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Summary

In an effort to improve the health of state residents, the Washington State legislature is considering five different health plans and whether to adopt one of them on a state-wide basis.  The plans are described below, and range from a free market option to a universal single payer plan.  
The most surprising aspect of the proposed plans is the broad areas of health and health services that they simply do not address.  Of the five, two of them – the Washington Health Partnership and the single-payer plan – best meet the health care principles the King County Board of Health (the “Board”) adopted in 2008.  Even these two plans could be greatly improved if they were modified to: 

· Change the focus from funding mechanisms to health

· Address equity issues 

· Assure quality and comprehensive health services
· Seek and encourage community participation
· Integrate individual health services and the public health system.  

The Board can play a valuable role in health care reform by emphasizing the need for these factors to be incorporated into the state’s plans in meetings with lawmakers and the general public.
Introduction

In August 2007, King County adopted the Public Health Operational Master Plan (PHOMP) which directed the Seattle-King County Health Department (the “Department”) to, among other things, advocate for health care financing reform as part of an effort to increase the number of healthy years lived by King County residents.  

Following passage of the PHOMP, the King County Board of Health (BOH) passed Resolution 08-10 in September 2008.  The Resolution delineated six principles (the “Principles”), each one defined in detail, and which address the health issues of access, quality, affordability, community participation, health promotion and prevention, and health equity.  They provide that:

Principle #1:  All people have access to affordable, comprehensive health care services on an equitable basis.  All individuals are able to access the right care in the right place at the right time.
Principle #2:  All heath care is clinically appropriate and provided in a timely, safe, and patient-centered manner.

Principle #3:  Health services financing is designed and allocated so as to provide permanent, stable, and sufficient funding for high-quality, universal health care.

Principle #4:  Health services delivery systems are responsive to the needs of the community they serve.  Community members collaborate with health care systems to ensure the delivery of appropriate high quality health care services.

Principle #5:  The best investments are those that prevent disease and promote good health in the most cost-effective manner.

Principle #6:   Health services delivery and financing systems employ strategies, policies, and interventions aimed at achieving health equity.

The Principles illustrate how a health plan should be designed so that it promotes the health and 
The Board and the Seattle/King County Public Health Department (the “Department”) believed that the Principles, if used as the cornerstone of a health plan, would promote the well-being of King County residents.  
The Board subsequently passed Resolution 09-04 which adopts a King County health reform plan.  The plan provides for a number of activities including a Principle-based analysis of the five health plans currently under review by the Washington State legislature.
  
This document provides that five-plan analysis.  These plans are distinguished by their financing mechanisms: they range from a free market option to a public, single-payer plan.  An overview of the plans is provided below.  
Plan Descriptions

1. The Free Market Plan 

· Washington State regulations would be amended to permit insurance companies to offer plans with more limited coverage than currently allowed.  Few or no mandates.
· Insurance companies could separate individuals by age and health status into different risk pools even if they all worked for the same employer.

· The cost of coverage would be determined by health status and age.  Young and healthy people would pay less.   Older and less healthy people would pay more. 

· Appeals to:  classes of individuals who are most often uninsured – people between the ages of 19-34 and employees of small businesses – who want to pay low premiums

· Impact:  This proposal would increase the use of high-deductible plans; encourage the use of Health Savings Accounts; encourage young and healthy people to withdraw from larger, more expensive risk pools, creating higher premiums for those remaining in the risk pool.

2. The “Massachusetts” Plan

· All state residents who didn’t have insurance through employers or the government (e.g., Medicare, the VA) would be required to purchase private health insurance.

· Basic Health/WSHIP enrollees would be switched over to the plan 

· Health plans would be provided and regulated through a state Connector Board.
· Each insurer would be required to offer a number of plans including a comprehensive plan.  
· Insurance rates would be community-based with individual premium adjustments for age, geography, family size, and lifestyle choices.

· The Health Care Authority would administer the program
· Employers who don’t offer coverage would incur financial penalties. 

· Once affordable coverage options are available, every Washingtonian would be required to have health insurance. 
· People who can’t afford coverage, or aren’t eligible for public coverage, may be excused from the mandate, or they may receive government subsidies if the premium cost exceeds 5% of individual income. 

