance approach, where will the millions of Americans go if the system doesn’t work?
The infrastructure that previously served them would no longer exist.

ACTUARIAL ESTIMATE OF THE BENEFITS PACKACE

Finally, Mr. Chairman, one of HIAA’s actuaries recently completed his analysis
of the cost of the benefit package included in the President’s Health Security Act.
I wanted to share that with you today. A copy of the estimate is appended to my
testimony, and I ask that it be included in the record. In brief, the. anail> yais suggests
that the Administration may have significantly underestimated the insurance pre-
miums that individuals and families would have to pay if the President’s health care
reform proposal were in effect today. This study is the first formal, peer-reviewed,
actuarial -opinion to be released regarding the reasonableness of the Administra-
tion’s premium estimates. ‘

According to our analysis, which uses data supplied by HIAA member companies,
single persons would pay $2,358 to $2,632 per year for insurance coverage under
the White House proposal, while two-parent families would pay $6,840 to $7,634 for
coverage. According to Clinton Administration estimates, individual premiums
would cost $1,932 and family premiums would cost $4,360. On average, the Admin-
istration’s estimates of premiums incurred after full implementation of the Health
Security Act are understated by nearly one-third.

Again, Mr. Chairman, I want to thank you for the opportunity to share HIAA’s
views with you. I would be happy to answer any questions.
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Oxher Repeaier on 7190 Y12
Prokiviss cont shifling of the pragram w ether iwnreds or the
sste, §21.56.040
Effccuve Date July 1, 1993 Decendber 31, 1993

Best Available Copy
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ARKANSAS CALIFORNIA
Avadability COuarsstend lovse of mmall supieyse produsts (group siae §.50
Yy 171193, 4-30 by V/1/93) (1192 HR 167D)
Group Sue 1-25 §23-86-202 3-50 §10%00(x)

Lodividusl Policies

Does acx apply 10 individual policies which sre subject w0 poticy
form and premoum rewe spproval. §13-86-20)

Individual policies sold 10 sermll somploysrs mesting ceruin
requirsments ke swbjact 10 this Act. §10702

Cane Ch \ice Reb damographics of mmall smployer s somidered by Snchudus sgs (7 comgorins), geogrephy (9 regroas), family
carnet in o ination of preay i > position (4 comgories), sad plaa demgn which are usd 0
Bealth statuz, and durston of coverge arv aat sess & ane the stundard smploywe riek ree. §10700(w)
charscurimics. §23-86-302

“ating Resrrbons lades rewe for oot clase of businsss shall not oxcesd the index Prowmivan retes may 9ot very from the sasdard ewpioyee risk

ete for any owher class of busissas by more then 20%.
§7204(s). For a class of business, the pressiven resss charged
mnall employers with similar care charscrerisics shall aot very
from Wie index rewe by mors than 25 %. §23-86-204

reis by mre han | 20% mor ites than $0% wma July 1, 1996;
sffoctive July 1, 1996, prowsum retes may mot vary from the
sandard smpicyss risk rvis by more than 110% mor bees than
0%, §10200(v), 10714

Transwonai Penod

S years §23-36.204

See sbove

encysl Raurg

Trend plus 15% plus chaages in cas charevisriaes. §23-86-
204 .

10% parmimed foe risk adjummant (61000 reaswal rates are
sffecuve for ot leax six momhs $10714(0)1(2)

RckYB-m y

Guaranieed renewable except *for couse.”

Gusrsmeed rencwable sxcept "for cause’ §10705(%), 10713

$23-86-208

Whole Grou Carviers ars required 10 take ths whale group. §10707

Coatsauity of . Procxising condaion kmiwiion of § moaths. credit shall be

Coversge Fiven if & person waa coversd uader qualifying previous
coversge if previows coversge was comiavout 30 days prios w0
e paw 1ge, exchusive of applicable waiing periods; if

whoy s iseiad or scaployer's ibution soward

the coversge has tarmiaeied, thare is & $0-da; period allowsd
for cominvity of coversge. §10706, 10708(e,b). 1070%(a)

Reinsurence type Prowpective/with opt owt §10719, 10720(4)

Reiosurunce Pnce No provison

Comt Shanng No provision

Amessmenia No cap $10721

Oher iahes & purchosing pooi for smmll employers §10730
Cuareaty Associstion - only need one msmber

Efwcuve Date January 1, 1992 July L. 1993, but see phase-in effective daiss sbove




COLORADO CONNSCTICUT
Availability Ounrastond jusue §380-352, S682(0) (*1991 SB &9 chasyes)
Grovp Sas 1.35 $10-3-10) 125 §38e-544(4)
Tadividual Pohicies Does act apply 0 Ladividunal policine, l-n-y-mwm“n'h-mm
individusl hoakt in

$10-8-101(5)

® B lews applicable 0
“ph.hﬂbcmnhﬁnﬁulwdwa;.n
ploas mude cveilehie by e Hoakh Reissvrance Asocistion.
§18a-552, 566

Cam Charecwarinics

Proditits an inssrer from requesting meducal informstos which

Appoars © includs everything s ooyt claiens expenaace,
durmion of soverge sad haakh awe.

is mors than 5 years old on say of the swrolied members of o
smnall group 18 wnderwiing or seming promivems for the group.
May use current heshh matss. §10-8.116.5(7)

3856427

Raung Restrkuons

wlem

Promivm revs may act saeeed 200% of the base premum i
for the samm ar similar case charecianaics for plans issmed on
or aflar 7/1/90 and priov 10 10/192 and beginning 7/1/9$ plans
ansed prioe to 7/1/90. Rates wey not excesd 150% of he
bavs prevuiom rewe for plens iwwsed on or sftar [0V1/92, and
begiaming 10/1/57, plans isned prioe w0 m/mz .
$38+-567(5)

Terenavonal Penod

slent

3 yoars; sfiar July 1, 1995, rating rentrictions will be epplied 1o
plams isswed peior o July 1, 1990 §38s-567(5)

Treod plus 158 plus changes in case charsciensucs. §10-8.

Trood plus (5% phus changss in case charecieriatics *

Resews! Raung

6.3 $382-567(6)
Reoewsbilily Guaraniesd renewable except *for couss * Guersatosd remeweble exoept “for couss” §182-567(3)

$10-8.116 § .
Whole Groups Cannct sutinde sligivle empleyss ot dopendents on the besis

of an aotial or sapectsd hackh sonditson §38s-567(4)
Cootuouity of Prosxisting cosditica fimitation of 12 months; ¢redit shall be
Coversge given if & porvon was covered wader qualifying previous
. g il provi e was i 30 days prioe o
he sew ngs, ¢xch of appli weiting periods,

-w.m—yuucmmu«mm
befors L/1/72 10 prioe soversgs as s resdent of
CT. §34e-567(1.7)

Ruosmmnce type

Prospective/mendatory (¢ffec. S/1/41) §38.569

Reasrance Price

Wheis Grovp: [50%
ndividual; 300% §380-549(c)

Con Sharing

15000 for alf plaar ensept thess Vhich supplomsent the basic
Dowpital or beapital margical plans, bs which cass the eductible
is 52000 §38a-56901)

(1) Apportioasd sssang o3l members in proportion w teir
roupective shres of the Wial prossiame sormad from snell
group pless, (7) spporioned smong all members in p
nmmmummmmu
plass; sovwsbers’ sasessneins cannct sxcond 40% of the 1ol
sovsssanent for the first yeor, SO% for the second
38569 o(2)

Othar

Effectuvs Date

Joly 1, 1991

My 1, 1990
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DELAWARE ) FLORIDA
Avedadsl G lsswe (growps of 2-25) §7207(s)3 Gusrantond insos with sap (gromy size 3-15) (1992 53 2390)
' H27.64990), O)e
Grovg Sus 1.2 §T20Usc) 1-25 §627.41062) Cen. 1, 1994 shanges 0 1-50)
tadividual Policies Apphis 10 any bealh beseli plan provided by o sl sespioy [ Ny appliss 10 individusl policies sid @ small smpioyers.
which provid gt W0 the smpioyees of mch small smployer mw.mummumwy
i this mae. §7200 0 individual policios if the insurer centifies 10 the deparment s
e policy wes inswed ks good folth with ae knowiedys or iasem
hat Be policy is paid by or e premsiums e relubursed by &
sunall smployer $627.4106(4)  (Applies s individuels 49¢)
Cix Demographic or other objective ch of small el Duimegrophic or cthar objective el isics of swall empiey
Charncensucs 48 cousdersd by carrinr in dotsranasiion of prewsvms; Claisw 0 considerad by carrier in detsrwisntion of premivens; Claiss
Sxpenence, mw.u‘mdmm--. experence, beskh setws, and durstine of Coversge o ot cam
charscunsics. small onployer corvier shall not was A $617.4108(2)0
other thaa age, gender, industsy, geographic aree, lowsly :
componuon, unbeakhy lifsstyle choices, and group size withowt (171194 roting focrors ore sge, gemder, family cong., tobacco
pnor approval of Conwrissionsr §7200(g), 7204, T205(4) ueuge sad geography)
Raung Reancuons (ndex rwia for one class of businsss mey ROt e xseed the index rvie Index roe for oo clams of busiasss may not excesd the index rau
for amy other clnes of busimess by wove than 20%; for o clams of

for sny owber class of business by more than 20%; for s cless of
business, the precuivm retss charged smail sanploysrs with smiler
benefit plans shall pot very from the indax rele by more than
IS%, with an edditions! combiaed varission of #o mors then 108
rmpmruwy.u?mnymm
for age asd femily composition, provided that the carrier Gl age
and fsmily composition Lbies with the Commminsionse §7205(1.2)

busimwes, the presinc raies charged small srrployery wilh similer
cave chersateristics shall aot vary (rom the index reie by more
than 25% $627.4106(3)1,3

Espires 1/1/94.

Transsional Penod

For plans dslivered or ismsed for delivery prioe to the ofSactive
date of this chapisr, ¢ promivm rets may have ¢ ons-yoor
wansiion petiod §7208(N -~

3 yoors $627.4108(9)

Rencwal Rating

Trend plus 155 plus ehaages in case charssterintics §72050)6

Trond phua 13% plus changes ia cars eharvcierisics
$427.4106(5)%

Cusraniosd teaswable exsopt ‘for couss” §617.4108(6)

Reaevability Guaramosd remewsbie sxcopt “for conss® §7206
Whok Groups Carriers soum offer coverngs 10 all eligible sunployess sad &muiﬁmnmmwﬁ
dependeats §7207(0) dopendonts $527.6699%(5)e(T)
Costumuity of Pre b ion of )1 mewha; credis shall b Prossisting condition kmitstion of 12 moaths; credit shall be
Coveruge Mihmwm*m“m given if & parson wee coversd wader qualifying previcus coverngs
ifp WS WOs eON 60 d2s priee 10 the now [ nge Wee eonth 30 duys prior 4 the mww
¢, exch of spplicabie waiting periods §7207(c) s, of applicable wiking periods
11660901 XT)
Rewwurence type Prospective/with as opt-omt §7210 Prospecaive’with s epi-out §627.669%(T)
Revwursncs Price Whole Growp: §150% Whede Growp: 150%
Individual-  S00% §72100)4 Subividwnl:  SO0% §627.6699(TM(1)0,0
Com Shanng $5,000 pius 10% of the et $50,000 §721 LI, (L3¢ $3000 por yose plus 10% of lacwrred cloiss duriag & calesdar
yout §627.669K0)%4)
Asssaroe ms Foramia 0 be set by Bosrd bet suust be $08 - 1508 of carrier's 1 ter: an smownt 001 10 saoeed $ 5§ of small sumployer
’ prop 1 share of sll reimmering carviers' small smployer - Lad vive, if Y: a8 sunowel aoi 10 sxcesd .5 %
premivos, mexiovem savoust shall be 5% of Ol prewivms «mm-nlmw,uumuym
sarned in previous year from swell employer plase and birgs grovp cerrisrs  §627.4659(81(2)
$7210(1)2(), LOX
Osher Allows of existing b 171210603 Currisrs paying 2od tize swessments will recsive & creda for
oassercrssis paid 80 the Floride iisk Poal §627.6699(8) (1
Efficuve Done Japuary 4, 1993 Oceober |, 1992 (rating & remewabilicy provisioms 10/191)
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Availability

1,50 §33-27-8(s)

Group Size

Silent

Individual Policies

| Case Characteristics || Age, scx, ares, industry, occupation and avocational factors may
i be considered. “Duration since iscue and their factors may oot be
| ‘ considered.” $33-27-8(d)

Rating Restrictions The claims experience produced by amall groups covered under
*group life” insurance for each insurer shall be fully pooled for
rating purposes. The claims experience provided by any
individual small group shall not be used in any mannef for rating
purposes §33-27-8(b), but 1ce §33-27-8(d) which states that not
withstanding subsection (b) the total premium calculsted for any
small group may deviate from the pool rate by not more than +
or - 25% based upin individual small group experieace factlors.
$33-278(d) : o

e = T

r .

| Transitional Period " Silent

| Renewal Rating Substandard rating shall not be used for renewability purpases.
§33-27-8(d)

The claims experience produced by any individual small group
shall not be used solely as a reason for termination of any
? individus! small group. §33-27-8(b)

Renewability

Whole Groups

Continuity of
Coverage

Reinsurance type

Reinsurance Price

Cost Sharing

Assessments

Other

Effective Date ’ October 1, 1990

0
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HAWAD DAHO
Avsistahity Sue run, coployment bamed program; sll residents are eligibhe Cuarvmsnd fons (2-50). §41-4708(c)
Group Sae No provinon 149 $41-470028)
lodividual Pohcies No provision Doss spply W0 individuai policies. §41-4704
Cane No provision Dessogrophic or ofher objective oh aica of small emplay
Charscuanisucs " bdorcd by sarmier ia ¢ of per wiwms; Claiows
exporianse, heallh sans and dursios of eoverags sre Bot case
- H14703).
ung Rastncuons No provision Ladex rots for oms slem of business may kol ¢X000d the index rate
for any ether class of businees by wors thas 20%; for & cless of
Yusicsens, the promiues resse charged small ssmployers with simular
came charschristics ball a0t vary frow the index reis by morc
thae 15% Carriers shall not wse sase charucwsnistics, otber than
age or gender, withow prior spproval of the dirvztor. §41-4706
Traasivonal Penod No provision . 3 yosrs $41-4706(N
Renewsl Rating No provision ‘Trond piua 15% plus changes in case charsctensics §41-4706(c)
Renenobility No provision Cuaraoiaed resawabis except “for couse® §41-4707
Whode (Giroups No provincn Carriers are required 0 take the whols group. $41-470803)¢
Costisuny of No provinon Procainting condition Limitation of 12 monhs; Credit given if a
Covennge . porson was covered under qualifying previous covsrags if that
coversge was sostinuous 30 days prior 10 the sew covenge,
sxchunve of spplicable woiting periods §41-4708(3)
Rewasurance Tyye No provisioa Prospestive/with an opi-out |41-4709
Rewsurance Price No provisics Whals Growp: 150%
Individual: S00% §41-4T11(I0%
Cowt Shanng No provinon $5,000 plus 10% of the pext $50,000 of imturred cloims dv-ing &
calsnder ysor. §414711(09)
Asseasomnis No provision Detsrmiaed by Bosrd. §41-4711(12)
Oder * Employses required 10 pay 1| S% of wares, or half the premium
whichever 18 less; copioyers provide the balunce for sach
cmployse working more thas 20 hours per wesk: depasdent
gt is opiosal, loyed residents sbove poverty level
poy o wrmll foe for 60ctor visits amd & povtion of the prvewwm widh
monuim:kuhdolbyum;gmmmiy
Medicaid
Effecwve Date Joly 1, 1993
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INDIANA WA

Aveilability Cuarswesd issme §513(8)

Orowp Size 325 1C 27415(14) 1125; owaver, M heve of lost 2 participeing smployees ot the
date of isms of heakth bosafi plon §5133.2(12)

tndrvidusl Does apyly W individual policies. IC 27815 Dues apply 10 individhanl policies which are subjett 4o policy form

Policies amd preowus rus approval. §5138.3

Case Relevars demographics o{mu amployer as commidered by cartier Inciuds sge, induatry cinssification, geogrephic aree, faouly

Charciennucs in dew of p Claizms expers huhu-u. w—lmm.wnyu\mﬂpwm

and dursuoa of g 818 001 case ch b division has condh Yy i mudy
IC 17-3-15(6) st dotarmmined woe of goader thall 10 be sctuarially jusiiad;
othe; case sherestaristics shall not bs esd without prior approval
oy of commisioner. §5138.2(4)
Raung For a small smploysr b the p rutas charged senall Labex rote for dam clase of Busiosss shall oot excoed the index rite
Restncuons ecarployers with smilar case charscienstucs for the seme or samiler 74 uyat-v clas of bunisist by mocy than 20%; for » clam of
bene it design charsiensucs may oot vary from Uhs oudpoid reie » s prominm raies charged small employers wick sumlsr
by more than 3S%  IC 278-15(16)(1) cons charsctaristics shall mot very from the index rviz by more
than 25%. §3138.4
.

Treasnuonal S years IC 27-8-15(16)() 3 yeann §3138.4

Penod

Reatwal Trend phus 15% plus changes 1a euc charscrisics, Trowd pus |S% pive chuages in caoe charscusnsucs. §5138.4

Rsung 1C 27-8-15(16)(2)

R behity G d ble cxcept *for cause.” IC 27-3-15(19) Gusrsoiond temewable sTcopt “for cause.” §5138.5

Whote Groups Muat offer ©0 whaobe group, § Xcep: 83 permiced with regerd 1o lae
earclioss. §5138.7A0)

Cogunuity of Prezising condition limitation of 12 moaths; credst shall be

Covinge pwnnh nmmmuﬁudwquhfyu. Previous coverage
il p e war 30 days prior 10 the ew

age, exciusive of spplicable waiting periods. §5138.7A0)3

Runsnance Prospective with sa opt-owt §5138.7(D)

type

Remmrsnce Whols Orowp: 150%

Pres Individual: S00% §513B.7(DY()

Cowt Shanng $5,000 and 10% of the next $50,000 of incurred claicns during &
calonder yeor; linbiksy maxiosuan of $10,000 in asy one caleader
your with respest (6 aay reiswuced individusl. §5138.7(D(D)

ASSesaroe i Formmia 10 0 st by Bosrd bt must be S0%-150% of carrier's
prop J share of all reimsuriag corrions’ small senployer
promivam; smovat shall be 5% of Wial premivws sscmed ia
previovs year from smell segloyer plans. §5138.7(D)11(D) I

Owver

Effecuve Dau June 30. 1992 iy 1, 192
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KANSAS LOUNIANA
Aveebilny Chusreniosd isewe (group sizs: 3-25) (1992 58 361) §40), 13(s)
Group Sus 1-25 $3(2) 1-35 20t
Indevidual Pohcres - § Individual polacies ismoed 1 udividuals snd dopembents totally o
indepeadent of aay group, + WLOoR, OF lrvee shall
w0t be subjoct 10 this Act §43), &(8)3(s)
Case Case cha wciude he geographic sres, age sud sz, Relevam domographics of meml! smployer o3 cossidersd by
Characienmics indunry classife momber of seployees ssd dopent carrier in desormination of preass Chaiow exp . heakh
{amuly composieon, aad oiber objeciive crinaria 88 mny be e, and durstion of WS Are WK case cb
PP by e issicner, ¢loime ¢ 03 beakh st $22:228.)

and durenoa of coverspe are Bot case characlonsucs §3(2)

Raung Resnctions

tndes rete for one class of busiamss shall not erosed the ixisy rome
for sny ouher class of busicass by more thea 20%; for o cless of
busunss, the premuum reies charged smuli smployses wish sisslar
cost charscienmics shall mot very (rom the index reie by mon
then 3% §7(HQ) N

Index rets for eas clam of business shall ot exceed the inder
rota for sary owher class 6f busimess by more than 20%. For s
clans o busiomes, e proeivm rsiss charged sonull smpioysrs
with similar case sherscteristics shall oot vary (rom (e 1adex rewe
by mors chan 25%. §22:228.2

Traantional Penod

3 yesry §7(8)

3 yoors (uaul 1/1/94) §22:228.1

Trend plus 13% plus changes in cam charscwristes §70)(0)

Trond plus 15% phe changes in case chareciansucs  §21.218.2

Renewsl Rating

Guarsowed renewsble sxcopt *for couse’ §5(s)

Owarssioed romowsble sxcapt “for cause © §22.228)

Reaswabiny

Whole Groups

Profubils camner (rom s1cluding a3y smpicyss or dependent on e

Coatammty of
Coversge

bans of an scwal or xpected heaih combivon §3(c)o(c)

F af Lo of 11 mosths aad vaiting periods
01 10 sxcand One yesr, Waiting periods tey be warred if
individual wes caversd by a group policy prior so te effective
date of covernge with o0 gap ta coversge §3(s))

Prospecuve/with an optom §11(s)

Reinmsrsnce Type

To be sstablinhed by the reinmuraace board $13(g¥

Rewumrance Price

$10.000 plus 10% of the mex $30,000; maxicmem in one calemder

Com Shanng
vear hsli not excend 208 of total presmicens §11(R08()
AsaesmT Ol Not 10 excosd 3% of small smployst plas premime, second Usr
not 10 excoed | B of total premivm wpon which is
based §11(X)N¢c) K
Ocher Must reinsure the srtire group; gil carriers, whether reinsuring of
801, Sbject 10 second Uss asmsesnent §11(X)10)
Eflecirve Do July §, 1992 Sepromber 30, 1991
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MAINE

MARYLAND

G dismm (1992 HP S0T) §2000-B &(A)

Ouarantend v §704(A)

1-24 §2808-8 1(D)

3-50 (-20 wemid Illﬂsiluniw‘unuli-r-nmxmq
conditions.) §698(P)

All policias, plans, contraets aod carulicolos waved are mabjest W
this sacton. §2808-8(7)

Couid apply in s hature s well 23 10 larger groups.

