RESOLUTION ’06 - 10

SUBJECT: 

 UNIVERSAL HEALTH INSURANCE

SUBMITTED BY:
 PUBLIC HEALTH COMMISSION 

The Congress approved the last “Resolve” of the Single Payer Resolution.  It reads “RESOLVED, that NYSAFP promote, through its lobbyists and through member contact with state and national legislators, a single payer, universal health insurance system in New York and nationally.”  The other eight “Resolves” in the resolution were referred back to the Board for further consideration.  We have provided background information for each of these 8 resolves.  We will discussed them at the August 12 Public Health Commission meeting and then presented them to the Board of Directors. 

The Board of Directors decided that the 8 additional resolves need to be discussed by the individual chapters and members and then come back to the Fall Cluster Board meeting.  Therefore, we are putting this information out for our NY County chapter to discuss at it’s upcoming fall meeting (date to be announced very soon.) 

The eight Resolves begin on the next page.

WHEREAS, access to medical care is increasingly threatened by the fact that nearly 3 million people in New York State are uninsured, 2.8 million more were without insurance at some point in the year, and a growing number of employers are either dropping or reducing coverage; and

WHEREAS, the current administrative overhead of healthcare is increasingly expensive because of our multiple-payer system with its multiple rules, forms, and procedures, costing an estimated 20%-30% of the total health care dollar in contrast to only 10% in Canada and some European countries; and

WHEREAS, the cost of health care is rising at a pace about double that of inflation, from approximately $50 billion in 1990 to an estimated sum of  $120 billion in 2005, and such rising costs threaten to undermine further access to health care services; and

WHEREAS, the current approach to financing health care is largely tax-based (Medicaid, Medicare, State and local government) except for employer-financed insurance which places an unfair burden on employers and employees; and

WHEREAS, a fundamental component of a successful health care system is active patient involvement in maintaining healthy lifestyles; therefore, be it  

1) RESOLVED, that New York State should enact a single payer health care system to replace the current multiple-payer approach; and be it further  

· Failures of our current multiple payer system.  We have hundreds of payers in the US and NYS, and this approach has many failures.

- Costs.  Has not restrained costs.  Our per capita tax spending is the highest in the world.  We spent $6,280 in 2004 (CMS), twice as much as the average of all other industrialized countries spend on health care, and they provide coverage to all of their people.  The United States is spending over 16 percent of its gross domestic product (the combined value of all goods and services produced by a nation) on health care.   The annual increase hovers around 8%-9% per year.  In 2004, we expended a total of $1.9 trillion, and expect to spend about $2.2 trillion in 2006.
Cannot blame our high costs on the usual suspects: we do not have more elderly people than many countries with single payer systems, we do not have more technology (e.g., MRI, CT Scan) than some countries with SP, we do not have the highest hospitalization rates, we have about the same number of renal transplants and fewer bone marrow transplants, our life expectancy is 19th, , a study published in Health Affairs compared 5 nations and found that we performed the best in only one category – breast cancer survival – and we actually did the worst on kidney transplant survival ( Canada did the best on 3 indicators).
- Coverage.  Our system does not provide coverage to about 46 million Americans and about 3    million New Yorkers.  Number is growing – was about 22 million uninsured Americans in 1976, about 32 million in 1990 and now about 46 million.

- Under-insured.  Does not provide coverage to the under-insured, which are more numerous than the uninsured.

- Unfair Reimbursement.  Does not provide fair reimbursement to many providers.

- Lower Health Status.  Our health status is not better, and in some cases worse, compared to other countries with SP.  One might expect better status given the amount of dollars we expend.

- Limits consumer choice of doctors and hospitals.

· Single Payer.  A single payer will replace the hundreds of payers we have now.

- Proposal Summary.  Every American will automatically qualify for equal, comprehensive health insurance under a uniform public plan. All payments will be funneled through a single payer, thereby saving billions of dollars in administrative costs and achieving cost containment through global expenditure controls rather than minute bureaucratic scrutiny.   Health care will be publicly financed but privately delivered. 
- Less Micromanagement.  The single payer’s global expenditure control can also enhance clinical freedom. Under the micromanagement model of cost containment, each of the multiple payers, lacking global budgetary levers, resorts to intrusive patient-by-patient utilization review.  Such day-to-day interference in medical practice is minimized in single-payer systems.   