3. The Washington Health Partnership Plan

· A public/private entity, the Washington Health Partnership (WHP), would provide and regulate plans.  It would be governed by a state board.

· Every Washingtonian would be guaranteed a choice of different private health plans  

· All plans would be required to offer a level of coverage equal to what state elected officials currently receive
· Individuals or employers could choose to purchase coverage above the standard benefits.
· To finance coverage, employers and individuals would pay a percentage of payroll taxes and co-pays on a sliding scale.
· Those purchasing increased coverage would pay a monthly premium to cover the additional services
· Eligibility restrictions:

· Federal employees and Medicaid/SCHIP/VA eligible individuals would not be entitled to purchase insurance through the WHP

· One-year residency requirement
4. The “Single Payer” Plan

· Every Washingtonian would be guaranteed coverage from a health insurance plan, administered by the state, which would provide a standard, comprehensive level of benefits. 

· Eligibility restrictions:

· Undocumented immigrants; Medicare eligible; Federal Employee Benefit Plan eligible; VA.  Medicaid and Basic Health enrollees would be transferred into the single-payer plan.

· Everyone would contribute to the cost, with larger employers paying a percentage of their payroll and employees, over a certain income, paying a standard monthly premium.  

· Enrollment of eligible residents would be automatic.

5. The Guaranteed Health Benefit (“GHB”) Plan

· Every Washingtonian would be guaranteed coverage through a private insurer for catastrophic care and basic preventive care which would include annual physicals and dental exams, immunizations, and cancer screenings. 

· Individuals and employers would be able to purchase additional coverage for uncovered services. 

· All insurers that provided care below the $10,000 threshold, would be required to participate in the GHB plan.

· Everyone would contribute to the cost with employees paying a percentage of their wages and employers paying a sliding scale percentage of their payroll.

· The state would negotiate a rate with private insurers to cover “medically necessary care” over $10,000 per person, per year.

· Eligibility restrictions:

· Medicaid/SCHIP/Medicare eligible; Federal Employee Benefit Plan eligible; VA; anyone living in Washington for less than six months

Five Plan Analysis based upon
the Board’s Principles

Principle #1: All people have access to affordable, comprehensive health care services on an equitable basis. All individuals are able to access the right care in the right place at the right time.  
Universal.  Access to health care cannot be limited or denied based upon ability to pay, pre-existing conditions, gender, age, race, ethnicity, sexual orientation, immigration status, neighborhood, availability of transportation or other factors.

· Meets this requirement

· WHP - Every resident has access to affordable private health insurance
· Single-Payer - Every resident has automatic access to public health plan
· Massachusetts plan – mandates that everyone obtain private insurance once State is able to provide affordable options  
· Partially meets this requirement  

· GHB - Every resident has access to preventive care and catastrophic care, but routine care is not guaranteed or provided.  
· Does not meet this requirement

· Free market plan – promotes existing system which is not universal; provides coverage based upon ability to pay.

Affordable.  The costs of care are based upon the individual’s ability to pay.

· Meets this requirement
· WHP - Employers and individuals pay a percentage of payroll taxes and co-pays on a sliding scale.

· Single-Payer - Everyone would contribute to the cost, with larger employers paying a percentage of their payroll and employees, over a certain income, paying a standard monthly premium.  
· Partially meets this requirement 
· Massachusetts plan - People who can’t afford coverage, or aren’t eligible for public plans, may be excused from the mandate to purchase insurance or may receive government subsidies if the premium cost exceeds 5% of individual income.   
· This amount represents a large, mandatory out-of –pocket expense (e.g., $1,500 for an individual earning $30,000/year before receiving relief)
· There is no oversight of premiums/deductibles/co-pays charged by employer-provided insurance.
· The comprehensiveness of the plan is based on the ability to pay so those of limited means would be more inclined to purchase stripped down plans with high deductibles/high co-pays. 

· GHB - Everyone would contribute to the cost with employees paying a percentage of their wages and employers paying a sliding scale percentage of their payroll.

· The state would negotiate a rate with private insurers to cover “medically necessary care” over $10,000 per person, per year.