Cane
Qharscrenstics

A carmier may not vary the prowium rots dus 10 the heasth s,
claitrs expenence or policy dursuom of the eligible growp; sge,
gender, induary, um,muw fanidy mams,
smolung matss, p s, and growp sise
-uylnu-dmdcnubqu‘ mouzm

Cartiars may saly adjust the commmenicy retes for age aed
googrephy. Geography 1 bessd o the Balumars metropoisuns
ares; the DC sastropolitan ares; Wemern Maryload and Essara
snd Soushern Maryland. §702(A)

Raung Remrcuons

Premsum rates for sgs, gender, industsry, and guographic srea may
oct vary by +/. S50% of the community rete wasil 7/14/4, +/-
313% of the communily rie il 7/1493, +/- 20% of the
commuty raie uatil 7/14/96, +/- 10% of the cogumany rae
unul 771497, snd 0% the cormmuaity reie by 7/1491;
resncuons ars repealed 7/14/94 unloss cominved or mvodified

$2808-B 2(D)

Carviers may charge 30% sbove or below the comemaity riie
batwean 7/1/94 and 6/30/93; 40% between /1795 snd 6730196,
33K Sarwesa 7/1798 and 83097, and 16% sfar 7IA7.

§702(m)

Traanvons! Penod None iﬂo provision.
Reaswsl Raung No provision No provisoa.
L bility G d le except “for cane® §2508-B (4)B Guarasiaed renswable except “for couss® §705
Whole Groups (1990 - applies 10 gll groups) Prehibics carriers from sxchug Carviers ars required (0 take the whole group. §704(8)
any person {rova group; all sew sligible smployess mum be sdded;
ey reject grovp uatil gusrpocesd imue i ¢Yoctive
§2829-B
Coaunwity of (1990 « applies 10 g]] groups) Requires comtisuity for say person Untit 12731794, presxusuag condition limitauon of § momhs;
Covervge eligible for covernge sa pnor 3 mowtbs in ¢ group replecement credn piven if previous Liverage was cominnous 60 days prive 0
umw[«”mmmm&ﬂhmuw the maw covarnge. Lals sarciiees mey be mibjest 0 12 mosth
to-group coversge; linsr oo 10% oa - Tt for limmitati Waiting pencds st W excesd 30 days if ac pre-es
preexisung coodiioas during first 12 mosths of smpioymeot. used. $701
presxsung condison Lumitsions of § months for individual .
policies, sxcept up 10 24 svonths for asy condition thet os of the
Li{ data of *g¢ roqui agoiny seedical
(H 1641) $2849-2(B)8,6 §2850CD)
K Type Req the Burses of Lasurancs 10 repen 10 the Banking sad anq(m—'

lamrance Comaninies en of bufors Jamey 1, 1993, on
reasurence models with opt-owt |5

Whols Group: 150%

[y

w

o

81-8350~94 -4

Rewauremce Price No provwion -
lodevidual: 5008 §705(B)

Cou Sharng No provusion 15,000 pive 10% of e mex: $30,000 of iacurred cloioms during 8
calondar yoar; Bobility waxismum of $10,00 in sy oos celesdar
yoar with retpect 10 any reinsueed individual §709(/)5

AsiaasTe ns No provison Foraala 10 be st by Bosrd, bt owust bs 555 - 1508 of
carrier's praporions) share of sll reiemecing carviors’ small
smpioyer promums; s omam smoust shall be 5% of tota!
promuran sermod in previous yuur from sewil employer plans
$709(D)

Onher Morketing sandards: supencienden wili develop menderdiasd Lose reus 75% end sxpeam reiio 20% or coMMDIRNORET WY

plans §2804-B (6) roquire Wy inpwrer or HMO 10 file mew resss. §712
EMcuve Dawe July 15, 1993 (for reting amd guarsmesd sem) Juiy 1. 1993
A
et A\
N

K3
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MASSACHUSETTS MINNESOTA
Availability Gn 4 inwvs: b . watil Dessmghor 31, 1994, o surrier Or nsve of sl predusis sold ia skl smployer murka
can Kmit the g d iowss roy et 0 $0 ive days 1992 HB 2000, SB 2600) §3 wbd, |, & mabd. |
§ YOAT, SHTWAM S00CHIUSE gTOUPS oy saampted from all bet U
reinmrance portioa of the will (1991 HB 6307) §203), 4(a))
Group Siae 125§ 1-29 §uebd. 25
lodividual Policies Doss wot spply W individual policses §2(a) All provisions except guscaniond isnss apply 0 individual policies
$12 subd. 1.2,6 wobd. 27GXW)
Cam Age. sz, s begis type, indwary .-ﬁuo'(dqih' pocooes, Rk oh of semali ssploys: s & ined by
o sad partcipation reie of « grovp §1 onrvier in & bpation of promues; <\sims s xperisace, heakh

e, imdusiry, deewiion of coverngs, snd geadcr ars ot case
oharvctanstics §2 subd. 6, J mbd. 4

Raung Remrcuons

Precuum rews are limied 0 8 2-1 rwie band; bowever, the
following sdjumments sre permwaed outside thet band: bemsfit
level, googrephy +/- 20%, group szt +/- S8, wellsess discount
-5%. phase owt od) for ; ond ¢ oting oa
cusing bunness 0 reach +/- 15% by 123194, age +/- 3%
woul 12731793 §3(a)1, 3(0)3(4), X(a)7

Rates st mot vary by mors taas +/- 25% of the inder rvie for
saans v smilae Coverage; inmide the rating band, veratoas can
e beaed caly on beakh samus (iachedes refniicing Grom whecco
wes or Othar scharially velid kifestyts faciors), claiom experience,
vduntry, snd length of v ssuploysr has beas coversd;
sdjvstansats outeds e band: age +/- 0%, geography +/-
20%, rate celis are permiciad based oo sumber of sdulu and
childeon coversd undes the policy §8 s, 2,3,4.5.6

Transiwonal Penod

Phase cut of rsung repncuons §3(a)é

Nows

Reacwel Raung

Tread plvs 10% plus changes in case charssterisace §3(b)

No provision

ble excopi “for couse’ FOXINT)

o "

Guaramesd reaswebls excopt “for cowm’ |3 midd §

Y

Whols Groups

Protibiu policies from exciuding sligibie saployess or sligible
depamderss on the basis of & sctusl or sxpacied heakh condition
of mxh person §5(8) .

Applissaca must inchode all slighle smploywes $4 aubd. |

-

Costsnunty of
Covarege

Fraexisting condition sachusion of § monike: credi shall be given
if 0 person was coversd wnder qualifying previous coversge il
P nge wes 30 days prior W0 e pew

g¢ and af previ ge wes Y
aquivalen 0 new caveregs §5(b,

Presxisting condition sxciusion of 12 mosths; requires cr ' for
tine sovered wndor qualifyiag prior coversge; permits 1§ mond
presnisting comdition imitation for Les satrants §3 wubd 4

Renarence Type

Prospecuve/mandatory for cormnsrcials §8

prospectiverwith ay opiow {13, 13(1)

Réinmurence Prce

Whole Groups: 150%

Whols Growps: 130%
lndividunta:  S00% §21(1) )

Individuals  SO0% §8(1X2) -
Con Shanng $3.000 43 $5,000, phes 10% of e me2a $50,000 §20(1)
Assossmnt ria $% of scull smployer preme il laadeg: other funding laisinily, $100; in sddition, w0t 18 030004 4% of the sember's
sources will be recommended §8(T) small group market pressiva (if it ls & ¢ thal prom
chorgee arv inosflicisnt 10 covee the Jossss) §22(2)0)
Cnuas Lows retive: imitially 65 % for individuel policies, 5% for grove
policies; incressst by 1% pos yoor 10 0% and $0%, respactively .
[L20)
Effsctive Daue April 1, 1992 Meont previsiom July 1, 1993

&
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Musouns MONTAMNA
A ve bl G d ismve (1997 3B 79%) §6 Cutrastond iowvs 429 (1993 3B 135)
Greup Size 325 4128 3-33 §34029)
bndividual Policres Gemnully spplies w individual palicies sold 10 samll caployers. wwﬂudw*m
Sacuons |-11 shall mot spply 10 say plaa whin saployess pey the roquireuss sre asbjost 40 this Ant. §15
wnal com of the plan  §(1 AN I
Cam Ralevamt g of sunll employer o pdored by serrier Rab o ice of sunnll oy - by ¢
Charvcmnatics e dotsrwroation of prominems; cheim sxperase, beadlh sow sarvver in & olp wjwline cxp , beaNs

sad duriison of coverags sre mol casn charmssnisuss. §1(7), #10)

Sase, sad boretios of CHVETEEE B DO Cass harecieriocs.
243

Raung Remncuons

.

Undes rare for ons clem of Dusincne shall not ¢ xeaed the index rote
for umy other £lase of businens by more thon J0%; for o class of
bununess, e pruawven resss charged sunll saployers with sumlar
cavm charciensics shall aot vary (rom the index reis by mors
than 258 (D)

Jwaove thas 25 %, If See MT haskih sars slhority canilas w0 the

badex iwie for-ome cinss of busineas shall not sxaeed e index
unhny*cbdmbymhﬁﬁ for s clam
of busi the p roms chwryed semil vcaployers with
-ﬂumwuuwhuuxmb,

somumisnioner et the oot seuteinmunt good is met before
11799, ths prowminsia rotss choryed o small smployers wih .
soniler csas charscimristics for the same or similer coversgy wwy
ot vary (rom the index ress by mors thaa 20%. §27

Trerauonal Penod

3 !“x $40%

The commminsionsr shall sdopt Riles for ¢ period of Uuminon 1o
comply with this section. §2603)

Remewal Raung

Trend plus 15K phus changes ia coss charscionasucs 4(3)0

» cans ¢h, 77 (133

Trond pius 15% phus sdang

2
Gusrentsed remswable sxcopt *for comen.” |

Ouarsstssd reavweble sseapt “for ssuse’ §24

Renswabily

Whols Groups Lnsurer ot caver the whole grobp 0N Noat cover whels growp 79

Conuray of Prec tisting condition Limstion of 12 weaths; credas shall be givea Pression: diti Susion of 12 mouths; wakting perieds

Covirsge if & peraca wi. covered under qualifying previous soversge if uyhvnhd&'hﬁv“wmbycmnlnypm
W the o ¥ ot of e il p g wes

previuus coverngld was contimoua 30 days prior 10 he sew
coversge, exclusive of whubh waiting perivds.  §6(2)102)

m&munmhwmp,mllw
son for lew entranus. 29

P s

Runsurnence Type

Prospscuve/muadsiony wah sa aptw sRer throe yoars §7(1)

Prowpecuve §30 *

Whols Groups: 150%

Ruansvmne Price Whols Group- 150% $7(W)2
- ndividusl: 500% §30
Com Shanng 35,000 plus 10% of the remtising oonrred claiow, mexicwm $3,000, piva 20% of the aexs $100,000, with & mazmm Lo of
Luna of $25,000 §7(8)3 . 25,000 per yoor, por indrvidual. §30
Assesatne nis Formala 10 bs sct by Board, but munt be SO%-150% of canier's The bourd shall dotormine §30
proporuonsl share of sll reimmriag carriers’ smell sagployer
i presauns, mazismvm samouss shall be 5% of towl prosivens
carned in previous yeer from wosll seployer plane. §11 i N
Ouer ' Loas ratios: itadly $5% for lndividust policies, TS% for grevp
» 7| policies; incrsases by 1% per your w0 70% and $0%, rewpecuvely
(i)
Effecuve Date Guarsrised 13se and y of comernge provace ¢ ff Taawary |, 1994 $30-34 July 1, 1993
July 1, 1994, all ober saxtions effective July i, 199).

-



NEBRASKA NEW HAMPSHIRE
Aveilabisy Mo provison (1992 HB 321)
Oroup Sus 125 LEN 419 §20 .50 (420-F:100
Indrvidual Policies Dots st spply 10 webrvidual policies which are subject W policy Dein not apply 40 dividual bonlin policins which are sabject 10
) form and premsvm rew spprovel. LAN 419 §12 X policy form smd prossssm rew approvel §420-F:2NT)
Came Reb bvamogrephic s of snall samployer as idored by corvier | Redevest domographics of ssall smployer os vhasidcred by
Charscusnucs  dutar of preww Claimns ¢ xpori hoakh manes, carvier i : of prows claions sxperince, boakh
v ¢ of £ 8% aX CAmw ch ot Same, and durstion of CAvErege are Aok case charscisnmu
LBN 419313 $430-F:10V)

Raung Remncuons

Index rete for om cless of bumnens shall aot excesd the index reie
fos any other class of bunoess by mors than 20%. For s clam of

the p rates chrrged sunall cwployers wih similer
case charsciansics shall mol very from the index rats by more
hen 25%. LBN 419 413

Ratos chacged during o rating period 10 small comployers wid
samiler cam characuriaics for seave o similar covernge shall not
very from the imden rws by mors Uus J0%

$420-F:3 (M

Trenstional Penod

3 years LBN 419 §23

S yoars §420-FIMOK%

Renewal Rating

Trend plus 15% plus changes in case charscrsrinics.
LBN 419 414

Treod plus 13% plus changes a carc characieriaucs
$420-F:3(0)2

Gusrsnieeo renewsbht except *for cause.” LEN 419 §24

Guaremend remrwable axcept “fov coute® (420-F 4

Repawability
Whokt Groups . Lowardt s cover e whole grovp §420-F ¢
Conturwtty of Proexi TR R wath i
Coversge doparumeat rvies .
Revuursnce Type No provisioa
Rewnmrance Pnce No provison
Cow Shanng No provison
Asscsrments Na provision
Other
Effecuve Dane Oclober 1, 1991 Sameary 1, 199)
A
t
v \ ’ «
4
9
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NEW MEXICO X

NEW JERSEY
Avedabilay C open s d issas) §36 (S 371 1992)
Growp Sus 249 §1 123 SBIN 304 3.
Lodividual Policns Apphes 10 sll health besn (R plans covering 2 or wmes sligible Dioss not apply e individesl pelicios which ere subjeni 0 polecy
eaployces of ond or thors mrall employers §2 form sad prowiven ram sppepwel. SBN S04 44 B
Case Prohibiu the v of age, sx, beohh wates, residenss or R domugrophics of small ssnployer st eumidorsd by
[ wp with ity reing. §1 sorviet in of proms Clalas i Ieakh
ot mu‘m-lmm-naﬂ.m.
SBN 304 3.0
Raung Remnclions Rates may not sxcesd 4 times (hc base prvwmnn rets charged 10 Iadox roms for one slas of buwooss shall act axcesd the dex
rete for say ether claia of businsm by more tuan 20%. For e

the fowest-reud group. Plans smat be commmaity reed by
17187, 1184 0 1273195, pressivem retes charped 1o highast
reted group shall not be gresisr thao 300 % of rvte charged 0
towest rawd group. {/1/96 w0 12731796 gresar han 3008 §9

cinos of busiowaz, s premivan rwies charped small smployers
v viswiber snee clisreserictics shall mot very from the index raue
by mors s 215%. SBN 504 §3.A(1) &\7)

Treamtona! Penod

Policiss whoss 1rmo sxuends beyond 12731 9] or sontrecied on o¢
afer §/1/94 subjecied to the sc). §9(M)G)

5 yosrs SBN S04 §5.A(4)

Rt‘ruul Reung

L)
Beginaung 171795 may make informations) Rling with
commuatiootr of L et of decrease provided the koss rsuo not
be less thaa 75% 92

Tread plus 15% plus changss in case charscisrincs. SBN 504
15.A0)

Reacwability

Guarunissd renewabls except “for caum® §7

Gusramosd remreable sxcept “for couse * SN 504 §6.A

Whole Groups

Mum offer B¢ W0 ol sowioyses snd thair dapend
Camuculmhuuawdwowwmdm §2

Costsounry of
Covynage

Geparully 00 pre¢ximing condition limitation. Presx wmay apply w0
a group of 2.5 if the pariod is 130 days forward sad § monihs
back, however, il 10 or mors Law carclices requast covergs pre-
€2 does 0ot apply. Credut shall be given il ¢ psrvon was covered
under quahifying p coversge if prevs e wos
conunuous 30 days prioe o the ne'w coversge, exclunvs of
spplicablc waiung penods  §6

‘.\tmmnnu Type Prospecuve §12
Reinsarunce Pce Whole Group. 150%
: Indinidual. 500% $20
‘Cont Shanng Recaive d> '] i wah ds developed by ’
e, §i9%

A Ay iooed smong sll hare ia prop 0 iy
nwuwﬂnnof&oonmuuﬁb«nl—lm'u
Addits of all Eambory et 10 axvend |  of
premivas, $11¢

[o 1403 No presx p d ~ sou iy of e, Sows carrers
mml‘dmrumwm-m [ 1113

Effecuve Dite November 30, 1951 July 1, 1991
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NEW YORK NORTH CAROLINA
Avaability ;'”." _ / lasws) (1992 A 1050-A) | Guesousesd ismas §143-879 (1993 KB 729, Chupwr 529)
Crovp Sine 3-50 for opes swrvitmen §3131 249 §58-50-1100)
Iodrvidual Policies | Must by coummunity ruted sad mun be offorsd throngh spen Applios 10 dndividuel beakh polisies §14)-623
) smoilmens §30)
Came Prohibus the was of sge, mx, hoalth mates, or ssoupstions; Adiposind sousmanizy reing webwduiogy slowing e promive ©
Charscmnmcs Wyhmuuw(uhmiuﬂ-‘ vory ou e busis o the sligible suployes's or dapentum's age,

ot probibived, p y group sizs, i
other cam mman-mm permined uZJl(c.b)

gonder, wspivw of fomily mawmbery sovered or googruphic Arve.
Rating fosars relnad W age, powder, auaber of lramily swsanbers
sovared e goagraplis incstive may ke developed by sech corvier
5 refect sarrier’s superionce, Ma sge brackots of loss than §
yrs. May mut apply diffarest geogrephic rating fastor w0 the
roins of small semployers locetad Within the sisw coumty.
§58-50-130

Rsung Remnctrons

No satatory ummuMu&Mnh
Depaniment has rate approval nulbcmy for iitial retes
$323H(e)e)

Mcyu“ﬁ&mhl—lwhllnﬂ-
frow che initia) Winso dete O renewal dows, uniews the componton
of the growp changed by 20% or more o bemefils ars changed.
Cosmmusity roting index lise sdjusiad pro rela for & period of 2
yrs. bogwaming |/1/93. Carviors pariicpeiing in aa Alhsscs may
spply & éifforecs somusnity raie. Ou 1/1/9 rwas charged
soverage thall pot veary Gom the adjamed sosummaity rus by
mare then 20%. Ow 171/ reies shall mot vary by msore thas
10%. Ou 1/1/97 all smal employve boseln plans iamed befors
1N1/77 will bave rates beood on the mas adjuned

reting nanderd sppdisd 10 new busicese. §58-50-130%)

Treasvonsl Penod

The on-year dalay 1a ¢fTective dats is viewed s the traasition
penod

3 yours §58-50-1300)7

Prior raung spproval; begtaning Apni 1, 1994, reses shall be

Troad plus 15% phus changes 1o cose charssterisce §58-50-

Renewat Raung
deamed sppioved if policy has ae snticipaied foms retie of mot las 1303 (w)
than 75% §3231(s), 3231 (1)
Renawability Coversge may not be lerniaessd 6us 10 claime o xpors P GO é ble except “for canas® §38-50-130a(3)
Whoit Groups Carners ma offer soverngy 10 all employees snd hoir depondonta | Must cove/ the whols grovp. §53-50-118
1
Comismity of Plans wust crodi 0ot e & peraos was sovered under pravicus Proaxining condition kawation of 13 mosths; credit shall be
Covennge beakh inmucance plan or beasfit srrangoment if the proviows mt.mmmwmmmm
COVErBge WAS S0ENissows 10 3 date nct saowe Guaa 60 deyy prior w0 Ly uge weu 0 days prioe 18 the mv
e offectrve dote of sew sovernge §1231(s), 4318(s) nge, sxtiwiive of sppiiceble weiring pericds §53-50-130
Reimsurance Type Demogrephic and Iarge cleios posting seschasioms. §3133(c) Proapoctive/wish sn aptont §58-30-150

Whede Ormny: 1508

Rewmirnace Prce No provision
Individual: S00% §58-50-150(2)3(g)
Ceom Shanng No provison ‘ $5,000 plus 10% of the nam $50,000 §38-30-150(g)2(c)
’Aaua-nu No provision Farnt 3 yours: S0% - 1305 of samou & would have been bod
ssonssmanis beve binnd on propersons! relicicaship of small
sarvier's Wial promivens; wet 40 ancesd 4% §53-90-150GK
O\t 1 and 2 Live eraploysrs nwist be slassibud is oltbar the individusls uqmmmmmm $14).
of stnall growps rvung campory by the inmersr §3131(0) (22}
Effactive D Comenuonty reung ené upes earolizees ke effoc April 1, 1993; Tha peovisions of KB 729 bacams «ffecuve wpon resfication
comimiity of coverspe takas affoct Jasuary |, 199) §21 Quiy 24, 1993) vabose otharwis apecifind ia the act.
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e 1]
HORTH DAROTA
Avedebildy Ovarsmasd Lav (grovy sl 3.15) ¥ Madiiad apes swrlinnt. Cuorvtere smet sgen savsll 172 of |8 of weel
(1993 HE 1306) “wemng for hasl Wl Sluok of Sutimass.
Crovp Sus 1-13 §1013) ' 1-50 4 .54
Sadividual Pobi iy Individusl pokeivs soid 10 amnli swmpivyore. mosing sorein Bubjsnn @ low i ary pavion of the proawwe o1 bem(ns s poid by the
regvirsmmats sre nbinct to Bis Ax  §2 npboyer, v why individual b o sury pecrne of the premsum
Bubjust 40 open S GHA)
Cane Agi, groder, mdvary, ares, family soempestice Ouwegraphy, sge, sen sud lodwsry shostBoston. Luse b o hode siend
Cheraetonmics aad growp one. Clalm suparsosed, bookih woius snd dureven anperionss, hoalih, snse ov Gerwing of swverege. §1Y34 01(T)

of coverage sre put sharvewitmiey  §1(T), 4

Raung Resrcusm

LAY

Inder rvine for sme slom of Duwaas dhall aut ot oy dnbe
rvie for any odver shese of bunssn by wors thas 20%; for o
clots of Duamness, pramiiom roies aharged swwll sinployers with
Wemeler 004 eharmt s d shall nol very from d Lodsn rete
by owore han 110 44