- State Program.  Could create a single payer in each state, locally controlled but subject to national standards. States could experiment within the overall concept of the single payer. Some may place it within a government agency, while others may choose a commission elected by the citizens or appointed by provider and consumer interests. 

- Insurance companies.  Either could be eliminated, or they could continue to offer products, competing on the basis of service and quality.  They would all use the same forms, rules and procedures.  All of them would submit funds to the single payer on a periodic, routine basis, which would then forward reimbursement to the providers on a routine, periodic basis.  Also, people could buy private policies for services not covered by the universal system.

- Other Countries.  Sweden, Norway, Denmark, Canada, Finland, Iceland, Australia, and Taiwan all have single payer financing.

· Very few Canadians actively seek care in US.

· PROS







•Everyone Covered

•Better benefits

•Effective Cost Containment

•Fairer financing

•Stability of financing of services

•Coverage not linked to employment

CONS

•Problems are aired in public

•Some will pay more than they are now

•Cost containment measures may cut availability of some services 

2) RESOLVED, that a tax-based system be used to finance the entire health care system; and be it further 

· Expenditures.  Current system expends about $2.2 trillion in USA and about $140 billion in NYS.  

· Most Health Services are Already Publicly Financed. Government pays about 60%  of cost (Medicaid, Medicare, State/Local/Federal Gov’t coverage); employers pay about 20% and individuals pay about 20% through premium sharing, co-pays, deductibles, and other out-of-pocket expenditures.  

· Administrative savings (see 4th Resolve below) and restraining medical care inflation could finance the cost of the uninsured.
· Payroll Tax.  We would still have taxes to cover the equivalent of Medicare, Medicaid, and government programs and employees.  Then, we would implement an employer/employee payroll tax.  An important observation: employers and employees pay a sort of payroll tax now when they purchase health insurance or self-insure.
· We Already Pay for Sick.  People without insurance who get sick, which is a large percentage, ultimately obtain the care and someone pays for it.

3) RESOLVED, that adequate reimbursement should be paid to health care providers to ensure they are financially stable and therefore able to deliver quality health care and that such reimbursement levels should be determined through bi-lateral negotiations between provider groups and the single payer, and be it further

· Overall Budget.  Single payer will develop and use an overall budget to control spending, which will permit our health care system to plan for needed growth, including increases in reimbursement.  A health care budget will allow for system-wide projections of anticipated resource needs, revenues and expenditures.  It offers the capacity for better and more equitably controlling medical care inflation and for shifting scarce resources to the areas of greatest need.  It will allow the public and providers to make recommendations for necessary adjustments in taxes and reimbursement levels.  For the first time, the public and providers will be asked to examine whether the growth in the system is in line with available resources.  It will provide public accountability.  
The health budget limits the supply and prices of goods rather than erecting enormous bureaucracies to limit demand  (like managed care).  The total expenditure could be set at the same proportion of the gross national product as health costs represented in the year preceding the establishment of the national health program.  The current rises in health spending on a yearly basis are unsustainable. Without an overall budget and control over the rate of rise, our current system will drive our country into insolvency. 
· Physician Payments  
- Bilateral Negotiations. A representative entity of the fee-for-service practitioners will negotiate a simplified, binding fee schedule with the single payer, creating “bilateral negotiations within the context of a bilateral monopoly.”  For purposes of negotiating payments, we will have a “single buyer” and a “single seller.”  

- Simplified Claims Submission.  Practitioners will electronically submit all claims on a simple form to the single payer. The effort and expense of billing will be minimal: stamp the patient's health card on a billing form, check a diagnosis and procedure code, send in all bills once a week.  Gone will be the massive and elaborate billing apparatus that now beleaguer private physicians.
- Timely Payment.  A single payer can assure the timely flow of cash from the payer to the provider.  The single payer can deposit into a provider’s account, on a regular basis, a pre-determined amount that reflects a portion of the provider’s expected billings.   Interest could be made for late payments.  Gone will be the large accounts receivables apparatus.