· Premium levels for routine care are not regulated in any way allowing continuation of existing unaffordable premium levels, high deductibles, and co-pays can continue.  No oversight of cost increases for services/insurance for routine care.
· Does not meet this requirement
· Free market plan - Premium levels are not regulated in any way and so plan continues existing unaffordable premium levels, high deductibles, and co-pays.  No oversight of cost increases.
Equitable.  Services are conveniently located and equitably distributed; facilities have adequate resources to provide preventive, diagnostic and treatment services.

· None of the plans directly addresses this issue.  
Comprehensive.  A uniform set of services is guaranteed and equally available to all people on the basis of clinical need and must include, among other things, medical, preventive care, mental health, substance abuse, dental, vision, reproductive health, and end of life care.

· Meets this requirement

· Singer- payer - Every Washingtonian would be guaranteed coverage from a health insurance plan, administered by the state, which would provide a standard, comprehensive level of benefits.
· WHP - All plans would be required to offer a level of coverage equal to what state elected officials currently receive.

· Partially meets this requirement

· Massachusetts Plan - Each insurer would be required to offer a number of plans, including a comprehensive plan.  
· If an individual could not afford to purchase the plan, then s/he would not receive comprehensive coverage.

· GHB – Provides no coverage for routine care, but requires comprehensive preventive and catastrophic care.
· Does not meet this requirement 
· Free Market - Private insurers can provide a range of plans; there is no guaranteed set of uniform benefits.

Principle #2: All heath care is clinically appropriate and provided in a timely, safe, and patient-centered manner.
Clinically appropriate.  Quality health services meet the most current scientific and clinical standards (best practices).
· Meets this requirement
· WHP  - Regulates plans and is itself governed by a state board.  Presumably, the state board and the WHP would ensure that the plans met “best practices” standards.
· Single-Payer – Presumably, standard, comprehensive benefits provided by the state would meet “best practices” standards.
· Partially meets this requirement

· GHB – Presumably, the preventive care and catastrophic care provided under this plan would be regulated so as to require the coverage of best practices.   There is no provision for the use of best practices for routine care which the GHB does not regulate.
· Massachusetts plan – Individuals can and must purchase whatever plan they can afford.  Those of limited means would presumably purchase less expensive, stripped down plans that may or may not incorporate best practices.
· Does not meet this requirement

· Free market – Does not address this issue, but presumably would allow for stripped down plans that do not provide for best practices.
Patient-Centered.  Benefits design and financial incentives are linked to clinically appropriate care and improvement of patient health outcomes.
· None of the plans addresses this issue.  Presumably, WHP, single-payer, and GHB would be designed to reward providers for the improved health of their patients rather than for the provision of services or tests.  As currently drafted, the Massachusetts and free market plans do not incorporate this requirement.

Patient-Centered.  Patients have access to a health care “home” which provides primary care and coordinates specialized health care services.

· None of the plans addresses this issue.  Presumably, WHP, single-payer, and GHB would allow residents to choose and maintain a primary provider.  WHP would specifically assist enrollees with identifying a medical home.  As currently drafted, the Massachusetts and free market plans do not incorporate this requirement into their plans. 
Patient-Centered.  Health practitioners and patients have access to up-to-date, evidence-based information to make decisions about health care treatments and options without undue third party interference.

· None of the plans addresses this issue.  Presumably, WHP, single-payer, and GHB would provide for broad dissemination of current medical information and prohibit gag rules or inappropriate health service limitations.  As currently drafted, the Massachusetts and free market plans do not incorporate this requirement into their plans. 

Principle #3: Health services financing is designed and allocated so as to provide permanent, stable, and sufficient funding for high-quality, universal health care.
Cost-effective health delivery systems.  Practitioners and health care systems incorporate efficient health care delivery practices to increase value and reduce waste (e.g., electronic health records, care coordination, etc.).

· None of the plans addresses this issue.  Presumably, WHP, single-payer, and GHB, which manage the largest number of people through a common administrative system, could encourage or require implementation of best practices, care coordination, and other waste reduction measures. As currently drafted, the Massachusetts and free market plans allow for a multitude of plans and administrative processes and so could not achieve such  health care system efficiencies. 