Proavinss roioe for sl cunpieyer plase with Simdier 6458 Sharseuensue s
ey st very from the midpoint res for thaos sumll saypioyirs by more
ow 33% of Bt widpeiot oo, §3024 04

Tranatronsl Pervosd

Batas ot assand rons band Py wol wie o perienes

Remewsl Rating

Teond plus 15% plus changet in coem charsiodiaies  §4(3)

Trowwd poas 135 changes in sose sharmiarieties  §I914 04(C)

Remewabiliny

Gueramand renawable ehtept “for caven * §$

Ounramterd remrersble essapt *for vowee * 3914 03(C)

Whok Growps

Mus covar ahale grov. $5())

Conant ssbeds sligihle smpieyocs or dapendernss o8 the boris o0 80 il
ot stpavind hand snnsition, 914 GI(F)

Conumny of
Ceversge

Pros sisting sondaion laicas of 17 pemethe rising
sorvdnsons 6 avembe bafors soverspe. Waliing perieds welved
for the Ume s idivideal wus provievaly severed if e
Covernge was somimunt 30 days pring w0 e affeetive dete of
new coversge  Duss pot proslude sppieuca of o wening
penod for sl new earciiers  $4())

[ ng diion boninsion of |1 mamtha reiiing to tondnmn §
st bofure sovernge. Welting povinde net be more thaa 90 days
Coutit o ¢ povommn sovered walder o previews heshly pisa for 10 days
prive 0 the offeniive dots of e eew swvenige, eashinve of say appltobie
waitbeg purtad. Lot serelings sy bi sncivied up 10 14 mes I 0D

Rewvmsrence Type

Prompecuve §7

Proapesiive {3924 07 |

Rewnsirsics Prcy

$3000, plus 10% of te nest $50,000 not 30 dreved $10,000 In
o yoar por indrvidual  §73)

Whals Girmg: 1308
Individert:  $00% §)924.12(A)

Can $hanng Whole gromps  150% Nows
Individusls  300% §7(3)

Asscosarw s Formule set by Bosrd, bt meast e $0% -1 30% of corrine's Appreimed smang sl swvmbers in proporisos 10 thelr reapecive vhares of
propovionsl shery of promiume, mw simen tasm § 8 of (0l | tan tetal promsiewns owrnnd (rom il group pless Asmseram ol w1
precaume sormed b prevaons year. $7(11) oaesd 1%, §3924.030W)

Onver

REffessms Deue

Tommncy 14, 199}
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OREOON PENNSYLVANIA
dabrtiny [+ d lasue (199) S8 1076) $(6)
Growp Size 3-15 1S Net dained
Individusl Policies | Applies 10 imdividuel polecins provaduag heehh beasins covering Sius
ofv: o s smploywss of 4 small cmployer, provisons of OR
742.008 do ot spply to individwal polsciss mabjeet 00 this lew |
Q)
Cane Geograghy sad &iffersuces in foanly vine and composinaon §7(6)6 Silont
Charsciensxs .
Preenium reias sy not vary from the geogtephsc svers's rsie by The Deparment’s policy prohibiting exclusion of ladividual s

Raung Remncuions

more than 33 % exceps that e precamwm rvie ey be sdpumed 10
reflact the provision of sddiions] bea (is mot coversd by the basic
health care plan and diffcrsnces in family size sad compontion
(YO

Ppolicy incopuos or for sew salasts dus 10 mdical comdibona 1
WAkl group Meakh poiscies was offirmed. opep.oxs Fegeryyon
of Peonalvans,bnc, , Eoper. Undex ras for ome claws of
Dusineas shall not sxcend the i0dex reie for any osber class of
busintss by mors than 20%; for o clas of business, the premium
s cosrped mnall sopioyers with smiler coase charseianistice
shall not very from the index raie by meore then 15% §17.49.
6(1,2)

Transiuonal Penad Effecuve 00 the date the rei pool > i Noos
$7(10)s
Remtwal Raung Trend pive 155 plus sdpitmesis 10 reOnct provision of beaefita Silem
83t required 10 be coversd by basic heakh care piss §7(6) (W) ;
Reoewubiity O ¢ bie'eKoept *f; R L) ’ Silem
Whols Geoups Prohibits carrises from exchuding individuals on the basis of scral
of expecd heslh condition §703)
Contomity of Praexisting condition limiation of 6 weaths; credd shell be gives
Covarsge if the person wias coversd under & previous grovp of individusl
plaa if the previows coversgs was comtiomous 30 days proe 1o the
Bew coverngs, sackinve of applicable waning periods §7(1)(2)
Renmnecs Type Prospeciive/with s ept-out §$10,11
Rewnavrue Price Exising busnese: woise
Wholt Group: 150%
Lo viduai: % §LiEN,
Cos Shanng $5,000 phua 15% of the vaxt $500,000 §11(Nd
Asscysent oy Maxionm soessonent i 4% of small supioyer promsium pius | %
of * ot aalte & prow 11125
Oxhae
Effective Dats Febewary 17, 1991

On or sf\or the dats the Oregam Small Eoployw Reimsuranss Pool
becownss oprreuonal
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RHODE ISLAND SOL/TH CAROLINA
L
hobility G 4 inava (growps of 3.23) (l{ﬂﬂﬂll“.» Ne provision

Growp Sus 1-50 §27-49-4(AA) 1-25 §38-719901;

Lndividusl Polic e Generally spplies o individual policies soid s smell ssmployers. | Duss net apply v: indtvidual heallh policies sibject 1o policy form
§2749.4 sl promsins 4o appowvsl §18-71 XA B)

Case Charscisrisocs ldnu‘ ._,“ of suall senployer se idorvd by muq*«um-mnm
carrier im & ] of promives; cloiom nzpers [ Y s oy cluinm aperi honith ot 2ad
nn.ﬂmdmm-um‘ i dwostion 4 g s 9ot oote ¢ ot
$17-49-3(F) $38-11-73%)

Reting Rewncuons

1adex r3te for ons clase of busimiis shall 80t e1sved the imdns
rare for any other clam of business by mwore thas 20%; for
clans of business, the premium rvies charged sumil employees
with smilar case sharncurniaios shall mot very from We imdex
i by more thas 25% §27-494(1,2)

Lndar. rta for one ¢lase of busineos shall not sxeeed the index rre
for Ay ether chaas of busiowes by more thas 20%; for & class of
v siness, Bhs proawess retes charged sumll swployers wah siniier
rass charsswrimics shall ot vary Sroms e indes rus by mors B
23% . §38-71-940

Trean sonal Penod

3 years §27-496(D)

S yoors §33-71-SU(AM

Rencwa) Raung

Trend plus 15% plvs changts in case charscuenstics
$1749600b

‘Trend phas 13% plus chengss i case charscierinics
$38-71-540(A)IN)

Resewadd: v

Guarsmead reaewable sxcem *for cause® §27-49.7

Cuaramend rensweble sxoopt “for seuse” §33-71-950

Weole Growps

Carriers are required 10 take e whols growp §27-4974(34)

Prohlhies serviors from suchuding sxy individua! from ke grovy;
bowwver, in grovps of 10 or ke, evideacs of individual
msrebility msy be roquiced $38-71-730(3)

Coatoury of
Caovervge

I

Prosxint diion limitstions of 12 nosshe; credun shall bs given

Place aws creda the e s pervon was eoversd Ly ¢
Frevious coverags provided the nge WS o0 ot
qualified previous coversge is Selimd as Modizars, Medicaid,
smployer-bamd health insuranes, or kdivide sl inmsrance
providing similar or exconding besafia. §°7-49-4(c)

luh- wrved wnder a prioe plor if the coversge b selecud whea
nmhmwmhmhm
mevics waiting periofs are oot comdered 10 & P

wrnre §38-71-730(4)

Resnaurince Type Prospecuve with a6 opt out §27-49-11 No provision
Reinmrance Prce Whote Group. (50% No provisios
Individusl. $00% §2749-11(9)5C7)
Com Shanng Firm $5,000 of rewssured claims §27-49-1 1(9X4A) No provision
AL ms SR of wtel premius sarmed @ snall employer market No provisicn
$27.49.11(LXde)
Ober Swuadsrd and sconomy b akh bearft pline are inchuded withia
the law 0f orw besns ¢4 Rhode biland's bow-com Kanised
mvapdeisd bene law  Copaywent, deductivies, sad
coimmrarce are ovdloed. §27-49-12
Effecuve Dawe July 21, 1992 laomery |, 1992
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SOUTH DAROTA TEMNNESSER

Aveilabily Cueramesd iwws (1991 58 2579) $K)

Grevp Size 1-25 SBN 129, 41 328 309

Indevidual Polsies Doas sct appiy 1o individual haaith polisiss subjecs 1o policy form | Gessrully spphion 10 individusl policies seld 1o small cmpioyers.
and pressives roi spprovel. SBN 229, 41 Proviians of TCA, This S8, Chapan: 5, Part 3 do aet spply o

individual polinion mubjoct 1o this Vv, §6a.b)

Cam Rebevass domographics of small snphoper ss sossidorad by surriee | Rolwvws domagouphiss of sowdi employer sa soamidurnd by

Chankurisucs ine som of presss Claicm sxpsry Doakh soms, curvier in & ion of prousiume; slehou snporiesse, beaith
and dureiion of B¢ ore ot eaa8 ok anes, and durminn of YRS 00 B8 stee charwmeriatics §3(5)
SBN 239, 44 ,

Raung Remrctions

Undax rata for ome clase of busiaswy shall not sxcend the indox
rete for any ocher class of busimess by weore thaa 20%. Fora
class of business, the premoum reies charged sorall smployert
with mrvuler rase charscierisics shall 0ot vary from the index rvie
by more than 25%. SBN 229, §3.

I

“Naden ros for sev sheas of busianes thall Bk aceed the imdea

rote for eny otbat clam of busisses by wove then 23 %; for & class
of busimens, o prowiiv rmes charged emall samploysrs with
sismiler sary charuuieritics whall wet vary from the index rese by
more thia 336 §9()

Transsoral Penod

S years SBN 229,33

3 yuars §90)7

Trend plus 15% plus changes in case chorscuarisues.

Tread pius |S% pius change in cam charscmrimics 9(0)3(8)

Renewal Rsung
SBN 229, §3
Reacvabday Guarsriced renewsble cxcept “for caum,* SEN 219, §4 Gusramtend renswable sacept “for sonss® §903)
Whale Groups Ne provision
Continuity of Presxinting condicien hanitation of 12 mocshs; pleas skall credit
Coversge the time porsen wus coversd uader & previows grovp beakh
beneGe plan if previ e wes ’ JO beys proe =

e arw eoversgs I%(1.2)

Rewnsurance Type

Proupective/with as opr-ox §13(s)

Rewsrence Pnce

Whols Growp: 150%
Individual: 300% §13(0)2(c)

$5,000 phs 10 of e man 350,000 §13(c)

Coxt Shanng
Asoe sirre 1is Capped 3t 5% of swall comploysr proniuas; focwsls 10 be st by
boerd but must be S0% 10 150% of carrier’s ioml share
of all reiwuriag carriers’ small smploysr pressume §130)(12.4)
Cxber Ow é e royul apended il ccap i
reschad §13Ga)¢

Effscuve Dute

Inty 1, 1992

Nly 1, 1992; Joomary |, 1993 for presxisting cossbition and
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sl 171794 and gusrames issm isn't matd $/1795).

TEXAS VERMOMT
JU G < omsa (V/1795) §26.21 HB 2BS 1992 Cuarstood ismws  $4080n(4)d(1)
Group $ue 3.50 §26.01 149 §4000u(1)
dividual Policies | Geacrsily spplres 10 individual policios sald w0 small suployers. Mnyu-ﬂunh—&bnllm«mnnluyn
. 125.08 or wsaders of & small growp as s meens of
muu 0RO (40 (2 )em
Cone Guaography, age, gender, induncy ciasifisotion, smber of The follouring risk slussifsmtion (astors are prohabined
Charscionatscs employses and otbers. Claims sxporience, heolth stotus, wmdiosl domagraphin reting, ninbing oge vl gonder, yeographix srve
RsOry OF Pregmancy s7¢ ol sase chorntascimics, §24.08 reding, indualry reing, medunal undereriting wnd scraemag,
. . Sxpecivace ruing, tier rating, o | rotiey; C.
may by tule POrmit eacTiTs 40 Wt GBS OF WS riak
cloani Coions  $4080a(2)!
Retag Remncuons hm:m:muawwﬁﬁhymuml:w Prosvims sy sot devisis by mors thaa +/- 20% of the
wathio & class by owore Bhas 15 K. (NAIC roe baads) §2632 consmty reta filsd by the mmall employss carvier $4080u(h)2
Truanvossl Pernod | My excesd reages uatil 97195, Lo foroe besiasss will wot be mibject 10 the provisions of the Act
il vhe bater of the dats of renswel, srsdvermry, or July |, 1992
' $511UEH
Rsmwal Raung Trend plus 15%. No provisios
Reuswabilny Guarsatesd repswable sxcopt "fof couss." §26.23 Must guarsasas roine for six MONthS. IIUS FULremies McepUnce
$4080n (1)
Whaole Groups Carvier sl ks satire grovp §4080s (0 )4(d)
Comasuity of Preex may be sxciuded for 12 mouths if trestsess sougt withia n-mmm«um mhlk
Coverage 6 mowahs prior 10 coverage, Does st apply {f individual wee woived if teare B evidh of 1)
conumuously caversd for 12 mouths and only bad & gup of 60 sovengs during previous § moats MMD-(;)
days. Credit given for any day coversgs in sflent during
preceding 17 moaths. May ssablish waing period up 10 90 days.
R Type Prospective with opt vt §26.51 62 Proep /mandsiory for isle: perticipants must
guaranies sofvency wiout Lmisuon on s pro-raia basis §4030u(0)
Reuiosuranee Price Whole Growp: 130% No provison
Individusl: SO0O% §16.59
Com Shanng $5,000 plus mn»orwnnmoonvu.m.wo-qm No provisics
adividuil per yeer.
Amnossan s 5% cap, Mus be SOR.130% of carrier's propuriossl shere of all | Ne provisios
tunsuring carmiers’ small cployst premiams. §14.60
Otiet Ch d iswve is musponsbed if oup is reached. Pacticipstion requiremst & 75 % of employses; Bt pronsioss
Provides three mandotod beorfit pockages whish smwm be olffered o mut apply 10 registered sarrars who o 171791 sasd thores far
by 1/1/94; priswery end prevestive, in-bowpitsl asd manderd. have wrien or collecsad iess thaa $100,000 in anmuel gross
§26 42 prominumn for group heakh deas(k plans §4080s (DRON
Effective Dawe Soptember |, 199) (offering of the mandated plans dovs ont begim | July 1, 1992

12
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WASHINGTON
VIRGINIA
Avsuabilny Gusraneed isove.® §34.2-3431(D) (* 1993 HB 235) smmadmonis) | (1993 $B 5304)
Grewp Size 2-25 for gusrnniaed ieme, 2-50 for cther reforme c-mmq- Walm-uw Requires
#38.2.3431(m) [ bosn X pockogs from s God
M,h-iy'lllm
Ladividual Policies wmdmmdﬁmuwhpubyﬁ
. aployer, il the eaployes ie rei-nk d o0 if vos plan is wemed o
pant of s progracm for e purpose of e US Lassenal Rrvemmn
Code. §33.2.3431(A)
Came Mu-muym“jwbhmﬂsmq Family simt and goography.
e 1 i og age, pender and gengruphy. May aot wes claim
sxpencace, bealh mens or dursioon . ®
Kating Remnicuoos Preswuin reies charged by o mmall ‘sinployer may devinss sbovs or Compmunity retiteg. Must provid; besaGla of the ualorm
below the commuaity reie by 8o mors thea 20% R chrim Mﬂuuwwwﬂwywpnmmm
sxperience, hoalih statvs sad duretion only duriag & ruag period w0 excand the i blished by tha
for mch groups within suviler Gemogrephics for the sanwm of mymu-:mmnmpdun
amilse coversge. Raung facices, includiag canse charscurisues
vdlbcwpl»dcmtulywﬂ nqmwmpnurymu
aploysrs ia Gamilar grop w rotes for
clauns expenence, mhlutunim(n-m—ym
e applied individually .®
Tressional Penod No provisos .
Ramewsl Ratng M3 province
Renewsbility Cruarisesd rencwable except *for cause” §38.2-3431(8)
Whaole Groups Prohibita carmwers from exchudiog individuals because of beskh
sats §38.2-34)20000)
Conuamiiy of Precusing condition tiunitation of 12 mowmhs; time shall be ARar 1/1/94, every indivibuel and group disability inserer MO
Coversge creditead 10 2 parscn covered under previous wdivadual or grovp twad b 4D PeTVice comtrect s 10 Wweive say pre-oxising conduicu,
unelusion o¢ limisation i 3 seontk pericd pracediag sfTecve dase

coverege in the small employsr parhet of squal or (resier vakas if
coversge was comimuons 30 days pror 10 mew coveruge, saclusve
of spplicabe weiting penods. Law sarolies may be exchaded for

of covernge, Lf pereon sest & 11 moath sreiting period ia the
(reoading policy, iomrer will waivs pre-exisiar conddion

18 mombs. $34.2-3432(1)3) Jmitation.
Rewmrsrce Type Ho provision
Reinmvrence Prics No provisos
Cont Sharing No provisos
Assumuorons No provisica
Oxlser
Effoctive Date Apnl ], 194 Effsctivr 77193 ovoopt § 234-257 om 77128 and §301 on 11196,




Availability

| Guaranteed issue §76-19-306

Group Size

2-25 §26-19-302(xxii)

Individual Policies

Does not apply w individual policics which are subject to
approval for policy forn. §26-19-303

Case
Charactenstics

Relevant dewngraphics of small employer as considered by
carrier in determination of premiums; claims experience, heahh
status, and duration of coverage are not cas: charscteristics
§26-19-302(vi)

Rating Restrictions

Index rat. {ur one cless of business shall not exceed the index
rate for any other class of business by more than 20%; for a class
of business, the premium rates charged small employers with
similar case characteristics shall not vary from the index rate by
more than 25%  §26-19-304 .

Transitional Period

3 years §26-19-304(s)viii

Renewal Rating

Trend plus 15% plus changes in case characteristics
$26-19-304(a)iii(B)

Renewability

Guaranieed rencwable except *for cause™ §26-19-305

Whole Groups

Insurers are required to offer coverage (o the entire group
§26-19-306(c)vi

Continuity of
Coverage

Preexisting condition limitation of 12 months; credit shall be
given for time person was previously covered if previous
coversge was continuous 30 days prior 10 new coverage,
exclusive of applicable waiting periods, or for & peraon who
become unemployed and are provided coverage if the person
obtains employment and coversge within 60 days §26-19-306(c)i

Reinsursnce Type

Prospective/mandatory §26-19-307

Reinsurarce Price

Whole Group: 150%
Individual: S00% §26-19-307(K)i,ii

Cost Sharing

| $5,000 §26-19-307(1)x,v

Asszssments

Not to exceed S% of the total small group preminms
§26-19-307(n)A

Other

Effective Date
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COMPRENENSIVE SMALL EMPLOYER PACXAGES

HIAA NAKC

Avedabilny Guarssed it Guarastood i (growps of 3-15)

Group Size 3.28 1-28

Lodrmdus! Poucies Lod.vidual polwcies sold 10 small eoployer swbjest © Act, however, Doss apply 46 inderidunl poiicios; sibough ére ting nos seys that
if s has o f¥e Vi regulstion, the ruing requs domot | sunes mey wish 0 somber sxsupting individe d heakb policies
spply from the ruing provisiens

Cass Usopraphy, sge, w3, ses of smployer, and caher sbjective Sumil coployer carriers mey oot we sese charst wristics olber

Carscenans srans; bt dosi a0t ischads claits exparisnce, baakh satus, or han age, gonber, industry, peographis aree, frnuly somposiion,
dursuon of covernge aurd groug sine without priov approvel of Commes ioest

Ratung Restncuons Preauum reies for smell smployer plams with siomler casm Tndar rois for oo ch st of businese mey wd excom! ihe indix reid

CAAFICUNMICS Ty B0t vary from the midpoist reia for thoms savell
coployers by nore thas 35 % of thal midpoent rew

for say ciher class of busiasss by mors thes 20%; for & clem of
s he promive reves charged soull smployes with simeles
cae characieristics shall mot very froee the index i by more
don 25%

Traasuons! Penod

3 yoarsy

) yuans

Tread pivs 15% phis changst ia case charscurinics

Renrwal Rating Trend plus 13% plos changes in case charscunstics

Reeswability Gusrimeed renewable sxcept *for caves” Cuatasend ressweble srsapt *for cous *

Whole Grovps Carritrs owat take the entire grovp Carriers must ks the entirs grovp

Cowimny of Plans mus cred 1 the Liane 8 pefhoa was covernd uader 8 provious Plans mant crodit the 1w o person wad covered by qualifie |

Cervernge soployer-basad plaa if coversge was conliawous. proviows ceversge provided the coversge waa CONMIMIONS;
qm&(udymiuomh“ﬁnﬂuﬂdﬂu. Modicoki ,
cmployw-basud beakh i of individual
providing similar of axciuding beas fits

Rewssrunce Type Prospucuve/mandstory Lndividuel maies il dorsrmine whether 1o make pacticipation s

> reinmerancs mandetory of volemary

Whole Group: 150%

Whole Growp: 150%

Revaursnce Prce
Individual. S00% ladividusl: SO%
Cost Shanng None First 35000 of reiamred clsims piis 10% of sex $50.000
Assesamania 4% of the premuucn of amall eoploysr marbet met of reiamrence % of the pramium of the small sraployer markel
precuvima pad
Over Camers tay reinsure snisung businsss snd mew adds .

Effscuve D

-~

S
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Hoolth k Amocletion of Asmari

Actuarial Memorandum
Premiums in Regional Health Alliances

Under the Clinton Administration’s Proposed Health Security Act
P. Anthony Hammond, ASA, MAAA

This memorandum presents the assumptions and methods used to
develop an average 1994 premium estimate for the Clinton
Adminjstration’s standard benefit package. In calculating
premifim rates within Regional Health Alliances under the Healt.
Security Act, I had to assume, as the Administration had assumed,
that all coverage and administrative requirements under the Act
were fully implemented on 1/1794.'