- Preserving FFS.  The key to the preservation of fee-for-service markets is not the micromanagement of the doctor-patient relationship but the management of capacity and budget.

- Capital.  Payments could exclude reimbursement for costly capital purchases of equipment for the office, such as CT scanners. (see “Capital Reimbursement” below)
- Limited Direct Billing.  Physicians who accepted payment from the program could bill patients directly only for uncovered services (e.g., cosmetic surgery).
- Alternatively, physicians could elect to work on a salaried basis for globally budgeted hospitals or clinics, or in health maintenance organizations. 

· Hospitals
- Negotiated Hospital Global Budgets.  Under a global budget system, hospitals and government authorities negotiate an annual budget based on past budgets, clinical performance, and projected changes in services, wage costs, proposed new programs, etc. Hospitals receive periodic lump-sum payments (e.g., 1/12 of the annual amount each month).
- No Billing.  Hospitals would not bill for services covered by the health program.  Global prospective budgeting would simplify hospital administration, thus freeing up substantial resources for increased clinical care. 

- Capital.  No part of the operating budget could be used for hospital expansion, major capital purchases or leases, profit, or marketing. Those types of expenditures would also come from the health program fund, but monies for them would be negotiated and appropriated separately.  Prohibiting the use of operating funds for capital purchases or profit would eliminate the main financial incentive for both excessive intervention (under fee-for-service payment) and skimping on care (under DRG-type prospective-payment systems), since neither inflating revenues nor limiting care could result in gain for the institution. The separate appropriation of funds explicitly designated for capital expenditures would facilitate rational health planning. It shifts the focus of hospital administration away from the bottom line and toward the provision of optimal clinical services.  See below “Capital Reimbursement.”

· Nursing Homes, Clinics.  Also under a Global Budget.

· Capital Reimbursement.  Funds for the construction or renovation of health facilities and for purchases of major equipment would be appropriated from the national health program budget. The funds would be distributed by state and regional health-planning boards composed of experts and community representatives. Capital projects funded by private donations would require approval by the health-planning board if they entailed an increase in future operating expenses.

The national health program would pay owners of for-profit hospitals, nursing homes, and clinics a reasonable fixed rate of return on existing equity. Since virtually all new capital investment would be funded by the national health program, it would not be included in calculating the return on equity.

Current capital spending greatly affects future operating costs, as well as the distribution of resources. Effective health planning requires that funds go to high-quality, efficient programs in the areas of greatest need. Under the existing reimbursement system, which combines operating and capital payments, prosperous hospitals can expand and modernize, whereas impoverished ones cannot, regardless of the health needs of the population they serve or the quality of services they provide. The national health program would replace this implicit mechanism for distributing capital with an explicit one, which would facilitate (though not guarantee) allocation on the basis of need and quality. Insulating these crucial decisions from distortion by narrow interests would require the rigorous evaluation of the technology and assessment of needs, as well as the active involvement of providers and patients.

· Prescription Drugs And Supplies.   An expert panel would establish and regularly update a list of all necessary and useful drugs and outpatient equipment. Suppliers would bill the national health program directly for the wholesale cost, plus a reasonable dispensing fee, of any item in the list that was prescribed by a licensed practitioner. The substitution of generic for proprietary drugs would be encouraged.

4) RESOLVED, that a streamlined, uniform administrative system should be established that standardizes the many different rules and systems currently in place, and be it further

· High Administrative Cost.  Estimates range from 20%-30% of total health expenditures.  If one picks 25%, then US administrative costs are about $500 billion and NYS costs are about $35 billion.  (Administrative costs include enrollment, billing, claims processing, contract management, information technology, sales and marketing, etc.)
· Multiple Rules and Procedures.  A system with multiple insurers is intrinsically costlier than a single-payer system. It means multiple rules, procedures, criteria, and payment levels.  Our current system breeds errors, requires a separate subsystem to correct those errors, and involves duplicate systems by which the provider and the payer record essentially the same information.  Communicating information about coordination of benefits is also extremely inefficient.  The current system encourages payers to withhold payment until they are absolutely satisfied that claims are correct.   Providers must deal with multiple insurance products, forcing them to determine patients’ eligibility and keep track of the various copayments, referral networks, and approval requirements.   The USA had the highest percentage of doctors saying that outside review to control costs is a major problem in their practice.

· Multiple Payer Administrator Growth.  Has been more than a 2500% increase in the number of health care administrators since 1970 while only a 159% increase in the number of physicians in the same time period.
From 1969-1999, the share of the U.S. health care labor force comprised of administrative workers grew from 18.2 percent to 27.3 percent. In Canada, it grew from 16.0 percent in 1971 to 19.1 percent in 1996. (Both nations' figures exclude insurance-industry personnel.)
· US Compared to Canada.  In 1999, health administration costs totaled about $295 billion in the United States, or $1,059 per capita, as compared with $307 per capita in Canada, a gap of $752 per capita.  Administration accounted for 31% of health care expenditures in the United States and 16.7% of health care expenditures in Canada.  Canada's national health insurance program had overhead of 1.3%. Providers' administrative costs were far lower in Canada.   
· Lower Administrative Costs.  Moving to a single payer system would get rid of the multiple rules and procedures, and eliminate enrollment and eligibility problems.  Canadian physicians send nearly all bills to a single insurer.  Based on the single payer in Canada, we could reduce U.S. administrative costs by 10%–15% of total health spending or $200 billion-$300 billion.  A more conservative estimate might be around $100 billion.  
· Faster Provider Payment.  The single payer can arrange rapid payment by separating the flow of money from the adjudication of claims.  The single payer can deposit into a physician or hospital account, on a regular basis, a pre-determined amount that reflects a portion of the provider’s expected billings.   

· Administrative savings could help finance the cost of the uninsured.
5) RESOLVED, that the single payer system recognize the necessity of reasonable limits on services, and be it further

· Single Payer Can Ration More Rationally.  A single-payer system need not ration care but can be readily used for that purpose. Some feel the capacity to ration as a drawback because rationing causes queues and other distortions. In contrast, others regard the capacity of single-payer plans to ration effectively as a potential virtue. The need to ration care for the well insured is rapidly becoming inescapable in the face of an avalanche of new and costly technology. No system of rationing will be free of distortions, and a single-payer system may do the job well or poorly, depending on how it is organized and run. But creating politically sustainable institutions to ration health care sensibly and compassionately is one of the leading challenges that our nation cannot avoid and has yet to meet.  (Henry Aaron, Brookings Institute)
· Technology Often Increases Costs.  Technologic innovation, in combination with weak cost-containment measures, is a major factor in high and rising health care costs. Evidence suggests that improved health care technologies generally increase rather than reduce health care expenditures. Greater availability of such technologies as magnetic resonance imaging, computed tomography, coronary artery bypass graft, angioplasty, cardiac and neonatal intensive care units, positron emission tomography, and radiation oncology facilities is associated with greater per capita use and higher spending on these services. Because the spread of new technologies is relatively unrestrained in the United States, many of these technologies are used to a greater extent than in other nations, and the United States thereby incurs higher health care costs. Nations with a greater degree of health system integration have relied on expenditure controls and global budgets to control costs. Although diffusion of technology takes place more slowly in more tightly budgeted systems, the use of innovative technologies in those systems tends to catch up over time.   (Thomas Bodenheimer, Annals of Internal Medicine, June 7, 2005)

· Do Not Advocate Cutting US Spending to Canadian Levels.  Critics have raised the specter of rationing, pointing to queues for some high technology services in Canada.   We do not advocate cutting US health spending to Canadian levels. Even with a slower rate of growth under the single payer and cutting administrative costs, US health expenditures will remain well above those of any other nation. Deploying our greater resources while using a single payer would permit increases in utilization and improvements in technology without skyrocketing costs.  Compared with Americans, Canadians do, in fact, get more health care for their health care dollar. About half of the cost differential between the two nations is squandered on insurance overhead and paper pushing. Stanford economist Victor Fuchs44 has concluded "the quantity of [physician] services per capita is much higher in Canada than in the United States . . . the data firmly reject the view that Canadians save money by delivering fewer services." 