In developing the premium, I used a standard actuarial approach,
which included the following steps: .

(1) Defining a database of claims appropriate for pricing the
risks to be incurred and calculating the average expected (base)
claims cost from this database;

(2) Making appropriate adjustments to the claime cost derived
from the database in order to develop the net premium*(before

expenses, margins, etc.);

(3) Determining appropriate adjustments to the net premium
(usually referred to as retention or loading and expressed as a
percent of the gross premium, i.e., total premium after loading
is added into the net premium); ’

(4) Combining ﬁfeps (1) through (3) to determine the gross
premium; and,

(5) Sensitivity testing the rating formula to look for any factor
or assumption that could skew the actual results from the

expected results.

! There are several reasons why premiums developed in such a manner do

not represent real premiums that anyone might actually pay to any health plan
in 1994, even if the Health Security Act were enacted. For example, universal

coverage nay accually take years to implement. But, since the
Administration’s premium estimates assume that universal coverage is fully
implemented in a mature market, I made the same assumption in producing my

estimates so my figures could be comparad to theirs.

These premium estimates should only be used for comparison with the premium
estimates the Clinton Administration presented with the proposed Health
Security Act or for comparison with other premium estimates developed

specifically for the same purpose.
1025 Con.necticut Avenue, N.W., Washington, DC 20036-3998 202/223;7780 Telecopier 202/223-7897

T
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ach of these five steps is summarized briefly in the next two
pages and then in greater detail in the remainder of this memo.

First, I developed a base claims cost: for a single person by
asking several commercial carriers to estimate the 1994 expected
claims cost for employer groups with the standard benefit package
described in the 9/7/93 working-group draft of the Administra-
tion’s reform proposal. I then averaged these carriers’
estimates together with another .estimate I derived from the
Tillinghast Group Rating Manual. All the estimates were
nationally representative, and I adjusted them for subsequent
changes in the benefit package as well as other factors.

Using the March 1992 Current Population Survey’s data on the
distribution and average size of currently insured families,
claim cost factors from the Tillinghast Group Rating Manual, and
the base claims cost for a single person, I°'developed base claims
costs for couples, single-parent families and two-parent
families. I then adjusted these base claims costs for changes in
the average claims cost that would result from moving to
universal coverage, including a migration adjustment to reflect
the uninsured becoming insured under the Act. For this
adjustment I used nationally representative data from the 1987
National Medical Expenditure Survey (NMES). In short, I
developed the base claims cost and adjusted for changes in the
covered population. The method and assumptions are described in

sections 1 & 2, below.

The second step (developing the net premium) iz detailed in
sections 3, 4, and 5. cChanges in the base claims cost are made
to reflect the average expected claims cost or net premium for
the populat.un actually eligible for regional alliances.

The third step (loading the net premium for expenses, taxes, and
margins) is described in sections 6, 7 and 8. The first part of
the loading factor is for surcharges and assessments added by the
Health Security Act. Loading of current expenses and taxes is
explained irn section 7. Changes from the current expense
loadings are addressed in section 8.

The fourth step, which combines the first three steps to
determine the gross premium, is basically an algebraic formula:

{Ba i = Net Premium = Gross Premium.
1-loading 1-loading

My objective was to develop a premium for the standard benefit
package under the Health Security Act that was comparable to the

S 2
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Administration’s premium estimates, as found on page 112 of
Health Security: The President’s Report to the American People.

In Table 2, my premium estimates for the Health Security Act are
compared to the Administration’s premium estimates and to
premiums developed by Hewitt Associates which were presented in.

Congressional testimony.

Once I calculated premium estimates for the Health Security Act,
I tested them for sensitivity to changes in specific assumptions
(the fifth step above). Through sensitivity testing, I was able
te determine how sensitive the premium estimates were to changes
in ti.e assumptions and how conservative my estimates were. The
results of the sensitivity testing are discussed below and
compiled in Tables 3 and 4. °

Table 3 shows the resulting percentage change in premium for
various changes in the rating assumptions,

Table 4 shows changes in specific assumptions that would result
in a 1 percent change in the premium. For example, if the
savings from uncompensated care were 10 percent less than
expected, premiums would be 1 percent higher. Likewise, if
Medicaid morbidity were 11 percent higher, premiums would be 1

percent higher.

Table 5 shows how the premium estimates would vary by state.
These premiums are only for the high cost-sharing plan, however,
so they may~not be appropriate for comparisons in states with a
high HMO penetration (market share). Actuarial judgment should
be exercised when using these estimates in states with large HMO

population/penetration.

Components of the premium, and the assumptions used‘&n developing
the HIAA estimate, are described in some detail in the numbered
sections following the tables.
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Table 1

Under the Clinton Administration's Proposed Health Security Act

(National Average Premiums for High Cost—Sharing Plan)

Annual Premiums

.

_ Family ; Clinton Hewitt
? Status Administration Associates HIAA
‘! Single $1,932 $2,440 $2,509
Couple 13,865 $4,8€0 $5.419
:! Single—~Parent Family $3.893 $4,619 $4,270
E Two-— Parcnt.Family $4,360 $6,946 $7,278
Monthly Premiums
N Family Clinton Hewitt
! Status Administration Associates HIAA
i- ‘ Single $161 $203 $209
! Couple $322 ' 8407 $452
Single—Parent Family $324 $385 $356
Two—Parent Family $363 $579 $607

Sources: "Health Security: The President’s Report to the Amorican People,” page 112 (Administration’s estimates);
Testimony before 1.S. House Subcommittce on Health and the Eavironment of the Committes on Energy and

Commerce, November 22, 1993 (Hewitt Associates' estimates); and HIAA
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Table 2

Comparison of HIAA Premium Estimates for Health Security Act
to Hewitt Associates and Clinton Administration Estimates

Single Person Premium

P Siegle | Compared | Compared Conpqnd}l
i Porson| to HIAA| to Hewilt | to Admini|
Assumptions Preminm | Estimate | Arsociates stration )

- 1. HIAA estimate for Health Security Act $2,509| -~ . 3% 30%

2. Hewitt Assoc. estimate for Health Secun‘t); Act $2,440 -3%| -- 26%

3. Administration estimate for Health Security Acty  $1,932| -23%| -21%| -- -

Two--parent Family Premium
f Two-parent| Compared | Compared | Compared |
i Family| to HIAX | to Hewitt {to Admini-

§ Assumplions Premium | Estimate | Associates|  stration
i

1. HIAA estimate for Health Security Act $7,278) -~ 5% 67%
}‘ 2. Hewitt Assoc. estimate for Health Security Act $6,946 -5%| ~- T 58%

" 3. Administration estimate for Health Security Actt  $4,360 -40%| -37%| -~ :
R

Sources: "Health Security: The Presideat’s Report to the American People,” page 112 (Administration’s estimates);
Testimony before U.S. House Subcommitiee on Health and the Environnwnt of the Committee on Energy sad

Commerce, November 22, 1993 (Hewitt Associates’ estimates); and HIAA
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Table 3

Sensitivity Testing and Comparison of HSA Premium Estimates
(Single Persor: Premium)

Single Compared

Porson to HIAA

Assumptions Premivm Estimate

1. HIAA estimate for Health Security Act $2,509 0%
2. No change in distribution of policies by family status . $2,535 1%
3. Disregard Medicaid $2,537 1%
4. Medicaid atv 120% morbidity $2,552 2%
5. Medicaid and uninsured at 120‘{6 morbidity (cost) $2,632 5%
6. 25% fewer retirees (25% shifted to EEs @ EE cost) $2,445 -3%
7. Lower retiree morbidity (50% of excess over EE) $2,378 -5%
8. Lower retiree/indiv morbidity (50% less of excess) $2,361 -6%
9. Lower retiree/indiv, higher Medicaid/unins (#5 & #8) $2,484 -1%
10. Aggregate cost of migration reduced by 50% $2,358 -6%
11. 1% higher claims $2,533 1%
12. 5% higher claims $2,630 5%
13. Lower, 7.5%, savings from uncompensated care $2,562 3%
14. Lower, 5%, add—on for surcharges and assessments $2,447 -2%
1S. Lower, —0.9%, change in retention $2,475 ~1%
16. Higt-u:r. 1.2%, change in retention ' $2,541 1%

Source: HIAA
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Table 4

Changes in Assumptions for HSA Premium That Result in a 1% Change
(Single Person Premium)

Single Compared

Person to HIAA
Assumptions Premium Estimate
1. HIAA estimate for Health Security Act $2,509 0%
2. No change in distribution of policies by family status $2,535 1%
3. Disregard Medicaid 32:537 1%
9. Lower 1ctirce/indiv, higher Medicaitl/unins (#5 & #8) $2,484 ~1%
11. 1% higher claims $2,533 1%
17. Medicaid at 111% morbidity $2,532 1%
18. Medicaid and uninsured at 104% morbidity (cost) $2,534 1%
19. 10% fewer retivees (10% shifted to EEs @ EE cost) $2,483 -1%
20. Lower retiree morbidity (10% lower excess, 192%) $2,483 -1% .
21. Lower retiree/indiv mc;rbiflity (8% lower excesa) , $2,485 -1%
| 22. Aggregate cost of migration reduced by 10% $2,479 -1%
23. Savings from .uncompenuted care reduced by 10% $2,534 1%
24. Additional 1% add-—on for surcharges and assessments $2,541 1%
25. Greater reduction in retention: 0.9% more $2,481 ‘ C 1%

Source: HIAA
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Table 5

HIAA Estimate of Premium for Health Security Act by State *

“GEOGRAPHIC ? “BINGLE WO |
STATE FACTOR SINGLE COUP.E PARENT PARENT {| -

ALABAMA 2% $2.23% 84,023 $3.000 8,477
ALASKA 120% 3.011 6,503 8,124 [ Xe /]
ARIZONA % 2,400 8,202 4,009 . 087
ARKANSAS (1, 2109 4718 ars 6.332
CALIFORNIA * 145% 6% 7,658 8192 10,553
COLORADO 0% 228 4823 3,000 8477
CONNECTICUT se% 245 8311 4188 7152
DELAWARE 5% 2384 8148 4,057 694
DISTRICT OF COL 120% 3011 8,503 8124 8754
FLORIDA 106% 2,080 5,744 452 718!
{GEORGIA 100% 2,500 8.419 4,270 1,218
HAWAI'f ¢ 100% 2,500 8419 4270 1.278
1DAHO 85% 213 4,608 3.6% 6108
ILLINOIS 111% 2,788 6,015 4,740 8079
{INDIANA 3% 2,100 4582 3 ser 8114
TIOWA 12% 2,057 4,644 8,801 5,068
{KANSAS 8% 2.208 4769 3,758 6,408
KENTUCKY 134% 2.108 4552 3587 6.114]
LOUISIANA s 2.484 5,385 47 7.203|
| MAINE #5% 2133 4,606 363 6,108
MARYLAND 100% 2,509 8419 4370 7.218
MASSACHUSETTS * 105% 2,834 8,690 4484 7.842
- IMICHIGAN 105% 2,634 5,690 4,484 7.642
MINNESOTA * 01% 2,283 4031 3,008 .623)
MISSISSIPPI 16% 2158 4,660 3672 ..259
MISSOURI % 2,158 4,000 3672 .25
MONTANA 8% 2133 4,608 3.6% 6106
NEBRASKA Ha% 2,067 4404 3,501 s.088
NEVADA 113% 2833 8128 4828 82
INEW HAMPSHIRE us% 2133 4,608 3,630 6,108
NEW JERSEY 103% 2584 8,582 4,94 7498
NEW MEXICO HO% 2250 am 3843 . 83%0
NEW YORK 108% 2,000 8744 452 7718
NORTH CAROLINA 5% 2057 4,444 3,501 8968
NORTH DAKOTA 1% 2133 4,608 8% 8,108
OHIO [ 2,253 40 3,800 [V
OKLAHOMA % 2188 ans s 6332
OREGON * Be% 2208 4,769 3,758 8,405
PENNSYLVANIA 90% 2.2% o .43 6,550
RHODE ISLANO W% 2.304 8,148 4.007 8914
SOUTH CAROLINA [T 2,087 4,444 3,801 [T
SOUTH DAKOTA 0% 2007 4338 3410 [ ¥~
TENNESSEE o 220 4823 3,800 47
TEXAS 105% 2634 5,000 4404 7042
UTAH 90% 2,288 [ X1ad 3,043 8,3680]
VERMONT 0% 2,007 4,335 3418 a2
VIRGINIA e PAT ] 4ns 718 6332
WASHINGTON ”% 2108 ans 4718 6.53%2
WEST VIRGINIA sex 2158 4,000 sen2|” .25
WISCONSIN * 3% 2133 4,008 36% 8,188
(WYOMING. 25% 213 4 3.6% (AL
(LS. AVERAGE. 10% 2309 34 4400 1218

*  These premiums are for the high cost--sharing plan only. They may not be appropriate for

comparisons in states with a high HMO panstration (market ehare), Actuarial judgmant
should be exercised when using these estimates in states with large HMO penetration,

Source: HIAA
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DETERMINING THE BASE CLAINS COST

1. Base claims cost. I developed the base claims cost for a
single persorfrom estimates from four commercia) health
insurance companies and one estimate I derived from the
Tillinghast Group Rating Manual. The estimates were all based on
the standard benerit package described in the 9/7/93 working-
group draft (adjustments are made later for subsequent changes in
the benefit plan) and the following assumptions:

Precertification and concurrent review

12-month policy period beginning January 1, 1994

No industry adjustment

No COBRA, COB, or AIDS adjustments

No geography (area) adjustment (i.e., claims costs are
nationally representative)

Standard room and board charges (semi-private)

Census distribution similar to nonelderly U.S., population
Guaranteed issue and mandated coverage

Four-tier rating: single, couple, single-parent family and
two-parent family

Preexisting conditions covered

e HNo lifetime maximum

2 o0 e & 9 0 0

I averaged the estimates from the four commercial carriers and my
estimate from the Tillinghast Group Rating Manual together to
determine the average base claims cost for a single person under
the proposed Health Security Act for each of the three standard
benefit cost-sharing plans under the Act.

According to the Administration, the premium estimates presented
with the proposed Health Security Act represent premiums related
to the Act’s high cost-sharing plan only. Therefore, only the
premium estimates related to the high cost-sharing plan are
presented in this memorandum.

Using data from the March 1992 Current Population Survey (CPS)
regarding the distribution and average size of families currently
insured (prepared for HIAA by Jack Rodgers of Price Waterhouse),
and relative claims cost factors from the 1illinghast Group
Rating Manual, I developed base claims costs for couples, single-
parent families, and two-parent furilies using the expected
.claims cost for single persons.

The CPS average family,size for all policies combined was 2.2
persons per policy. The average family size for a two-parent
family was 4.0 persons. The average family size for a single-

parent fanmily-was 2.8 persons.

The relative claims cost factors developed from the Tillinghast
~Group Rating Manual were:

((1) 1.00 for an insureq;
(2) 1.16 for a spouse; and
(3) .39 for a child,

The rating factors (weights representing the ratio of the premium
for a specific family status to the premium for a single person)
derived from the combination of these average family size and
relative claims cost factors were: 2.16 for couples, 1.70 for
single parents, and 2.94 for two~-parent families. The composite
rating factor across all family status rating classes was 1.8.

The base claims costs developed using the above methodology and
assumptions were:
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Base

Claims
Family Status Cost*
Single person $1,927
Single~parent family 3,280
Couple 4,162
Two-parent family 5,665

(* See Appendix B, page 1.) ,

2. Adjustment in average claims cost for change in distribution
of policies as a result of expanding to universal coverage. This
factor corrects for the change in the average per capita claims
cost that is a direct result of calculating a new weighted
average claims cost when the mix of families is changed. (See

Appendix B, page 2.)

After reforms, some individuals who are currently insured as
single persons would become insured as part of a family under
universal coverage, e.g., children and spouses that are not
covered under an employee’s policy would now be reqguired to be
covered. All family members would be on the same plan.

Uninsured single individuals and single-parent families would now
be covered. These expansions of coverage and changes in family
status are expected to alter the mix of policies by family
status, but the average per capita claims cost should not change.

Not making this adjhgtment would értificially increase the
estimated per capita claims cost and overstate premiums by about
1 percent of premium (Table 3, #2).

ADJUSTMENTS TO CLAIMS

3. Adjustment to claims costs for migration (as when early
retirees, the unemployed, individually insured, Mesdicaid
recipients, and the uninsured join the Regional Health Alliance
and are pooled with the current employer-sponsored pool after
reform). The proposed Health Security Act calls for
establishment of Regional Health Alliances that would add at
least four classes of insureds to the current employer-sponsored

pool of insureds:

(1) Early retirees and unemployed persons currently covered
under their prior employer’s health plan,

) Persons covered under individual health insurance,

). Medicaid recipients, and

) The uninsured.

LN N

(
(
(

Using a distribution of the population by insured status from the
March 1992 CPS and relative morbidity statistics (ratio of health
care cost and utilization for each insured class to the cost and
utilization of the active employee class), I determined a weight-
ed average of the morbidity in the pool after the four classes
were added to the active employee pool. (Appendix B, page 3.)

I split the employer~sponsored pool into two groups: the active
employee pool and the retiree/unemployed pool. I did this for
two reasons. First, the morbidity of the two classes is
significantly different. HIAA research shows that health care
expenditures are very similar for active employees and their
dependents across all employer sizes. This is especially true
after risk adjusting for health status of insureds. by size of
employer. However, health care expenditures of retirees and
unemployed persons, and their dependents, who are still covered
under a prior employer’s health plan are very different from
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those ©f active employees and their dependents. Second, early
retireas and unemployed persons are usually covered by large
employers, not small employers, Most employees who are being
pooled in the regional alliance work for employers with fewer
than 100 ehployees, i.e., small employers. So the majority of
the pool we are going to be expanding will be a pool of active
employees and dependents from small employers. Their cost
(morbidity) is indicated best by the cost and utilization of an
active employee pool., This is also the reason why tha active
employee pool is set as the standard with a relative morbidity of

1.00 or 100 percent.

I derived relative morbidities for the early retirees and persons
with individual insurance from the relative morbidity of these
populations in the 1987 NMES. Compared with the active employee
population, the morbidities for these classes of insureds were
202 percent and 122 percent of the active employee pool,

respectively.

The relative morbidity for Medicaid was assumed to be 100
percent, meanirig that its cost is the same as that of active
employees. This was one of the most difficult assumptions I had
to make. In work done in conjunction with Price Waterhouse, 1
established that demographically, and on a risk-adjusted basis
using a crude medical conditions risk adjuster, the Medicaid
population should have a relative morbidity that is less than the
active employee population. Countering my finding is Health Care
Financing Administration (HCFA) and Medicaid data that indicate
Medicaid enrollees-—-especially the cash recipients, who are the
majority of Medicaid recipients--have an average claims cost that
is significantly higher than active employees’ claims cost.
However, looking at current Medicaid experience to discern the
future morbidity of Medicaid recipients can be misleading.

First, in this analysis I am assuming & mature market after
reforms have been implemented. Just as I am assuming that all
migrations and enrollment shifts have taken place to reach
universal coverage-~an event that will likely take saveral years
~=I had to look at the Medicaid costs in a mature market, after
any initial high utilization periods might have passed.

Second, current Medicaid coverage does not include cost sharing.
While many recipients would still have subsidies that cover much
if not all of their cost-sharing obligations, some will not, and
this will reduce utilization for recipients who would now have to

make copaymenis.

Third, current Medicaid benefits are significantly different from
the standard benefit package being proposed, especially regarding
long-term care. This reduction in benefits will reduce costs.

Fourth, providers (for the most part) would be reimbursed for
Medicaid patients at the same rate as they would be for non-
Medicaid patients. (Although there would be some cost-sharing
reductions that health plans may be required to "forgive.")

For all these reasons, I believe that the relative morbidity of
the Medicaid population should not be any more than the average
morbidity of the active employee population. $ince this is a
very uncertain assumption, however, I sensitivity tested for
higher levels of morbidity.
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For sensitivity testing, I developed a premium using a Medicaid
morbidity rate of 120 percent, or 20 percent worse than the
morbidity of the active employee population. The resulting
premium was 2 percent higher than the best estimate, which used
Medicaid morbidity of 100 percent (Table 3, #4). I also
determined what the premium would be if there were no Medicaid
recipients~-as a sensitivity test. The resulting premium
increased 1 percent over the best estimate (Table 3, #3).

For some of the same reasons, I assumed the relative morbidity of
the uninsured was 100 percent of active employees’ morbidity.
This is clearly a much more conservative assumption for the
uninsured than for the Medicaid population.

First, the RAND Health Insurance Experiment demonstrated that
even three years after previously uninsured groups are insured
(except for a short increase in mental health utilization in the
first year), the previously uninsured were still utilizing
services at a lower rate than the average insured population.

Second, although there is a greater percentage of high risk
individuals among the uninsured than the insured population, the
remainder of the uninsures are very low risks--~over a quarter are
children--offsetting the increased cost from the high-risk

uninsured.

The United States Agency for Health Care Policy and Research
(AHCPR) conducted a study of uninsured individuals who had either
been denied insurance or had their coverage limited (such as
through a waiver or preexisting condition exclusion) and found
that only a little more than one-third of the uninsured had ever
tried to get private coverage, and only about 2.5 percent had
ever been denied coverage or had their coverage limited.

Research conducted by HIAA has shown that, on a risk-adjusted
basis, the average risk of the uninsured is slightly less than
that of the active employee pool.? Still, to be conservative, I
tested serisitivity of the premium estimates to this assumption at
the 120 percent morbidity level by developing a pramium assuming
both the uninsured and Medicaid populations had morbidity of 120
percent. The resulting premium was S percent higher than the best

estimate (Table 3, #5).

Coincidentally, the Hewitt Associates’ model uses a morbidity
level of 120 percent of an insured large employer population
(which includes some retirees) both for Medicaid recipients and
for the uninsured. The Administration also uses levels of
morbidity for these populations higher than 100 percent.

To test the seasitivity of the premium estimates to other
migration assumptions, some additional estimates were made with

varying assumptions:

e 1f the number of retirees/unemployed were 25 percent lower
(the 25 percent is shifted to the active employee pool), the
resulting premium would be 3 percent lower than the best
estimate (see Table 3, #6).

1 Methodology for study is described in a September }, 1993, memo from
fony Hammond to various researchars/actuavies on Relative Rigk of Population

by lnsured Status.
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® If the excess retiree morbidity (the amount by which the
morbidity exceeds 100 percent) were reduced by 50 percent
from 202 percent to 151 percent, the resulting premium would
be 5 percent less than the best estimate (Table 3, #7).

e If the excess morbidity for both retirees and the
individually insured were reduyced by 50 percent, the
resulting premium would be 6 percent less than the best

estimate (Table 3, #8).

e If the excess morbidity for both retirees and the
individually insured were reduced by 50 percent, and the
uninsured and Medicaid populations had morbidity of 120
percent, the resulfting premium would be 1 percent lower than

the best estimate (Table 3, #9).

4. Reduction in cost shifting. This assumption is to reflect

the reduction in costs that will occur when universal coverage is
.implemented and providers no longer have to overcharge their
paying patients to cover the costs of underpaying or nonpaying "
patients. In effect it is a reduction in cost shifting, or, more
accurately, it is a savings resulting from a reduction in
uncompensated care costs for providers that gets passed along to
insurers through lower health care costs.

e If the aggregate cost of migration were reduced by 50
percent, the resulting premium would be 6 percent lower than

the best estimate (Tablz 3, #£10).

Unfortunately, however, all cost shifting or uncompensated care--
about 15 percent of claims cost--does not disappear. Medicare
discounting, underpayment of premiums for Medicaid recipients,
uncompensated care related to undocumented workers, and bad débt
will still occur. The cost shifting will just be greatly
reduced--except for Medicare cost shifting. The cost shift to’
private payers from Medicare is likely to continue. It is also
questionable whether every dollar of reduction in cost shifting
translates into a dollar of savings in premiums. Prior experi-
ence indicates that it is far more likely that orly about half of
these "savings" would materijalize--7.5 percent of claims costs.

The Administration assumes a 10.5 percent "savings" from a
reduction in uncompensated care. For conservatism, the assumption
I used in the best estimate was the Administration’s figure of
10.5 percent. For sensitivity testing, I used an assumption of
7.5 percent. The resulting premium was 3 percent higher.

5. Additional benefits im HS8A. This adjustment reflects the
increase in claims cost necessary to cover the expanded benefits
included in the proposed Health Security Act that were not
included in the Administration’s 9/7/93 working-group draft. For
example, preventive benefits were expanded to include periodic
clinician visits for adults without cost-sharing. In discussions
with the company actuaries who subhitted cost estimates for my
analysis and other actuaries, we decided that the new benefits
added about 2 to 4 percent of additional claims cost.

The impact on premiums of having claims costs that are 1 or §
percent higher wasg tested. As expected, premiums were 1 or §
percent higher than the base, respectively (Table 3, #11 & #12).

ADJUSTMENTS TO NET PREMIUNM (LOADING’

-

6. Burcharges and assessments. This adjustment to the premiums
reflects direct additions to premiums, calculated as a percent of
claims. This adjustment includes but is not limited to

surcharges and assessments for:
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Guarantee fund assessments

Surcharge for academic health centers
Surcharge for graduate medical education
Assessments for regional alliance’s bad debt

This adjustment also includes additional margins needed as a
direct result of the proposed Health Security Act. These margins

include but are not limited to margins for:

Contingency reserve for costs of Workers Comp and Auto
Contingency reserve for underestimation of new expenses
Uncertainty in pricing for universal coverage
Uncertainty in pricing for expanded benefits
Uncertainty in enrolluent projections

Medicaid underpayments

Regional Health Alliance underpayments

Uncertainty of risk adjustment mechanism

Litigation costs resulting from reform

These adjustments could add 2 to 4 percent for the surcharges and
assessments and another 3 to 5 percent, at least, for the
additional margins. Taking the midpoint of both of these ranges,
the best estimate assumption I used was 7 percent.

This assumption was sensitivity tested by using a 5 percent
assumption, resulting in a premium that was 2 percent lower than
the best estimate premium (Table 3, #14).

I included under change® in the expense ratio (in section 8
below) the addition to premiums for an alliance’s administrative
costs and the additional expenses related to reporting and
compliance requirements.

7. Current expense ratio. This factor reflects the current
combined operating expense ratio for group and individual
business of 13.2 percent of premium.

This level of expense is distributed by type of expense as
follows (from a preliminary HIAA study):

Claims administration, 11.1%
Plan administration,
and Sales
Risk/profit 1.5%
State tax 1.8%
Federal tax “ 0.8%
Net inv. inec. =2.0%
Total 13.2%

It is also distributed by size of employer (number of employees)
as follows (from a preliminary HIAA study):

Expense Pop

Group--95.2% of market

Less than 25 EEs ' 25% 15%

25 to 99 EEs. 18% 10%

100 to 499 EEs 14% 20%

500 to 2499 83 30%

2500+ 6% 25%
Individual--4.8% of market

Individually insured 32.6% 100%

COmposite 13.2% 100%
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These estimates are national averages; the expense ratios of
actual insurers and employers would depend on their specific

circunstances.

8. Changes in Expense Ratio. This adjustment reflects
administrative cost savings to insurers from using purchasing
alliances and electronic claims submissions. It also reflects
increases in administrative costs for purchasing alliance
administration, new data reporting and compliance requirements,
expanding coverage, and converting coverage for all self-insured
employers with fewer than 5000 employees to fully insured, fully

reserved policies.

The distributions above reflect the expense ratio for a mix of
business that includes self-igsured business as well as fully
insured business, and expenses for all sizes of employers (ERs),
including those w1th more than 5000 employees.

The first step is to adjust the distribution of expenses by size
of employer to exclude employers with over 5000 employees. This
adjustment needs to be done for the distribution above (which
includes self-insured business) and for a distribution of
expenses on a fully insurec¢ basis (because the adjusted expensea
ratio will fall somewhere between these two levels).

% of Employees Condjtional

Employer size All ERs <5000 Distribution
Less than 25 EEs 14.3% 14.3% 16.7%

., 25 to 99 EEs 9.5% 9.5% 11.1%

" 100 to 499 EEs 19.0% 19.0% 22.2%
500 to 2499 28.6% 28.6% 33.3%
2500 to 4999 9.5% 9,.5% 11.1%
5000+ 14.3%

Individually Insured 4.8% 4.8% 5.6%
Composite ' 100.0% 85.7% 100.0%

The first numerical column in the table above is'the distribution
for all employers. The second column is the distribution without
employers with more than 5000 employees. The last column is the
conditional distribhution of employers with less than 5000
employees and individual insureds. This distribution can then be
used to weight the distribution of administrative cost by size of
employer using current expense ratios and expense ratios for
fully insured business only.

' Expense Ratilo Conditional
Employer size current Fully-Insd Distribution
Less than 25 EEs 25% 25% 17%

25 to 99 EEs 18% 18% , 11%

100 to 499 EIs 14% 16% 22%

500 to 2499 8% 13% 33%
2500 to 4999 6% 10% . 11%
Individually Ins’d 32.6% 32.6% 6%
Composite 14.6% 17.1% 100%

This implies that eliminating employers with mo -e\than 5000
employees and eliminating self-insurance for th aining
employers would result in administrative costs between-14.6

percent and 17.1 percent.
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The next adjustment reflects the administrative savings gained by
using electronic claims submission and regional alliances.

Best
i Before After Estimate
Claims administration, 11.1% 3.5% 3.5%
plan administration, 2.5% 2.5%
and sales . 5% .5%
Risk/profit 1.5% 0 to 1.5% 1.5%
State tax 1.8% 1.8% 1.8%
Federal tax 0.8% 0 to .8% .8%
Net investment income -2.0% -2.0% ~-2.0%
Subtotal 13.2% 6.8% to 9.1% 8.6%
Plus 1% for compliance with new reporting 1.0%
requirements and regulations.
Plus .5% to 2.5% for administrative costs 1.5%
for the operation of the regional alliance.
GRAND TOTAL 11.1%

This level of expense may seem higher than expected because of
the additional 2.5 percent of expenses added for compliance and
alliance administrative costs, and because the administrative
cost of fully insuring and fully reserving groups is higber than
the cuvrrent administrative cost for laryge groups.

The next adjustment combines the change in the administrative
cost by type of expense with the change in the administrative
cost by size of employer. Since the reduction in the
administrative coust by type of expense reduces the composite
expense ratio by 1§ percent, from 13.2 percent to 11.1 percent
(i.e., 11.1/13.2 = .84), the same reduction can be applied to the
composite costs by size. of employer. Applying _this adjustment
reduces the range for the composite uxpense ratio) to a range from
12.3 percent (.84 x .146 = ,123) to 14.4 percent |(.84 x .171 =
.144). The midpoint of this range is 13.4 percent and is the
assunption I used to determine the hest estimate.

This level of administrative cost is slightly higMer than the
current level of 13.2 percent of premium. Sensitivity tests were
done at the low estimate of 12,3 percent of premium (-0.9 percent
change in expense ratio) and at the high estimate of 14 4 percent
of premium (1.2 percent change in expense ratio) (Table 3, ¥K15
and #16).

REBULTS OF BENSCITIVITY TEBTING

While much of the results of sensitivity testing are discussed in
the numbered sections above, this saction summarizes the results.

The assumptions that are the most likely to be different from
vhat T assumed and to which my premium estimates are the most

sensitive are:

s The bare claims cost. A 1 percent change in premium will
result from a 1 percent change in the base claims cost.

¢ The level of surcharges or assessments. A 1 percent change
in premium will result from a 1 percent change in the level
of surcharges or assessmentg. This would also be trua for
any vremium taxes or operating cousts that are explicitly
defined as a percentage of gross premium.
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¢ Savings from uncompensated care. A 1 percent change in
premium will result from about a 2.5 percent change in the
expected savings from uncompensated care.

¢ Morbidity level of the uninsured and Medicaid recipients
combined. A 1 percent change in premium will result from
about a 4 percent change in the morbidity level of the
uninsured and Medicaid recipients combined.

e Aggregate cost of migration. A 1 percent change in premium
will result from about an 8 percent change in the aggregate

cost of migration.

¢ Number or morbidity of retirees. A 1 percent change in
premium will result from a 10 percent change in the number

or morbidity of retirees.

e Morbidity of Medicaid recipients. A 1 percent change in
premium will result from a 10 percent change in the
morbidity level of Medicaid recipients.

One of the assumptions to which premiums are not very sensitive
is the change in distribution of policies by family status. Even
if I did not make this adjustment, premiums would only change by

1 percent.
PROVISIONS AND REFORMS NOT QUANTIFIED

The number and complexity of health care reform proposals has
greatly outstripped the available data, and the proposed Health
Security Act (H.R. 2600; S. 1757) is no exception. Consequently,
it was impossible to quantify certain provisions in the proposed
Health Security Act. -In some cases more research needs to be
done and could be done if the necessary data were obtained. 1In
other cases, the data are not available to credibly estimate the

impact of certain reforms on the market.

Some of the provisions that would have a significant impact on
premiums but are not specifically quantified in the preceding

analysis are:

¢ Medicare enrollees joining Regional Health Alliances
(especially those who are employed);

¢ Employers with more than 5000 employees joining Regional
Health Alliances;

e Insurance reforms other than guaranteed issue and renewal,
community rating, risk adjustment, and wmandated/universal
coverage;
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e The impact of COBRA eligibles;’
¢ Multiple-earner families;!
¢ Efficacy of the universal coverage raquirem;nt;’
e Additional cost for point-of-service; and
e Induced retirement.®
All of these provisions would tend to increase rates.

No specific attempt was made to measurc the proposed Act’s effect
on the solvency of employers and insurers.

The impact of state laws and }egulations already promulgated
could not be included in this study.

The scope of this study was limited to an analysis of the 1994
premiuns released with the proposed Health Security Act. Some
covariant effects could not be analyzed with the data available,
for example, how geographic factors might change in the absence
of other risk classification factors.

) } We can expact individuals leaving corporate alliances with COBRA
premiums higher than the rates in a regional alliance to purchase coverage
through the regional alliance, while those for whom rates under COBRA are
lower will not do 80. This creates an antiselection issue that is not
addressed by the proposed Health Security Act.

4 Wwhen one worker is ellgible for coverage through a corporate alliance
and another family member is eligible for coverage through a regional

alliance.

5 Even in Hawai'i universal coverage is not universal. Trying to get
the last 1 percent enrolled can be very expensive.

¢ Individuals deciding to take early retirement now that the Health
Security Act guarantees them hasalth coverage paid for by the government and

their employer.

81-8360-94~5
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COMMENTS FROM REVIEWERS

An initial draft of this memorandum was distributed to about two
dozen interested actuaries and researchers for peer review.’ I
received responses from about half of them. Their comments and
concerns are discussed below.

The previous section on provisions not quantified, which was not
included in the initial draft, was added to respond to comments I
received questioning whether certain issues were included in my

analysis.

One reviewer asked why changes in the mental health and substance
abuse benefits didn’t reduce premiums between the September 7th
working group draft and the proposed Health Security Act released

in October.

Some differences between the benefits outlined in the 9/7/93
draft and the proposed Health Security Act reduced premiums,
while others increased premiums. Estimates using actual
rate manuals showed some, but little, change between the
cost of benefits outlined in the September 7th draft and the
cost of benefits under the proposed Health Security Act,
released in October. In discussions with company actuaries,
the different benefits described in the Health Security Act
added about 2 to 4 percent to the claims cost--~and to the

premiums.

One reviewer questioned why one estimate of the base claims cost
was so much lower than the other four estimates.

ObFaining a good estimate for base claims cost was one of my
primary concerns from the very beginning. Experience of a
single carrier ‘'is not necessarily credible. In order to
addres; this problem, estimates were sought from a dozen
companies of which only four responded. The four companies
that responded have a diverse mix of business. However, as
a reasonability check because of the small sample size, I
prepared a separate estimate of expected claims cost from
the Tillinghast Group Rating Manual and adjusted this
estimate to match current national per capita claims cost
trended forward to 1994. The estimate I produced in this
manner was very close to three of the four estimates I
received, giving me greater confidence in the higher
estgmates. As a last step, all five estimates of base
claims cost were averaged together and the implied per
capita claims cost was checked against nationally
representative data for reasonability.

7 I sm indebted to the following people for reviewing this memorandum
and/or providing me with their comments:

Xarea Bender, Employers Health

Howard Bolnick, Celtic Life

Cecil Bykerk, Mutual of Omaha

saniord Herman, The Guardian

Leonard Koloms, Benefit Trust

Bill Lane, Mutual of Omaha

Jeff McDaniel, Nationwide

Mike O’'Grady, Congressional Research Service
Jack Rodgers, Price Waterhouse

Maleta Simek, Celtic Life

Chuck Smith, The Principal

Bill Weller, Health Insurance Association of America

Dale Yamamoto, Hawitt Associates
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One reviewer guestioned why I used a child claim cost factor that
was so low. He believed a factor of around 60 percent of primary
insured claims cost would be more appropriate.

+This is a fair comment. The range of estimates I found for
the child claim cost factor was from 39 percent to about 60
percent of the primary insured claims cost. Hewitt
Associates used 50 percent for its estimates.

When I sen51tiw‘ty tested this assumption, there was some,
but not a large difference in the premium estimates
generated by using either 39 percent or 60 percent. Since
the Administration’s estimate of the family premium was
considerably lower than my estimate and since there was not
a lot of change in the final premiums in spite of which
factor I used, I decided to use the smallexr factor to be
more conservative (i.e., to not accentuate the differences
between our two estimates without good cause).

The same reviewer questioned my assertion that Medicaid cost
shifting would continue after the Health Security Act was

enacted.

This is not a material assumption (no numerical factors are
based or this assertion, so it would not change my estimate
of the premium one way or the other). However, the proposad
Health Security Act does establish premium discounts for
Medicaid patients and requires health plans to "forgive®
some cost sharing obligations of Medicaid cash recipientsg.
when this occurs, costs can be expected to be shifted to
other patients/insureds.

One reviewer pointed out that state-by-state estimates that were
prepared using premium estimates for the high cost sharing plan,
population figures, and area rating factors from the Tillinghast
Group Rating Manual would not be appropriate for states with
large populations and large HMO/managed care enrollment. In his
opinion, the premium estimates I developed by state, which are
listed in Table 5, would not be appropriate for states with
greater than 25% HMO/managed care penetration, e.g., California.

I believe this is a legitimate concern for states with a
large HMO penetration (market share), but not necessarily
states that have a large HMO population that is not a large
percentage of the state population. The risk adjustment
mechanism and lower cost-sharing for managed care plans will
ameliorate some of this problem. However, these provisions
will not adjust for all of the difference because only part
of the difference is due to risk and cost sharing. Some of
the difference is because the area rating factors are based
on indemnity plans alone. Unfortunately, area rating
factors by state that would be appropriate for all states,
with their different levels of managed care, are not
available. 1In spite of this limitaticn, the premium
estimates by state are useful for comparing most states and
may be useful for making comparisons to state-specific
premium estimates for the Health Security Act for high cost-
sharing plans. A note was added to Table 5 identifying this

concrrn.
The same reviewer also felt that reductions in claims cost

resulting from provider negotiations should be reflected in the
claims cost estimates or adjustments to claims costs.
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While I would like to be able to score competitive market
adjustments such as this, there is insufficient evidence for
doing so. Some researchers and actuaries argue that
discounts in cne market segment just lead to cost shifts to
other market siegments. Others argue that gains are more due
to biased selection than to discounts and cite evidence to
support this. In the end, after risk adjustment, the real
reductions in claims cost may actually just reduce trend
increases in future years, not reduce the base claims cost
(especially not for 1994). Further, I believe that I have
already reduced the base claims cost more than enough by
using the Administration’s adjustment for uncompensated
care. I don’‘t believe it is necessary to add an additional
explicit reduction for this factor because it may or may aot
occur and may already he reflected by my conservative

estimates.

A couple of reviewers felt that the morbidity assumption used for
Medicaid recipients was too low.

This could have a materjal effect on my estimates, but it
would only serve to widen the difference between my
estimates and the Administration’s. I believe that my
approach, explained in section 3, is reasonable for the
rating methodology I have used. In order to address the
concerns of the reviewers, however, I have sensitivity
tested this assumption at a morbidity level of 120% of the
active employee morbidity. At this morbidity level for
Medicaid recipients, premiums would only be 2 percent

higher.

Another reviewer questioned my assumptions for the morbidity and
number of retirees, pointing this out as a significant
discrepancy between my approach and the Administration’s.

It is difficult to reconcile my estimates to the
Adninistration’s because our approaches are quite different.
It is quite possible that our two approaches could be
reconciled and would prove to be similar, but it was not
possible to do so without being allowed to go into greater
detail with the Administration’s actuaries.

Even though the number and morbidity of early retirees
cannot be reconciled with the Administration’s estimates, I
believe the assumptions I used for both of these factors are
consistent with each other. I used a larger population that
included unemployed persons covered by their previous
employer mixed in with the early retirees covered by their
previous employer. The morbidity factor I used is
appropriate for this population which is unemployed and
early retirees mixed together.

Several reviewers felt that it was more appropriate to build
national data up from rate manual data as I have done rather than
from national health expenditure data as the Administration has
done, while a few reviewers had concerns about reconciling both

approaches.
Theoretically, what I am trying to estimate could best be

described as a national average rate manual. If I had
perfect data for building a national average rate manual
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from either insurer rate manual data or national health
expenditure data, the end result should be the same. Thus,
reconciling the two approaches becomes problematic only when
we don’t have perfect data and, thus, don’t get to similar
results. I believe that working with real claims data and
the adjustments to rate manual data is more credible,
reliable, and unbiased than starting with national health
expenditure data and trying to adjust it to develop a
national rate manual.

related subject, several reviewers and I discussed whether

the rates for all adults shculd be the same or not.

Generally, a rate manual approach calls for developing a
rate or factor for primary insureds, spouses, and children
(adult males, adult females, and children) and building
rates for each family category by using these factors. In
this case, the rate for single insureds would be the rate
for primary insuveds. Likewise the rate for couples would
be the sum of the rate for insureds plus the rate for

spouses. And so on.

An alternative would be to treat all adults the same and
only produce an adult rate and a child rate. Then the
single insured rate would be the same as the adult rate, and
the couple rate would be twice the adult rate.

Another alternative would be to segregate the claim costs by
type of family and calculate a premium for each family type
separately. In this case, the rate for single insureds
would be the total claims and expenses for single insureds
divided by the number of single insureds. The rate for
couples would be the total claims and expenses for couples
divided by the number of couples. The rate for two-parent
families would be the total claims and expen‘ie: for these
families divided by the number of two-parent families.

One of the big differences between the Admin’stration’s
estimates and my estimates relate to these chree approaches.
I used the first approach because it is most appropriate for
a rate manual approach. The Administration, in the proposed
Health Security Act, implicitly requires using the seccnd
approach when it requires the couples’ rate to be: twice the
single insured rate in a pure community-rated environment.
This second approach would also be consistent with a rate
manual approach and community rating.

In the Administration’s development of premium estimates, a
variant of the third approach is used. However, the third
approach is inconsistent with its stated policy and
proposed Health Security Act because it doesn’t charge every
adult the same rate.

The third approach is alsc inconsistent with pure community
rating because it is quite possible that the reason the
costs for adults in two-parent families are lower than the
cost for adults that would be purchasing single and coyple
policies is because the adults in two-parent families are

younger, on average.

One reviewer commented on the current distribution of expenses by

type
made

of expense (before reforp) and suggested that a change be
in the table to make it more accurate.

I made the change suggested. It did not have a material
effect on the aggregate expense levels or my premium

estimate.
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One reviewer asked whether the adjustment for surcharges and
assessments was too high because it included surcharges for
graduate medical education and academic health centers when these
costs are already reflected in current claims costs.

Theoretically, this would be true. In practice, there are
two reasons why I still think this provision increases costs
" rather than just moves the same dollars from being in the
claims cost to an explicit surcharge.

First, the higher costs that academic health centers and
graduate medical education add to current health care costs
are not easily quantified. It may be higher or lower than
the anticipated surcharges. Whatever it is, if it is less
than the surcharge, it will likely grow to be as large as
the surcharge as soon as these funds are available.