· Public Can Change Limits.  In Canada, the electorate has forced governments to boost health care spending. Government spending can be skimpy or exuberant, depending on who is for it and who is against it. 

· Shortages Reports Overblown.  Canada's frugality has caused shortages of some expensive services. These shortages are overblown in the press.  In fact, the rates of most services provided to Canadians — doctor visits, hospital days, immunizations, and even transplantations and hip replacements — are similar to American rates.   Moreover, the quality of care appears to be similar to that for insured Americans.

6) RESOLVED, that a universal health care system promote public health issues by improving surveillance of public health status and early identification of emerging health problems, and be it further

· Universal Database.  The single payer’s standardized, confidential electronic health record and resulting database are key to early identification of emerging health problems and tracking progress in addressing them.

· Early Treatment. A universal system could ensure early treatment of common but serious conditions such as hypertension, diabetes and obesity by preventing their complications such as heart disease, stroke and kidney failure. The savings have been estimated at $25 billion to $30 billion annually at the national level and about $1.5 billion in NYS.
· Focusing on Medical Conditions. Nine preventable diseases are responsible for more than half of the deaths in the United States, yet less than 3% of health care spending is directed toward prevention.  A single payer, universal system could focus funds on key public health priorities, such as fighting certain diseases, providing incentives for people to pursue understaffed medical careers and for practitioners to serve in underserved areas, certain medical education, etc.
7) RESOLVED, that the universal health care system assist patients in assuming a more active role towards maintaining health lifestyles, and be it further  

· Focus Dollars on Healthier Lifestyles.  About 20% of people in any given year use about 85% of all health care services.  They are not always the same people, but some are.  A universal health care system, using a single payer, could help focus dollars on efforts and programs that will assist people in assuming healthier lifestyles.   

More than half of adults are considered to be overweight or obese; more than 20% of adults smoke; about 9% of people have diabetes, 25% have high blood pressure, 5% have heart disease (some people have more than 1 condition). 

· More to be added

8) RESOLVED, that such system promotes the delivery of quality health care

· Comprehensive, Equal Coverage.  The best guarantor of universal high-quality care is a unified system that does not treat patients differently based on employment, financial status, or source of payment.

· Provider Continuity.  Under a single payer, people will not have to “switch” providers when their employer switches insurance or if a doctor drops out of a plan.

· Database for Quality.  The standardized, electronic health record and resulting database will create the information infrastructure needed to identify and address quality of care issues.

· Funds for Systems Improvement.  A single payer can allocate the needed funds to address the underlying causes of problems rather than inspecting and micromanaging individual practice variations.

· Better Health Status. Since the implementation of nationwide health insurance, infant mortality and life expectancy have improved faster in Canada than in the United States.  Although Canadians may spend too little, they get far better value for their money. A system combining Canadian efficiency and U.S. spending levels, as we have proposed elsewhere, would be the world's best. 
· Public Accountability.  Single payer systems are accountable to the public.  When things go wrong, these systems have mechanisms in place to address problems. Much of this is fought in the public arena. When there are inadequate services and people end up waiting too long, a lot of public complaining goes on, and changes are made. 
· Malpractice.  The incentive for malpractice suits (recovering the money to pay for an expensive illness or complication) is gone when all of the medical costs are covered.  Canada has a tiny incidence of malpractice suits compared to the US.
Rates in Canada are pennies compared to what they are in the US. Part of the reason: different laws in Canada. But another part: everyone in Canada knows they have health insurance. Whereas Americans can lose their job (and their health insurance), and have a medical mistake turn into an uncoverable "pre-existing condition," Canadians know that they'll be able to receive care for any complications from medical mistakes. So they probably sue for less (if they sue at all), because they're not having to figure in future medical costs into their lawsuit amount. (PNHP)
Timely care and continuity of care fosters improved quality, so there is less malpractice.  Lawsuits for future expenses are practically eliminated since future medical expenses are covered.  Thus, defensive medicine and malpractice premiums will fall in cost.  Also, under the single payer, the focus in malpractice cases broadens from “who will pay for mistakes” to “how can we learn from mistakes and prevent them,” which is critical to improving quality. (Single Payer Proposal, State of Illinois)
PAGE  
1