Second, if these additional funds hecome available for
education and health centers, it is unlikely that these
funds will just be used to offset current sources of
funding. We may see cost and utilization trends reduce a
little in the future, but that would not reduce the current
level or distribution of costs. It is far more likely that
the current sources and level of financing will continue and
the new funds will be used to increase spending in these
areas. What happened to health care spending following the
introduction of Medicare is a perfect example of this.

CONCLUSION

First, even without adjusting for benefit differences that would
only exacerbate the difference, the Administration’s premium
estimates for the proposed Health Security Act are already at or
less than the average employer premium in 1991, based on HIAA'’s
Employer Survey. Second, from 1991 to 1994, health care cost and
utilization (growth) trends, while slowing, have still sustained
rates of growth that are considerably higher than inflation. For
these three years combined, a health care trend of about 33
percent would not be unreasonable. Third, in the
Administration’s proposed Health Security Act, any reductions or
cost savings are more than offset by expansions of benefits,
expansions of coverage and new reporting/compliance requirements.
Since any potential reductiong in costs are more than offset by
increases in costs, it is unlikely that a premium less than
currently expected 1994 rates would be reasonable. Reforms would
only have the potential of decreasing future rate increases.
Consequently, there is no doubt that the Administration’s
estimates are understated. The only guestion is: By how much? =
Taken all together, this would indicate that the Administration’s
estimates are understated by at least one~third: 1i.e., the
health care trend from 1951 to 1994.

Not all of the Administration’s estimates are one-third lower
than mine. The rate for single parents is 9 percent less than
mine. The two-parent family rate is 40 percent less. 1In
aggregate (a weighted average of its premium estimates by type of
family compared to a weighted average of my premium estimates),
its premiums are about one-third too low.

The fact that Hewitt Associates also found the Administration
estimates to be about 25 percent understated is confirming.

There is a much greater difference between the Administration’s
two-parent family rate and my two-parent family rate than there
is between our other rates. This is also true for Hewitt
Associates’ rates. I believe this discrepancy arises because of
an inconsistency between the legislative language and the
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Administration’s rating methodology. As a result, the -
Administration’s two-parent family premium is only 2.3 times its
single person rate. A more reasonable multiplier might be about

three times the single rate..

Most of the differences between the Administration’s estimates
and my own can probably be attributed to different assumptions
regarding: the cost of including people not coverad by health
insurancr: (the uninsured), the cost of including early retirees

and Medicaid recipients in the regional alliances, and operating
costs (including assessments and surcharges). There is also a
significant difference in how claims costs are distributed by
type of family. Some of these differences increase premiums
while others reduce premiums. The net effect of all of the
differences leads to premiums that are on-third less than my

estimates.

However, it is very difficult to compare assumptions and methodo-
logies in order to identify differences between my rating
methodology and the Administration’s since the Administration has
not released an actuarial opinion and an actuarial report. An
actuarial opinion would establish that a qualified actuary has
looked at the assumptions used to develop the Administration’s
premiums and deemed them to be, reasonable and a fair
representaticn of the expected cost of the Administration’s
standard benefit plan. An actuarial report would clearly
identify the assumptions and reasoning that went into reaching
that actuarial opinion so that an independent actuarial review of
the Administraticn’s methods and assumptions could be conducted

by other actuaries.

Obvious questions arise from these findings. If the
Administration’s premium estimates are one~third too low:

1. What does this mean for the Administration’s estimates of
subsidies for low-income persons and employers?

2. Will a larger proportion of the population pay more for
health insurance after reforms than the Administration has

estimated?

3. What would happen if the Administration’s estimates were
used as the basis for its proposed premium caps?

The premium estimates I have developed using the methodology described abgve are
reasonable and are appropriate for comparison to the premium estimates the Clinton
Administration presented with the proposed Health Security Act.

This opinion is limited by what is known about the assumptions the Administration used
in developing its premium estimate and the provisions of the proposed Health Security
Act (released in October 1993). If these were to change, my estimates and comparisons

might alSO be difreren(.
Wﬂﬁ
. An‘hony Ond, ASA, MAAA
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Comparing the HIAA premium estimates to the:

Administration’s premium estimates:

e The HIAA premium estimates are 30 to 67 percent higher than
the Administration’s,

Compared to the Administration’s estimates of $1,932
annually for a single person and $4,360 for a two-
parent family, HIAA’s estimates are 30 percent and 67
percent higher, respectively. This would imply that
the Administration’s estimates are understated by 23
and 40 percent, respectively, (or about cne~third)
compared to our estimates.

Not all of the Administration’s estimates vary from
HIAA’s estimates so much. The rate for single parents
is only 9 percent lower than ours.

¢ Most of the differences between the Administration’s
estimates and HIAA’s can probably be attributed to different

assumptions regarding:

(1)

(2)

(3)

(4)

The cost of including people not now covered by health
insurance (the uninsured);

The cost of including early retirees and Medicaid-
eligibles in the regional alliances;

Operating costs (including assessments and surcharges);
and
The Administration uses a 15% load while we used a

20.5% load. The proposed Health Security Act adds
an additional 7% load to current operating costs

of about 13% of premium,

A difference in how claims costs are distributed by
type of family. o

Some of these differences increase premiums and some reduce

premiums.

The net effect of all of the differences leads to

premiums that are one~third less than HIAA’s estimates.

¢ While there are differences in some of the other assumptions
mentioned above, the Administration’s estimate of base
claims costs appears to be very similar to ours.

e The HIAA premium estimates are 3 to 5 percent higher than
the Hewitt Associates’ estimates. R

Compared to the Hewitt Associates’ estimates of $2,440
annually for a single person and $6,946 for a +wo~
parent family, our estimates are only 3 and 5 pnrcent
higher, respectively. This is well within a reasonable

level of difference.

Hewitt’s Congressional testimony on its estimates aiso
states that "the cost of the standard benefit package
would be about 5 percent higher in 2001 than the
initial package because of scheduled changes under the
Health Security Act for added mental health benefits
and adult dental (benefits].”" This would put its
estimate even closer to ours.
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e Although the Hewitt and HIAA estimates are very close in
aggregate, there are still differences in the specific
assumptions we used. The differences between the Hewitt
Associates’ estimates and ours can be attributed to

different assumptions regarding:

(1) The cost of early retirees, Medicaid and uninsured
persons joining the regional alliances;

(2) Operating costs (they used 10 percent);

(3) The demographic composition of U.S. population (this
has very little impact on rates in aggregate);

(4) A major difference in recognition of the savings from
uncompensated care (and elimination of Medicaid.cost

shift); and

Hewitt used a 1.5 percent reduction for savings from
uncompensated care and a 3.5 percent reduction for
elimination of Medicaid cost shift.

The HIAA estimates are based on the Administration’s
assumption of a 10.5 percent savings from uncompensated
care (for conservatism) but don’t explicitly recognize
any reduction for elimination of Medicaid cost

shifting.

Hewitt’s assumptions for uncompensated care and
Medicaid cost shifting make Hewitt’s premiums 5.5
percent lower than HIAA’s. Hewitt’s assumption for the
cost of the uninsured and Medicaid joining the regional
¢lliances raises premiums about 6 percent. So the two
assumptions almost offset each other when comparing
them to HIAA’s premiums,

(5) A different relative claims cost factor for children
that makes the HIAA single-parent rate less than the
Hewitt single-parent rate while all other HIAA rates
are slightly more than the Hewitt rates.

Hewitt uses a child factor of 50 percent of primary
insured claims while HIAA uses a factor of 39 percent.

Lewin-VEI’s premium estimates:

¢ The Lewin-VHI premium estimates cannot be directly compared
to our estimates, the Administration’s estimates or Hewitt

Associates’ estimates.

The Lewin estimates are for 1998, whereas the other
estimates are for 1994. Lewin’s premiums are for all
standard benefit plans while the Administration and
HIAA estimates are for the high cost~-sharing plan only.
Lewin also makes the unreasonable assumption in
aeveloping its premium estimates that cost controls
will be 100 percent effective.

* Sore reports have indicated that the Lewin study validates
the Administration’s figures. This is simply not the case.
Even if the Administration’s premium estimates are only 17
percent too 10w as the Lewin study suggests, this would
represent about one sixth of the non-Medicare health care
costs in the United States--or about $100 billion. A
discrepancy of that size hardly classifies as a validation.
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Premiums in Regional Health Alliances
Under the Clinton Administration's Proposed Health Security Act

1. Base Claims Cost-- hsgh cost sharing {based on benefits in 9/7/93 draft)

'Estimated Single | Two parent| Single Parent Couple [

Claim Cost $1,927 $5,665 $3,280 $4,162

Carrier A . $1,920 Relative Claims

Carrier B $2,000 Cost Factors:

Carrier C $1,739 ) ‘ 1.00 insured

Carrier D $1,989 1.16 spouse

HIAA (est.) $1,987 0.39 child

Average $1,927 Totai
Policies(mil's) 28.7 15.8 10.4 9.2 - 64.1
Frequency 44.8% }4.6% 16.2% 14.4% 100.0%
Family size - 1.0 4.0 2.8 20 2.2
‘Rating factor 1.00 2.94 1.70 2.16] 1.8

Sources: HIAA member compames Tillinghast Group Rating
Manual, and Price Waterhouss tabulations of March 1992 CPS

2. Adjustment to Average Claims Cost for Change in Distribution of
Policies as a Result of Extending Coverage to Universal Coverage _

[Claimscost ~ $1,927  $5,666 $3,280 94,162 33888
Family size 1.0 4.0 2.8 20 2.2 .
;Current claims cost per capita $1,558|

i 'After Reforms: '

iPolicies 48.3 26.5 11.2 17.2 103.2
Frequency 46.8% 25.7% 10.9% 16.7% 100.0%
Family size 1.0 3.9 28 20 2.2
Rating factor 1.00 2.90 1.70 2.16 1.8
Claims cost $1,927 $5,590 $3,280 $4,162 3387.0

|Claims cost per capita with new distribution $1,575

ngustment for change in distribution of policies 0.989]

Sources: HIAA member companies, Tillinghast Group Rating
Manual, and Price Waterhouse tabulations of March 1992 CPS

3. Adjustment to Claims Cost for Migration (for early retirees,
unemployed, Medicaid, uninsured)

Nonelderly ’ " Percent of Relative
(by Insured Status) Population*! Morbidity**

Employer Sponsored
Employed 57.6% 100%
Early Retiree/Unemployed 10.6% 202%
Other Privately Insured 6.4% 122%
Medicaid 8.8% 100%
Uninsured 16.6% 100%
100.0% 112%

*"Jource: HIAAtabulation based on March 1992 Current
Population Survey and HIAA Source Book.

** Source: HIAA and Mathematica calculations from 1987

National Medical Expenditure Survey
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Premiums in Regional Health Alliances

Under the Clinton Administration’s Proposed Health- Secuﬁty Act

4. Other Adjustments to Claims Cost

ﬁ?ﬁ%ﬁﬁ?ﬁﬁﬁ"ﬁ?&ﬁ?ﬁifﬁﬁ& o

b. Addt'l benefits in HSA

—~10.5% savings from uncompensated care
3% benefits in HSA but not in 9/7/93 draft

B!
L _Total _ -8%

5. Adjusted Claims Cost

lr{ Single| Two parent | Single Parent Couple Compositc |
iClaims Cost $1,027 $5,590 $3,280 $4,162 $3,387
i Change in distribution -1% ’

U Cost of migration 12%

; Reduction in cost shifting -11%

qi Addt'l benefits in HSA 3%

; _ Total Adjustment 4% :
‘fﬂdrdst‘ed Singie | Two parent | Single Parent Couple Composite
'Claims Cost | §1.097|  §5,794] _ $3,399] $4,314] _ $3510

6. Adjustments to Net Premium (Loading)

fa. Surcharges/assessments
IIb. Current Expense Ratio
?c. Change in Expense Ratio

7.0% incl. margins for WG, auto, guar. funds.,

13.2% current retention level

0.2% WEDI, Alliances, fully insured vs ASO

Tota! Loading 2.4% ]
4
7. Average Premium After Reforms
Adjusted Single | Two parent | Single Parent Couple Composite
Claims Cost $1,997 $5,794 $3,399 $4,314 $3,510
Loading Factor 20.4%
Adjusted . -
Premium $2,509 $7,278 $4,270 $5.419 $4,410])
8. HIAA Estimate versus Administration Estimate
Single| Two parent | Single Parent Couple| Composite
HIAA $2,509 $7,278 $4,270 $5,.419 $4,410
| Administration $1,932 $4,360 $3,893 $3,865 $3,090
|% understated -23% ~40% -9% -29% -30%

~ P. Anthony Hammond
- 12/3/93
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PREPARED STATEMENT OF W, DAvID HELMS *

Policy makers face a fundamental choice about how to expand health insurance
coverage tc the uninsured. Given' that the majority of Americans currently get their
health insurance through employers, some believe that universal coverage could be
achieved by encouraging non-insuring firms to purchase it for their employees vol-
untarily—thereby avoiding the need to impose mandates. This testimony reviews re-
sults from several demonstration programs and state initiatives that tested the ef-
fectiveness of various incentives, ircluding direct and indirect premium subsidies,
tax credits, limited benefit (including so-called “barebones”) insurance plans, and
buying cooperatives. The policy implications from this assessment are as follows:

1. Voluntary approaches to making health insurance more affordable and avail-
able will not be sufficient to achieve universal coverage.

2. If the voluntary approach continues to be pursued because there is insufficient
political support for a system of universal coverage, the following steps should be
taken to increase financial access—with the clear understanding that while more of
the uninsured will receive coverage through a combination of these measures, the

goal of universal access will not be achieved: .

e Stabilize the small-group insurance market by prohibiting the medical under-
writing which excludes firms or individuals from coverage, guaranteeing the
availability and renewability of coverage; and eliminating pre-existing condition
exclusions for those who are continuously insured. '

¢ Establish state or regional purchasing cooperatives for small firms and individ-
uals to consolidate their market power and reduce total administrative costs.

¢ Provide direct subsidies or tax credits for low-income individuals and families
on a sliding scale up to 200 percent of the poverty level. .

¢ Ensure that affordable individual insurance coverage is available for those not
working or those not covered by an employex-sponsored plan, including part-
time and seasonal workers.

s Establish a uniform federal income standard for Medicaid to cover all individ-
uals and families below 100 percent of the poverty level.

1. THE ROBERT WOOD JOHNSON FOUNDATION’S HEALTH CARE FOR THE UNINSURED
PROGRAM

With support from the Robert Wood Johnson Foundation, states and non-profit
groups tested a variety of methods to make health insurance both more affordable
and available to uninsured small businesses and individuals under the Heath Care
for the Uninsured Program (HCUP), which began in 1986.! Eleven demonstration
projects became operational under the program: ten developed new insurance prod-
ucts or subsidized existing products, and one developed a health insurance informa- |
tion and referral service. . :

Market surveys conducted by the projects revealed that the cost of insurance is
the major obstacle for small firms. Many small businesses have thin profit margins
and the uncertainty of both future income and expenses leads many new or mar-
ginal business owners to avoid the fixed cost of monthly insurance premiums. Also,
many low-wage employees hired by these firms would not be able to contribute very
much to the cost of insurance premiums if coverage were available. The results of
these market surveys displayed in Table 1 have been confirmed in many subsequent
studies of why small employers do not offer insurance.

Strategies }(l)r making health insurance affordable: The projects’ market research
found that cost was the most significant barrier preventing small employers from
obtaining health insurance. There are two basic ways to lower the cost of insurance:
either offer less coverage or provide subsidies. Projects that were unable to offer
subsidies instead limited the scope of services covered in their plans, increased cost
sharing, used limited provider networks, or secured substantial discounts from hos-
pitals. Projects able to fund direct and indirect subsidies generally provided moxe
comprehensive benefits with only modest cost sharing. The strategies used to make
. the premiums more affordable are described below:

* Limited benefits. Two approach@s were used to limit benefits: (1) eliminate
ceriain services from the benefit package, such as mental health care, alcohol
and substance abuse treatment, dental and vision care, durable medical equip-

* The Alpha Center is a nonprofit, nonpartisan health policy organization providing technical
assistance and analysis to governments, foundations and private organizations. The views ex-
preesed in this statement are solely those of the author and should not be attributed to the

Alpha Center, its trustees or its sponsors.
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ment and (2) limit the volume of covered services per year, such as the number
of days for Inpatient services or visita for outpatient services.

* Major cost sharing. Another benefit design strategy for roducing premiums
was to require patients to pay for a higher portion of the health care services
they received, in the form of either deductibles and coinsurance charges or °
copayments.?

¢ Limited provider networks. All of the projects that developed new insurance
plans used health maintenance organizations (HMOs) or preferred provider or-
ganizations (PPOs) to manage care. Several projects further restricted enrollees’
reedom of choice by channeling them to a aelect group of less costly providers,
including community-based clinics and/or public hospitals.

¢ Direct premium subsidies. Direct subgidies were used to reduce the cost of
individual and family premiums for eligible small firms which had not pre-
viously offered insurance to their employees. Maine, Michigan, Washington and
Wigconsin provided premium subsidies for those up to 200 percent of poverty
on a sliding fee scale. Florida also used state funds to “buy-down” the cost of
dependent coverage.

e Indirect subsidies, Several states used indirect subsidies to reduce the cost
of premiums charged to small groups. These states performed or subsidized ad-
ministrative, ma.rﬁcting. and pooling functions; paid for or facilitated the pur-
chase of reinsurance; or provided stop-loss protection. Florida estimates that as
a result of both the state performing these administrative functions and their
ability now to negotiate as a large employer, the cost of their comprehensive
HMO benefit package is about $100 less per family per month than comparable
ylang now available to small firms.

¢ Provider discounts. Some projects negotiated discounts from providers, espe-
ciclly hospitals. In return, the project channeled patients to participating hos-
pitals which received the reduced payment for treating patients who might oth-
erwige be uninsured and unable to pay. While provider discounts did help to
lower premiums, projects found it dil{)'lcult to replicate such commitments when
trying to expand into other communities. k .

Different projects used different combinations of these approaches, as shown in
Table 2:

Strategies for Making Health Insurance More Available: These demonstrations
were himited in their ability to address insurers' underwriting and exclusionary
prictices, which require systemwide reform of the small-group health insurance
market. The projects did, however, test new mechanisms for creating larger and
more stable insurance pools and for marketing to uninsured small firms.

¢ Limited medical underwriting and industry exclusions. Some projects
sought to limit the exclusionary practices used by many insurers to reduce the
perceived risks of the small-group market. For example, the Arizona project cre- |
ated a new insurance product with no medical underwriting but did impose a
waiting period for pre-existing conditions. The Florida project permits women
to obtain pregnancy-related coverage through their sixth month of pregnancy.
The projects did not exclude many of the types of small businesses that are typi-
cally red-lined (e.g. bars and taverns, mining, hair salons) and some included
busginesses in their first year of operation.

¢ Larger, more stable insurance pools. Creating larger and more stable insur-
ance pools was used to spread risk more broadly and thereby lower the cost of
insurance available to small firms. To do this, the projects funded some admin-
istrative functions such as enrollment and reinsurance costs until the number
of enrollees was large enough that these costs were expected to approach those
of large groups.

* Innovative, aggressive marketing and advertising. In generai, the projects
found that unminsured small employers were a very “tough sell.” Uninsured
small employers are hard to reach. Without full-time benefits managers on their
ataff, they require more education, information, follow-up, and support—-——esfpe'
cially during the application process. The most successfur projects used profes-
gional advertising firms to develop marketing materials and campaigns and

" used public relations efforts to generate additional media coverage.

Results: Premiums. All of the projects offered premiums significantly below na-
tional averages for HMO benefit plans. For the plans targeted to uninsured small
businesses, premiums ranged from 9 to 60 percent below market rates; most ranged
from 25 to 50 percent below market rates. Premium data on the Washington Basic
Health Plan show that subsidizing a comprehensive health plan for individuals
below 200 percent of the poverty level can be very expensive. As the Basic Health
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Plan is not offered through employers, there are no employer contributions to the
premium which necessitates a substantial state subsidy to reach the lowest-income
persons.

Results: Enrollment. In total, the projects enrolled over 54,000 persons, includi%
about 30,800 employees and dependents through 6,700 small businesses and 23,5
individuals through the Washington Basic Health Plan. With a target market of
firms with less than 25 employees, the projects were most attractive to very small
employer groups: the average enrolled firm size is 2.7 employees, and the average
enrolled group (including dependents) is 4.6 persons. Note that all but one of these
projects limited their enrollment to previously uninsured firms—the hardest part of
the market to reach. The enrollment in plans offering very limited benefit products
was small. Through surveys and focus groups, the projects found that small employ-
ers generally want benefit packages similar to those of large employers. If they were
going to purchase health insurance for their employees, they wanted comprehensive
coverage, not just catastrophic. (See Table 3 on page 6 for enrollment data.)

Results: Market Penetration. With the modest enrollment reported above, the
prqf"ects achieved only very small market penetration as shown in Chart 1 on page
6. The largest market share was achievedpin Tampa, where approximately 17 per-
cent of uninsured firms with 2 to 25 employees enrolled in the Florida Health Ac-
cess Corporation. (FHAC is a state-supported health insurance buying cooperative
that negotiates with insurers on behn{f of small businesses.) The other three sites
achieved much lower market shares, ranging from 2 to 5 percent.® These projects
were able to reach a small niche in the ‘previously uninsured market—firms that
were, on average, smaller and younger with relatively low revenue, but anticipated
growth and the need to attract employees who expect {ealth insurance henefits.
fﬁsults: Utilization. The early experience of these projects indicated that insurers’
ear of adverse selection for the small-group market may not be justified. Partici-
pants’ initial use of health services has %een lower than anticipated and lower than
national averages for three common measures of use of inpatient services: dis-
charges per thousand members, inpatient days per thousand members, and average
length-of-stay. However, enrcllment in the demonstration projects is still relatively
low, and further analysis adjusting these data for health status, demographic char-
acteristics, and other factors is needed to compare them more accurately with the
utilization experience of enrollees in other plans. The Robert Wood Johnson Founda-
tion is currently supporting reSearch to compare utilization in several of these dem-
onstration projects to that in other pools of small businesses.

1I. OTHER VOLUNTARY EFFORTS TO EXPAND HEALTH INSURANCE COVERAGE

A. California

In October 1992, the California Assemhl;{ enacted legislation to create a voluntary
“health insurance purchasing cooperative,” cull the Health Insurance Plan of Cali-
fornia (HIPC), for amall businesses with § to 50 employees working at least 30
hours per week. The program began envollment in Ju{y 1993, offering 3 PPO and
16 HMO plans that provide a set of benefits comparable to the state employees’
health plan, with varying levels of cost sharing. The lowest priced HMO plan is esti-
mated to cost about 15 percent less than comparable plans outside the HIPC. En-
rolled groups pay monthly premiums to the HIPC's contracted third-party adminis-
trator, which in turn pays the health plans and remits an administrative fee to the
HIPC. This administrative fee is about 3 percent of premiums. The program receives
no subsidy from the state. It provides coverage to both uninsured and previously in-
sured firms,

As of January 1994, California’s HIPC had enrolled 1,909 firms covering 32,587
lives. Project, staff believe that the early high market response demonstrates the
value of public support for this program by the Governor and other state leaders
as well as recent national promotion of the “HIPC” concept.

In comparing the California program to earlier efforts to expand employer-spon-
sored health insurance coverage, it is important to note that the HIPC accepts firms
that have already been providing insurance benefits to their employees, while most
of the earlier programs restricted enroliment to uninsured firms. Seventy-eight per-
cent of firms enrolling in the HIPC had previously offered health insurance to their
employees—only 22 percent had been uninsured. By contrast, nearly all of the dem-
onstrations supported under the RWJF Health Care for the Uninsured Program re-
quired small firms to have been uninsured for three or more months prior to enroll-
ment, 80 as to avoid “competing” with other insurers for this underserved and hard-
to-reach segment of the market. The California results also indicate that a signifi-
cant number of small employers may find that buying coverage through the HIPC
represents a better value than other health insurance arrangements.
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B. Oregon

In 1989, the Oregon Legislature created the Small Employer Insurance Pool to
provide an affordable, limited-benefit insurance product to uninsured small firms.
At present the plan costs $56 dollars per person per month. In order to keep this
low price, the state has allowed insurers to trim back benefits even further and in-
crease cost-sharing provisions. The state also offers a tax credit for employers that
buy these products, with the amount of the credit diminishing each _year over a five-

year phase-out period. Currently, about 18,000 persons are enrolled, far short of the
state's goal of 150,000. L

C. New York 7

In 1989, New York State established two pilot projects to test the feasibility of
offering subsidized health insurance plans to non-insuring employers with twenty
or fewer workers. Under these demonstrations, the state and the employer each pay
one half of the premiums. The benefit packages include coverage for inpatient hos-
pitalization including related diagnostic and therapeutic services, 60 visits per year
for substance abuse, home care services, and authorized emergency services. One
pilot in the Albany region is administered by the Community Health Plan (CHP),
and a second program in Brooklyn is cosponsored by the Health Insurance Plan
(HIP) of Greater New York and the Brooklyn Economic Development Corporation,

Program evaluators concluded that despite offering a 50 percent subsidy to em-
ployers, the enrollment response was quite low.4 Their study determined that the
subsidized health insurance products increased the number of small firms offering
insurance by only 3.5 percent. Even if all eligible firms had been aware of the pro-
gram, their calculations suggest that enrollment would have been no higher than
16.5 percent of the target market. Although the analysis covered only the first year
of the demonstration program, the total number of firms purchasing insurance
through the second year suggests that the effectiveness of the program did not in-
crease over time. Even with more liberal plan provisions and subsidies to bring pre-
miums 50 percent to 75 percent below market rates, the results indicate that such
a voluntary program induces few small employers to begin offering health insurance

benefits to their workers.

D. State Bare-Born Insurance Products

Thirty-six states have enacted laws that waive some or all mandated benefits for
health insurance plans and allow insurers to create basic or “barebones” insurance
plans for small employers. The objective is to allow insurers to drop certain benefits
for small-group products, thus enabling them to lower prices for this underserved
market segment. The most commonly waived mandated benefits are services for al-
cohol and substance abuse, insurance continuation or conversion, and providers such
as chiropractors. This strategy has been particularly attractive to state legislators
because it requires neither additional pubhc expenditures nor major government
intervention in private insurance markets.

There are numerous variations in the “barebones” programs across the states. For
example, some states have specified the minimum benefits which insurers must
offer. Several used increased cost-sharing (i.e., deductibles, coinsurance, and
copayments) as an additional strategy for lowering premiums. A few states enacted
“tax incentives together with waived mandates to encourage small employers to pur-
chase these special plans.

“Barebones” policies have realized only limited success in extending insurance
protection to the uninsured. According to the Blue Cross & Blue Shield Association,
“the results are decidedly mixed: well-designed, strongly promoted policies attract
significant numbers of consumers over time, while the others do not.”® As of Decem-
ber 1992, the great majority of “no frills” policies had been sold in three states:
Pennsylvania (31,784), Oregon (14,278) and Washington (4,968). Not surprisingly,
these are also the states where Blue Cross and Blue Shield Plans have had a strong
commitment to basic benefit policies for the longest period of time.

While a large number of small business owners and individuals have expressed
interest in the barebones plans, only a few had actually purchased the plans as of
March 1993, as reported by the Families USA Toundation.® In Oklahoma, where
there were almost 40,000 inquiries, only 119 groups purchased the insurance. Like-
wise, in Maryland, where there were almost 9,000 inquiries about the plans, only
357 groups and individuals applied. The large number of inquiries is evidence that
many people are interested in obtaining insurance, but the small number of enroll-
ees may indicate that these individuals are interested only in obtaining comprehen-

sive coverage.
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I, CONCLUSION

The critical question raised by these voluntary efforts to entice small employers

to purchase health insurance for their employees is: why don’t they work? Some em-
ployers reported that they feared the state governments would retract the subsidies.
As evidenced by what subsequently happened in Maine, Michigan, and Wisconsin,
they were right. Although tiie projects did not test whether subsidies greater than
50 percent would achieve a better response, these would be costly for government
anclll, based on the experience outlined in this testimony, probably disappointing as
well.
It could be argued that, had the RWJF Health Care for Uninsured projects oper-
ated in a more reformed environment with insurance market reforms and rurchas-
ing ccoperatives at least for small firms, enroliment might have been higher. But
the fact that uninsured workers in smatl firms are primarily low-wage workers
means that they require heavy subsidizes. As a result, there is little evidence that
voluntary efforts alone can resolve the uninsured problem.

Given these and other results cited in this testimony, it is easy to understand why
states have moved on to initiate more comprehensive health care reforms. While
there are unique circumstances in each, together the states face continued esca-
lation in health care costs, an increasing number of uninsured as private insurance
covers fewer workers and their families, and a recognition that the incremental
steps reported here together with Medicaid expansion were not going to achieve the
goal of universal access. » .

So, given how difficult it will be to achieve universal coverage, I would like to con-
clude with a comment on why it is so important. Personally, 1 would hope that our
country can at last make this commitment to all of its citizens because 1t is simply
the right thing to do. But it is important also for the practical reason that effective
cost contrcl—through managed competition, explicit expenditure limits, or a version
of both—requires a system of universal coverage without free riders.
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Table 1 )
Relative Importance of Reasons Small Employers
Give for Not Offering Health Insurance

Cost: Rank
Too Expensive 1
Firm Not Sufficiently Profitable 4

Workforce Considerations::
Many Employees Insured Elsewhere 2
Employees Can Be Hired Without Providing Insurance 3
Employees Don’t Want It 5
High Employee Turnover 8

Insurance Market: _
Cannot Find An Acceptable Plan 6
Company Turned Down: Too Small ‘ 7
Lack of Information/Difficulty Judging Plans 9
Employees Cannot Qualify: Pre-existing Conditions 10

- Company Turned Down: Type of Business 11

Source: Alpha Center. Reprinted from W.D. Helms, et al., "Mending the Flaws in the Small Group
Market,” Health Affairs, (Summer 1992) 8-27.



Strategies for Making Health Insurance More Affordable

Table 2

Insurance Plan Innovations Subsidy
Very Indirect: Link ©
Limited Major exclusive pooling, | Discounts high
benefits cost - provider Direct admin., from risk
Project cptions sharing network premium reinsur. providers pool
l Alabama - - =
l = Anzonz L] ] -
Colorado - - -
* Florida - - -
* Maine - - -~ -
* Michigan - -
Tennessee Ll ]
| Utah - - - -
l * Washington -
I *  Wisconsin - -

Source: Alpha Center. Reprinted from W.D. Helms, et ai., "Mending the Flavs in the

* Project sponsored by state government.

Health Affairs, (Summer 1992) 8-27.

Smaill Group Market,”

921
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Table 3
Enroiiment and Firm Size, June 1993
Project* Mounths Lives ' Firms Average Average
Enrolling Enrolled Enrolled Firm Size -Group Size
Arizona 68 1,704 2,316 n/a 33
Mazine ; 858 326 2.4 4.0
Washington 53 23,541 n/a na na
Tennessee 50 730 189 2.0 39
Florida 43 12,410 2,859 2.3 43
Colorado*® 45 7,0M T20 45 9.9
Utah 4“ 1,823 311 2.5 6.0
Alabama k1] 193 30 38 6.4
Totals 54,330 6,751 Avg 2.7 Avg 4.6

*Does not include projects in Michigan and Wisconsin, which ended in March and June

1991, respectively.
**Data for SCOPE program {n Colorado as of 12/31/93

Chart 1
Market Penetration of HCUP-Sponsored
Plans for Firms and Employees, 1991
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PREPARED STATEMENT OF MARY NELL LEHNHARD

Mr. Chairman, and members of the committee, I am Mary Nell Lehnhard, Senior
Vice President, of the Blue Cross and Blue Shield Agsociation, the coordinating or-
ganization for the 69 independent Blue Cross and Blue Shield Plans, Collectively,
the Plans provide health benefits protection for about 68 million people. I appreciate
the opportunity to testify before you on the need to move forward with insurance
reform. We believe reform is needed. It is needed now.

Insurance reform holds the foundation to solving the twin dilemma that is at the
heart of the national debate over health care reform: controlling costs without di-
minishing quality and achieving universal coverage. Although insurance reform is
not the entire solution to either of these problems, it is a necessary part of the solu-
tion to both. We must also move ahead with other needed reforms that will provide
more secure healih care coverage for all Americans.

BLUE CROSS AND BLUE SHIELD SUPPORTS INSURANCE REF()RI:G

Insurance reform is the foundation for comprehensive federal health care reform.
It will require health insurers and health care providers to manage the trans-
formation of an industry that accounts for one out of every seven dollars of
consumer spending, and more than eight million jobs. Make no mistake, however,
this transformation is already underway. Private insurers, employers, health care
providers, and consumers are ahead of government in changing the way we do busi-
ness to address the needs of a changing market. States are moving ahead with re-
form efforts of their own. It is time for the federal government to join the eftort to
build a health care system for the twenty-first century.

Blue cross and Blue Shield Plans, along with many other insurers and health
plans, are already moving on the development of new products to better manage
costs and offer better value to subscribers. We are developing new partnerships with
providers that for the first time create strong incentives to control costs and improve
quality. We are developing and adopting new standards for administrative sim-

lification and electronic data interchange that will lay the groundwork for the “in-
ormation super-highway"” of the future. %Ne are developing and applying new meth-
ods of using data to manage costs and quality. Federar health care reform can sup-
ort these efforts by establishing a high, uniform standard of accountability for all
ealth plans. Delaying federal reform could needlessly dampen the pace of change
in the private sector. Strong federal action will maintain the pace of reform.

We believe that the best, most effective strategy to contain costs while still meet-
ing the needs of patients and consumers is the enactment of reforms that will per-
mit true price competition—for the first time—in the financing and delivery of
health care in this country. Price corrnstition—not price controls—will result in

lower costs and better quality.
FEDERAL STANDARDS TO REFORM THE INSURANCE MARKET

We believe strict federal standards for the market conduct of insurers is the first
and most important step toward reshaping the health care market—and assuring
fairness to consumers. New standards for health insurers both would guarantee the
availability of insurance for all and bring about real price competition for the first
time in the financing and delivery of health care. These standards must be the samo
in all states. Federa?standards defining an accountable health plan should:

1. Require Accountable Health Plans to accept everyone regardless of their health
status or employment;

2. Prohibit Accountable Health Plans from dropping people or groups when some-
one gets sick, and require insurers to offer continued coverage when a person loses
his or her job;

3. Strictly limit the length and use of waiting periods for pre-existing conditions
and prohibit-them entirely for people who have been continuously covered;

4. Require Accountable Health Plans to offer a limited number of standardized
benefit designs that will allow consumers to easily compare products without having
to worry about the “fine print”;

5. Require Accountable Health Plans to set premiums fairly and not penalize peo-
ple who are sick or older;

6. Require Accountable Health Plans to comply with requirements for administra-
tive simplification, including increased reliance on electronic data interchange and
use of uniform claim forms; and,

7. Require Accountable Health Plans to provide consumers with standardized data
on a health plan’s guality of care and subscriber satisfaction rating to enable con-
sumers to select a health plan based on quality and service, in addition to price.
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These strict standards should be established by federal reform and enforced by
the states. They must apply not only to insurers and health maintenance organiza-
tions, but also to self-funded plans. Self-funded plans must play by the same rules
and be held to the same standards as accountable health plans. These federal stand-
ards would require all health plans to compete fairly. State enforcement is needed
to accommodate the widely varying needs of very diverse communities.

I cannot emphasize strongly enough the significant impact that insurance reform
will have on carrier practices and costs. The types of insurance reforms that I will
discuss move the market toward competition based on price, quality and service,
and away from competition based on risk selection. Risk selection undermines true
price competition in health care. Under today’s rules, it is easier for many insurers
and HMOs to hold down costs by screening out high risk subscribers than by man-
aging overall health care costs. Many insurers, if they have the choice, will invest
in efforts to avoid high risk subscribers rather than invest in efforts to manage cost.
Insurance reform wﬁl put an end to these practices, and will require health plaug
to compete on the basis of their ability to manage costs and improve quality.

By itself, however, insurance reform cannot achieve universal coverage. And with-
out universal coverage, the full benefits of insurance reform will not be realized. We
believe that some combination of individua! and employer responsibility would be
necessary to achieve universal coverage.

Similarly, insurance reform sets the stage for true price competition, but changes
in the tax treatment of employer contributions for health benefits are needed to
strengthen the incentives for employers, employees and individuals to weigh price
more carefully when selecting a health plan. As price becomes more important to
employer and employee consumers, health plans will make greater efforts to find

more effective ways of managing costs,
MAKING THE TRANSITION TO ACCOUNTABLE HEALTH PLANS

Insurance reform will require fundamental changes. It will not occur overnight,
It will require health plans and others to develop new ways of doing business. It
is critical that the transition period move steadi‘)y and swiftly, but in an orderly
way, to a restructured health care delivery system.

The changes that reform will bring about will challenge health plans and consum-
ers. A transition period is needed to allow both to meet the challenge:

1. Health plans will have to modify their benefit design to comply with the re-
quirement for a standard benefit product and to adjust their premium to reflect the
new benefit level. To implement these changes health plans will need to educate
consu:ners, develop a new rate structure, and obtain any necessary regulatory ap-
provals,

2. Health plans will need time to phase in community rating for those segments
of the market that are covered under a community rating requirement. We atronﬁly
recommend that a community rate requirement, with narrow bands for demographic
adjustments, should be applied to groups up to size 100. Until universal coverage
is achieved, there should be a separate rate pool for the individual market that is
subject to the same rules. Many health care reform bills call for formation of health
purchasing cooperatives or alliances to pool purchasing power. It is not the alliance
that pools purchasing power, it is the requirement that all health plans must use
community rating to develop their premiums.

As the use of experience rating is phased out, some groups will receive premium
rate increases and others will receive decreases. Health plans need a reasonable
amount of time to “spread” the changes in premiums so that groups and individuals
can absorb the shock of premium rate increases.

3. Because health plans will be competing directly on the basis of their ability to
manage costs, and not on the basis of benefit design or risk selection, they will need
to develop and implement new strategies to manage costs. These strategies will in-
clude products that rely on tighter networks of providers, new risk-sharing arrange-
ments with providers, and new techniques to manage utilization. To implement
these changes, health plans will need to renegotiate contracts with providers and
educate current subscribers.

4. A health plan will have to anticipate how consumer behavior will change as
a result of changes in both the products it offers and the number and types of prod-
ucts offered by competitors. It will be particularly difficult to predict consumer be-
havior if reform expands the ability of individuals to select their own health plan.
Moreover, health plans will have to anticipate how consumers will behave in a mar-
ket with strict new rules that change options that are available (e.g., standardized
benefits, guaranteed issue, community rating requirements, and requirements to
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offer coverage in all market segments), and that includes both new competitors and
established competitors who are bringing their own new products to the market.

5. The state will need time to develop and test a potential risk adjustment mecha-
nism, Prior to using a risk adjuster, tﬁe atate will need to gain experience and de-
termine the impact on premiums. And health plans will need to evaluate the impact
that risk adjustment will have on their premiums.

We believe the transition should be designed to avoid unnecessary uncertainty, to
allow health plans and providers to concentrate on the redesign of their health care
delivery and financing arrangements, to ims)lement the new standardized benefit
packages and to prevent gaming by health plans that wish to secure a competitive
advantage in the market through risk selection. Health plans need the transition

period for the following activities:

¢ Development of organized delivery systems. A significant period of time will be
needed for health plans to develop organized delivery systems in order to be
competitive or reorganize their existing delivery systems.

s Development of standardized benefit packages. A significant period of time will
be needed to modify all existing benefit packages, educate consumers and pro-
v.idlers. re-rate the products and redesign all marketing and explanatory mate-
rials,

¢ Move to community rating. Health plans should be allowed a reasonable period
of time to phase-in community rating with narrow demographic bands in the
small group and individual markets. During the transition period to universal
coverage, health plans should be allowed to set separate community rates for

individuals and small groups.

While a transition period is necessary to implement some provisions of reform, we
b_elciieve certain other provisions should have a relatively short implementation pe-
riod:

* Guaranteed issue. Within a relative short time after enactment, health plans
should be required to offer their small group coverage on a guaranteed issue
basis, that is, without regard to health status or claims experience. Within a
somewhat longer period, all health plans should be required to offer their indi-
vidual coverage on a guaranteed issue basis. It is important to recognize that
guaranteed issue requires the enactment of reform that will result in universal
coverage. In the absence of such requirements, over time, risk selection will be
more difficult to control.

* Guaranteed renewal. Immediately Upon enactment, all health plans should be
prohibited from canceling coverage for reasons related to a individual’'s or
iroup’s health status or claims experience. ,

¢ Limits on preexisting condition waiting periods. Immediately upon enactment,
all health plans should be limited in their ability to impose pre-existing condi-
tion waiting pericds on new subscribers. These waiting periods should be lim-
ited to 6 months for conditions existing in the previous 6 months.

¢ Information. Immediately upon enactment, alrhealth plans should be required
to report information needed by the states to monitor costs, implement com-

rehensive reform, and develop a risk adjuster.

¢ Benefit packagz. Immediately upon enactment, all health plans should be re-
quired to maintain their current level of benefits. Health plans should have an
adequate period to develop the capability to offer the standardized benefit pack-
ages. )

We are excited by the prospect of federal reform that will finally put an end to
competition based on risk selection and make it possible for health Ylans to compete
fairly on the basis of their ability to manage costs’and improve quality. We strongly
support such reform. The time to act is now.

PREPARED STATEMENT OF WILLIAM P. LINK

Mr. Chairman and members of the Committee, thank you for the opportunity to
testify today on the isasue of health care reform and the role that insurance market
reforms can play in achieving meaningful change to the gystem.

My name is William P. Link; I am Chairman and Chief Executive Officer for
Group Operations of The Prudential Insurance Company of America. I am here
today on behalf of the Alliance for Managed Competition (“+\MC”"), a coalition of five
managed care companies: workingftowards comprehensive Realth care reform. The
AMC members, Aetna, CIGNA, Metropolitan, The Prudentia!, and The Travelers,
collectively provide heaith coverage to over 60 million American~,
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First and foremost, [ want to tell you that The Prudential and the AMC believe
our health care system must be changed; this was the purpose for the AMC’s forma-
tion. Since its inception, the AMC has supported comprehensive health care reform
legislation that would:

¢ Eliminate preexisting condition limitations, “cream skimming” and “cherry-pick-
ing” underwriting practices;

Make coverage portable;

Prohibit cancellation of coverage due to illness;

Maintain a choice of providers;

Reduce unnecessary paperwork and hassle in the system;

Establish a standard benefit package;

Expand preventive care;

Reform the medical malpractice system;

Establish purchasing pools for small business to increase access at reduced cost

for all Americans; and
Emphasize network-based delivery systems and use of health care quality and

outcomes measures.

As you know, there is no easy way to meet all the goals for reform of our health
care system. But we must change the way we provide health care——away from risk
selection to risk management, and we represent that change. A revolution is already
underway in the marketplace among employers, indiviguals, providers, and our
business. This is the movement towards managed care. We already see that in 1992
51% of all employees with employer-provided coverage are in network-based delivery
systems, uﬁ from 28% in 1988-—almost double in four years. Enrollment in HMOs
has more than quadrupled in the last 12 years—now totaling nearly 45 million indi-
viduals, Overall, enroﬁment in managed care has increased to 90 million—eight
times the level of just 10 years ago. This shift in the market is starting to have an
impact on health care inflation. The Bureau of Labor Statistics data shows the rate
of health care inflation steadily declining from nearly 10% in 1990 to just over 5%
in 1993. From our personal experience, the results are more dramatic in some areas
of the country, where plans are actually seeing real decreases in their premiums.

Health care reform can, and should, expedite these positive changes that are oc-
curring every day across this country. The migration to managed care is having a
demonstrable and positive impact on health care costs and hea?th care quality, and
our surveys show consumers like what they get. Market forces are driving health
plans to compete on the basis of providing high quality, cost effective care that
meets high consumer satisfaction standards. A number of the reform proposals be-
fore the Congress recognize this, and we encourage and support reform that will en-
hance the benefits of market competition.

Concerning the subject of today’s hearing, an integral part of any legislation must
be insurance market reforms. All of the major health system reform proposals in-
clude changes that were first introduced by Senators Lloyd Bentsen, then Chairman
of this committee, and Dave Durenberger in 1991 to address major insurance mar-
ket distortions. This legislation was passed twice by the Senate in 1992,

The essential goal of insurance market reform must be to link the delivery and
financing of health care and to establish a market where health plans:

¢ compete on the basis of managing care, not avoiding bad risks;
* compete on the basis of efficiency and cort-effectiveness; and
+ compete on the basis of spreading risk, containing cost, and improving quality.

The major distortions in today’s market occur with small groups and individuals.
The large group market, by contrast, has made significant progress, succeeding both
to control costs and to maintain high quality care. The focus of market reforms
should be the small group market, with the goal of providing that segment of the
market with the same tools available today to large groups. An integral part of the
effort must include creating a more efficient means of organizing, marketing, and
distributing insurance for small groups through health plan cooperatives.

“Health security” for all individuals in small or large groups can be achieved
through insurance market reforms that make health coverage portable and secure.
The AMC supports key niarket reforms that include:

¢ Community Rating. All health plans must spread the cost of care across their

entire population. Good public policy should permit adjustments for certain de-

mographics,
¢ Standard Benefits. Health plans must compete on the basis of cost and quality,

and not benefit selection.

® ¢ o & 0 00 0
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o Antidiscrimination. No health plan should deny coverage to an individual on
the basis of health status or medical history.

e Preexisting Conditions. Once individuals are in the system, whether they
change jobs, become unemployed, or experience any other change in cir-
cumstances, they should not have to satisfy a preexisting condition exclusion,
The use of a limited preexisting condition exclusion can serve as a powerful in-
centive for individuals to become members of a health plan rather than wait
until they become ill. We need to be conscious of individuals who choose not to
enter the system until they need medical care and “free ride” on the system,
raising costs for others who have acted more responsibly.

e (fuaranteed Renewability. A health plan must not be permitted to terminate
coverage at renewal for any reason except for nonpayment of premiums, mis-
representation, or fraud, or if the health plan leaves the market.

s Guaranteed Availability. A health plan must accept all eligible individuals who
wish to enroll in the plan subject, however, to reasonable limits due to financial
or provider capacity.

As [ outlined initially, there are a host of other changes we support. Changing
the insurance market incentives however, must focus not only on the supply-side—
the provider and delivery system-—but also on the demand-side of the market. We
support changes in the tax treatment of employer-provided health benefits for em-
L)loyees that will make consumers more conscious of the cost and relative value of

ealth care, and will make consumers price sensitive to health plan premiums.

I want to comment briefly on one other issue relating to insurance reforms. The
changes we have recommended will only work if health plans are financially
healthy. The solvency and capital standards developed by the States are a necessary
means to assure financial stability and to protect consumers.

Finally, we have concerns that some of the proposals currently under consider-
ation ‘wi{l impede true reform that is already occurring in the market place.

Our first concern ig with premium and budget caps. We understand that the goal
of both is to ensure that costs are reduced. But these provisions are fundamentally
inconsistent with achieving long term, real savings in our medical system. Virtually
all health economists agree that one key to reaF savings is to reduce unnecessary
medical treatments and provide only the services that are proven to work, as docu-
mented by outcomes data. Another key is to educate and encourage individuals to
be informed purchasers of care. Premiums caps will not do this.

Managed care, however, does. But managed care has not achieved universal mar-
ket penetration, and any artificial price restrictions will significantly impede its de-
velopment and destroy the gains that have been realized. Significant investment is
required to build the managed care infrastructure needed for effective health care
. reform. We estimate that $93 billion will be needed across the U.S. by managed care

companies to build new primary care facilities, to expand provider networks, to pro-
vide new medical and information technology, to continuously improve quality man-
gag«lzment and member services, and to maintain required reserves and working cap-
ital.
The capital required to build this infrastructure will not he available if premium
caps are imposed. Today’s investors will not continue to put capital in an industry
that carries the risk of artificial and politically set price restraints. There was dra- -
matic evidence of this in 1993. Nine managed care companies lost over $7 billion
in market capitalization over a two-week period (February 4, 1993 to February 22,
1993)—just in response to reports that price controls were to be imposed.

Managed care already is beginning to control costs, and is becoming even more
effective in this role. As we stated at the outset, legislation should enhance this ca-
pability, not cut it off. '

Our second concern is with unnecessarily large and overly regulatory Regional
Health Alliances. We support pooling individuals and small employers to take ad-
vantage of economies of scale in administering plans. However, some proposals call
for alliances so big (employers with 5,000 employees), and with so much.regulatory
power, thet the alliances would undermine the very competition that is so essential
to health care reform, .

- If every employer up to 5,000 employees is forced to join an alliance, health care

for.the vast majority of the American population would be controlled i)y such alli-
ances. We are talking about 98% of employers and 70% of employees. Small em-
ployer alliances could enhance market efficiency, but large employer alliances would
dominate markets, stifling competition and innovation. We would no longer have the
benefit of the current efforts of large employers to improve health care quality and
cost-effectiveness since employers’ costs would no longer be tied to their own experi-
ence, but to that of the entire alliance. Also, employees of medium and large employ-
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ers would be forced to change the health coverage they enjoy today, negating suc-
cessful past efforts to improve quality and cost-effectiveness.

Some recommended alliance structures go way beyond addressing real problems
in the system. They seek to “fix” what is not broken—coverage in the medium to
large size employer market—and this is precisely what the President has said we
should not do. Employees in this market are well served by these plans. Instead,
we need to focus on what is broken and remedy it. Let's design health alliances for
the small employer. And let’s focus on how to encourage and support continuing em-
ployer innovation in employee satisfaction, cost and quality management.

Third, we are concerned with proposals that would politicize and bureaucratize
the health care systern. Health reform represents a complex restructuring of one-
seventh of the U.S. economy. Some proposals will cost jobs; result in rationing with-
out agreed upon standards; and disrupt the health care of many Americans.

In conclusion, I want to thank you for this opportunity to present this testimony.
We support comprehensive and meaningful reform. We believe that insurance mar-
ket reforms are a key element in accomplishing this goal. They will help to move
the market away from one based on risk selection to a market where we compete
on our ability to manage risk. Health care reform is essential and The Prudential
and the Alliance for Managed Competition are committed to its achievement. We
look forward to the day when all Americans will have access to the protection they
need from unforeseen health costs, and all Americans can make an informed choice

about their coverage based on quality, access and cost.

[Submitted by Senator Moynihan]

MUTUAL OF OMAHA,
Omaha, NE, February 17, 1994.

Hon. DANIEL MOYNIHAN,
U.S. Senate,
Washington, DC.

. Dear Senator Moynihan: I understand that during testimony recently before the
Finance Committee, Salvatore Curiale, Superintendent of the New York Insurance
Department, reported there has not been a mass exodus of insurers or policy hclders
from the insurance marketplace as a result of New York State's recently enacted
health insurance reform. Mutual of Omaha would like to correct the record.

In April of 1993, the state of New York instituted legislation requiring both indi-
vidual and small group insurers to (a) provide health insurance coverage to anyone
who wanted it, regardless of health status, and (b) charge all persons the exact
same premium for this coverage. According to the National Underwriter (February
22 and April 12, 1993 editions), ten of twenty-four small group insurance carriers
left the New York market because of the law. The withdrawal displaced 49,576
smadll business policyholders (Best’s Insurance Management Reports March 15,
1993).

As a result of this new law, premiums increased for about 59% of persons insured
with Mutual of Omaha individual health policies. Even the New York Department
of Insurance reported that, as a result of pure community rating, rates for a single
male, age 30, increased by 170 percent.

From April to November 1993, the number of Mutual of Omaha individual policies
in New' York dropped by over 30%. We contacted over 450 persons who dropped
their Mutual of Omaha policies. They told us they couldn’t afford it anymore, so
most of those people went uninsured. Unfortunately, over half of the persons who
dropped their coverage were under age 35, which does not bode well for the rest
of the people left in the insurance pool. If only the older and sick persons stay, pre-
mium costs will increase. ‘

We are not suggesting that we forget about health care reform, only that insur-
ance reforms must occur in the same direction and degree as universal coverage.
Mutual of Omaha supports comprehensive health care reform including insurance
market reforms, voluntary alliances and guaranteed access accomplished through
universal coverage. However, we believe our real life New York experience shows,
without a question, what happens to consumers when insurance reforms are imple-
mented in a community rating setting without either an individual or employer
mandate. We would strongly caution against adopting such an approach at the fed-
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eral level without considering the impact on your constituents. Please call me or Biil
. Mattox a.(202)393-6200 if we can be of agsistance to you. ,

Sincerely,
JOHN W. WEEKLY

NEW YORK LIFE INSURANCE COMPANY,
Washington, DC, March 2, 1994.

Hon. DANIEL PATRICK MOYNIHAN,
U.S. Senate,
Washington, DC.

Att: Ms. Donng Ri(ienour

Dear Senator Moynihan: When New York Superintendent of Insurance Salvatore
Curiale testified before the Senate Finance Committee on February 2, he used a hy-
pothetical example involving New York Life which we would like to clarify for the
record. We request that this letter be inserted in the official record of the hearing.

In illustrating a point about the need for a risk adjustment mechanism in a guar-
anteed issue environment, Mr. Curiale used a hypothetical example involving the
Gay Men's Health Crisis Center and New York Life. We believe the Superintend-
ent’s comments were illustrative and were not meant to indicate that New York Life
engaged in any improper activity and we are not aware of any basis in fact for his
reference to New York Life in that context.

New York Life and its Foundation have had an active and ongoing commitment
to supporting programs in the AIDS-related area in which organizations such as the
Gay Men’s Health Crisis Center are also involved. In addition, our Chairman, Harry
Hohn, currently chairs both INSURE, an industry-funded/tf)undation that makes
grants to community-based: organizations engaged in AIDS prevention and edu-
cation programs for adolescents, and NCAP (the National Community AIDS Part-
nership), now the largest national funding organization providing resources to local
communities for HIV and AIDS care and prevention. '

Because of our commitment to programs such as these and our presence in the
New York City community, we want to avoid any misperception that might arise
from the hypothetical example used in the Superintendent’s testimony. We would
ﬂpcrreciate your help in clarifying the formal record to note that the Superintendent
did not mean to imply that New York Life had done anything improper. We believe
that insertion of this {etter in the record would address our concerns.

Sincerely,
JESSIE COLGATE

STEPHEN 1. JURMU,
Mason, M1, February 17, 1994.

Senator DANIEL P. MOYNIHAN,
Committee on Finance,

U.S. Senate,

Washington, DC.

Dear Senator Moynihan: I do not believe that the United States is in the midst
of a health care crisis. 1 believe that the United States has the finest health cdre
delivery system in the world. I believe that it may be appropriate for the nation to
make health care more affordable to certain groups through financial assistance. L
believe that the President’s proposal for a socialized system of medicine is a bureau-
cratic nightmare which will not achieve any good purpose. I hope that you will use
your influence to preserve the private hea?'th care system and to rely on the free-
market to bring costs down rather then socializing the system as the President’s
proposal would do.

Yours very truly,
STEPHEN I. JURMU

PREPARED STATEMENT OF SENATOR DAVID PRYOR

_ Mr. Chairman, thank you for holding today’s hearing on the important, issue of
insurance market reform. In the last Congress, this Committee spent a good deal
of time considering this issue. Unfortunately, the insurance market problems we
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heard about then remain with us today. Day after day, we continue to hear about
{wople who cannot buy insurance because of a preexisting illness, or about small
businesses for whom health coverage is unaffordable.

Although the discriminatory insurance industry practices have not changed since
the Committee last visited these issues, one important change has occurred. Finally,
we have a President who is exercising his leadership to fix our flawed health care
system and to guarantee health security to all Americans. Insurance market reform
is one of many changes we need to reach the goal of affordable health care for all.

Responding to high health care costs and attempting to limit their liability, insur-
ance companies have turned more and more to underwriting and marketing prac-
tices that discriminate against small businesses and individuals. As a result, many
gseeking coverage are priced out of the market ar, sometimes excluded at any price.

In discussing insurance market reform, we frequently hear about problems faced
by individuals and small businesses. A recent situation faced by the 7,300 people
who purchase their health insurance through the Farm Bureau in my home state
of Arﬁansas illustrates that members of large groups fall victim to discriminatory
practices as well. Risk selection in large groups continues to price health insurance
out of people's reach.

.ate last year, members of the Arkansas Farm Bureau group received this infor-,
mation from their insurance company: y

It be¢came obvious this year that the collective experience of the partici- |
pants in the Farm Bureau group would require a substantial rate increase
in order to maintain the actuarial integrity of the program. However, such

a rate increase would have the effect of causing younger, healthier partici-
pants to switch to coverage which they could obtain elsewhere at more fa-
vorable premium rates. The older, less healthy group left would naturally
cause the experience of the group to deteriorate, leading to further losses
of membership and further rate increases. In short, the program could not
long survive in that fashion. i

The resulting policy changes meant health insurance premiums of over $24,000
per year for Robert and Mary Ann Fratesi of Pine Bluff, Premiums for Doris Bouska
of Mountain Home increased from $200C per year to over $13,000 per year. Mrs.
Bouska wrote, “at this cost, you can count me as one more person with no health
insurance after 30 years in Blue Cross.”

The insurer in this case argues that this example clearly defines the need for uni-
versal health reform where everyone is rated together, and asserts that their policy
decisions were forced by a marketplace where insurance companies manage risk by
offering insurance only to healthy people.

Although insurance market reforms are a integral part of the solution to our
health care crisis, market reforms alone will not give the American people health
security, nor will they rein in health care costs. Mr. Chairman, I look forward to
working with you and our colleagues on the Committee to pass comprehensive
health care reform legislation this year. I am pleased to have the opportunity today
ta hear from our distinguished panel of witnesses.

-




COMMUNICATIONS

STATEMENT OF THE NATIONAL FEDERATION OF INDEPENDENT BUSINESSES

Thank you for the opportunity to submit testimony to the Committee on Finance
on the important subject of health care reform. Over the course of a decade, NFIB
has accumulated much information on the health insurance needs of the small busi-
ness community and what they would like to see in a reform package. We appre-
ciate the opportunity to share the views of our members.

BACKGROUND.,

Health insurance was first cited as the number one problem for small business
owners in a 1986 NFIB Foundation survey, Problems and Priorities. Ever since that
time, the cost of health insurance has been rated the number one small business
problem. In recent years, it has become twice as critical as the number two problem,
“federal taxes on business income.” For this reason, reform of the nation’s health
care system has become NFIB's top priority issue.

NFIB Foundation surveys have found that small business owners view health in-
surance as the most important fringe benefit they make available to their employ-
ees, both out of a sense of familial obligation and competitive necessity. According
to NFIB studies, firms that previde insurance tend to be the more stable, more ma-
ture, more profitable firms, and have more full time employees than their counter-
parts that do not offer insurance. NFIB's member businesses tend to be more stable
and mature than the general small business community. As you would expect,
therefore, a larger percentage of them (63%) provide hea{th insurance as a fringe
benefit than does the general small business community. Of the firms that do not
offer health insurance, most say they would if they could afford it.

; SMALL BUSINESS AND HEALTH INSURANCE COVERAGE

The question of how many employers are currently providing health insurance
should be important to all those who are committed to reforming the health care
system. We believe that understanding how many employers are and are not provid-
ing health benefits for their employees is a vital component in the health care de-
bate. While the White House has indicated that the “vast majority of employers cur-
rently provide health insurance for their employees,” all the data we have seen

paints a very different picture,
Based on data from the Health Insurance Association of America (HIAA), the Cen-

sus ‘Bureau, the Congressional Budget Office, the U.S. Small Business Administra-
tion and others, we find that between 40 and 45 percent of all employers provide
health insurance. This seemingly low percentage is driven by the huge number of
employers with fewer than five employees (about 3,000,00u tirms), of which only
26% provide coverage.

o .
PERCENT OF FIRMS THAT DO AND DO NOT OFFER HEALTH INSURANCE (HIAA, 1989)
{In percent)
Firm Sue Offer Do Not Offer
fewer than 5 employees . 26 74
5-9 employees ... ... ...t 54 46
10--24 employees 12 28
2549 employees 90 10
50--99 employees 97 3
100 or more employees ... . ..... ... 99 1
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PERCENT OF FIRMS THAT DO AND DO NOT OFFER HEALTH INSURANCE (HIAA, 1989)—-Continued
{in percent]

Firm Suze Otfer Do Mot Offer

142 58

TA 1992 HIA study adjusted this figure to 40%.

Even the U.S. Small Business Administration’s estimate of insurance coveraﬁe
states that 53.7% of employers provide health insurance for their employees. NFIB
believes this figure is inflated because of the method used to extrapolate the data
to the population as a whole. But even if the SBA figure is accepted at face value,
it still contradicts claims that the “vast majority” offer health insurance coverage.

The smaller the firm is, the less likely it is to provide health insurance. Not only
do these firms pay higher administrative costs, but health insurance premiums rep-
resent a larger percent of payroll because these businesses tend to employ more
marginal, lower wage workers. The lower the pay is of the employee, the heavier
is the burden of health insurance premiums.

In general, we have found that cost is the primary determinant of the purchase
of health insurance coverage by small business owners. Health insurance is often
the largest non-wage payroll item in a small firm, more than the cost of workers’
compensation and hability insurance combined. Recent polls by Foster and Hi%gins
showed a 79% increase in the cost of employee coverage over a four year period to
$3,968. For many small firms, this figure can be considerably higher. Small busi-
nesses find the health insurance market extremely volatile and unpredictable, expe-
riencing sudden cancellations and 20-300% annual premium increases. They pay
30—40% more in administrative costs than their larger counterparts, and struggle
to find and retain their coverage. In order to keep their coverage, many have been
forced to increase employee cost-sharing.

Employers of all sizes have been trying to find ways to control and slow rapid and
unpredictable premium increases. Larger firms have been able to contain costs by
self-insuring and moving into managed care arrangements. Smaller firms, however,
have limited access to managed care options and are usually unable to self-insure.
As a result, they are faced with expensive state mandates, state premium taxes,
medical underwriting and higher administrative expenses.

SMALL MARKET REFORMS

NFIB has formulated a list of guiding principles which we believe any comprehen-
sive reform plan should follow. Below are the insurance reform related components
of that list. While the list is not all-inclusive, it does represent the results of numer-
ous surveys of small business owners over the last several years.

¢ Insurance company practices should be reformed to make health insur-
ance coverage easier and less expensive to buy. Being able to count on ob-
taining insurance with fairly stable premiums would enable morc small busi-
ness owners to purchase coverage for themselves and their employees. Specifi-
cally, any reforms in this arena should include elimination of the preexisting
condition limitation, guaranteed access to policies regardless of medical condi-
tion, guaranteed renewal, and portability. ;

» Costly state benefit mandates and anti-managed carc laws should be
preempted. Enactment of certain state laws have significantly limited the
availability of affordable health plans and discouraged the gmwt% of managed
care systems. State mandates alone can raise the cost of insurance 30 percent.
Preempting these mandates and repealing many restrictive state anti-managed
care laws would allow small business owners easier access to affordable plans
and greater access to cost-saving managed care arrangements.

¢ A uniform, affordable standard benefits package should be developed
in consultation with business, consumers, and state and local govern-
ments. However, regardless of who determines what is in a “basic standard
benefits package,” care must be taken to ensure that the plan is at a level nec-
essary to assure adequate coverage and care, but remains affordable. As such,
we should consider the packages developed by the most efficient and cost-effec-
tive health maintenance organizations. Developing “Fortune 500" type packages
that are too generous will price them out of the reach of individuals and small
business owners.

¢ Implementing administrative and paperwork reforms. As much as one
quarter of every health care dollar in the U.S. goes to paperwork and adminis-
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trative costs. Diseconomies of scale for small firms mean that more of their
health care dollar—usually more than twice as much as large businesses-—goes
to cover paperwork and administrative costs. As such, simplifying paperwork re-
quirements and reducing administrative costs must be a part of any health care
reform. Uniform claims forms should be developed, and electronic claims filing,
billing and enrollment should be more widely utilized.

¢ Consumer information and education is essential. NFIB strongly believes
that informed consumers make more cost-conacious” decisions relating to their
health care. Currently, part of the reason that health care costs have been going
up so rapidly is due to the fact that consumers have lost control of their buying
power in the health care market because they are unable to comparison shop.

¢ Consumer responsibility is necessary. Most Americans are shielded from
the true cost of their insurance coverage and the cost of medical care largely
because the premiums are borne by emrloyers. As a result, there is little or no
incentive to search out the highest quality health product at the lowest cost, a
theory fundamental in the purchasing of most other goods.

¢ Health insurance purchasing groups should be formed. By joining to-
(giether to purchase health insurance, small businesses and individuals can re-

uce costs through administrative savings and risk-sharing While we have no

proposal for a single form of purchasing group, we have concerns about the cre-
ation of mandatory health alliances. Developing multiple and competing vol-
untary purchasing groups, several in each state, best serves the health care
needs of small businesses and is more likely to instill market competition to
keep prices low.

¢ Self-employed business owners should be allowed a permanent 100%
tax deduction for health insurance Premiums. Self-employed business
owners such as sole proprietors, partnerships, and S-corporations are allowed
only a 25% deduction; that deduction is temporary. Expanding and making per-
manent the tax deductibility of premiums would enable many of the nearly five
million uninsured self-employed to buy coverage for themselves and the millions

they employ.
CONCLUSION

While no health reform plan currently proposed is a perfect one, NFIB strongly‘
believes that we need to enact a reform package that achieves three main objectives:

1. Brings down the cost of health insurance.
2. Stabilizes the often unpredictable/fluctuating health insurance system for small

firms and individuals.
3. Expands insurance coverage to more Americans without an employer mandate.

Small market insurance reforms would make significant headway in reaching these
objectives, Congress chould seek to ensure that insurance is affordable and acces-
sible to businesses and individuals. 3imply implementing reforms that will help
bring predictability and competition to the market will significantly drive down the
cost((i) providing health insurance and will establish coverage for many of the unin-
sured.

We look forward to working with the committee to craft a reform measure that
will control costs and encourage more small firms to purchase coverage for their em-
ployees. We hope to work with you to pass a reform measure as soon as possible
in the 103rd Congress.

Thank you.

O

81-835 (144)