Efficiency.  Administrative systems, including payment mechanisms, are non-duplicative and easy to use.

· None of the plans addresses this issue.  Presumably, WHP, single-payer, and GHB, which manage the most people in a common administrative system, would be able to institute non-duplicative, easy-to-use payment systems.  As currently drafted, the Massachusetts and free market plans allow for a multitude of plans and administrative processes and so would not be able to achieve the same administrative efficiencies. 
Efficiency.  Financial incentives are designed to produce an efficient care delivery system with rational cost controls.

· None of the plans addresses this issue – Given the pervasive problems caused by the lack of rational cost controls in the current system, it is surprising that none of the five plans directly address this issue.  
· WHP, single-payer, the Massachusetts plan, and GHB all are subject to some form of oversight.  Presumably, the oversight bodies could provide some cost control requirements or mechanisms. As currently drafted, the free market plan would continue the existing system and its large, unfettered cost increases.  
Risk sharing.  Health services financing is designed so that, in an insurance system, risks are shared as broadly as possible across populations.

· Does meet this requirement
· WHP – All plans would provide a required level of comprehensive coverage to all residents with payment on a sliding scale so that there would be minimal disparity among individuals in terms of premium levels and coverage provisions.
· Single payer- serves the largest number of residents under a single administrative structure.  Excludes certain populations (e.g., Medicaid eligible individuals), but otherwise the risk pool is as large as possible.
· Partially meets this requirement

· GHB – meets this requirement for preventive care and catastrophic care, but has no provision for large risk pools for insurance coverage for routine care.
· Massachusetts plan – insurance rates would be regulated and be community-based with individual premium adjustments for age, geography, family size, and lifestyle choices.

· Allows for risk sharing in general, but also allows insurance companies to distinguish among individuals based upon external factors.

· Does not meet this requirement
· Free market – this option is actually designed to lessen risk sharing and raise costs for older, less healthy individuals. 
Principle #4: Health services delivery systems are responsive to the needs of the community they serve.  Community members collaborate with health care systems to ensure the delivery of appropriate high quality health care services.

Collaboration.  Community members, including patients, participate in the development of health services design, delivery and evaluation.

· None of the plans addresses this issue.  

Collaboration.  The health care system is integrated with community services that promote health, including services that assist people with special needs.

· None of the plans addresses this issue.  

Collaboration. Health information is widely and effectively disseminated (e.g., community newspapers, schools, libraries, on-line, etc.).

· None of the plans addresses this issue.  

· However, WHP would provide enrollees with information about chronic disease management programs.
Accountability.  Financing systems, practitioners, health systems, and public agencies operate transparently.

· None of the plans addresses this issue.  

Accountability.  The health care system collects and publicly reports performance data on access to and quality of care at both the system and provider level.

· None of the plans addresses this issue.  

Principle #5: The best investments are those that prevent disease and promote good health in the most cost-effective manner.
Health promotion.  Local public health and health care services support one another and are part of state, regional and national strategies to increase healthy years lived.

· None of the plans directly addresses this issue. 
· WHP would provide enrollees with information about chronic disease management programs.  

· WHP and single-payer and some of the options under the Massachusetts plan provide comprehensive care, which necessarily includes preventive care.  This type of health coverage supports public health in that the individuals covered can expect an increase in healthy years lived.  However, the connection to public health is not explicitly recognized.
Health promotion.  Health care providers incorporate health promotion strategies in their individual practices.

· None of the plans addresses this issue. 
· Presumably the plans that provide for comprehensive care would incorporate health promotion strategies, but this issue is not explicitly addressed.
Health promotion.  The health care system encourages and provides incentives to patients to actively participate in promoting and maintaining their own health.
· None of the plans addresses this issue. 
Disease prevention.  Evidence-based, preventive services, including screenings and immunizations, are available to all individuals.

· Meets this requirement

· WHP – requires that all plans be comprehensive and provide enrollees with information about chronic disease management programs.  

· Single-payer – provides a comprehensive benefit package to all residents

· GHB – provides preventive care to all residents at no cost

· Partially meets this requirement

· Massachusetts plan -  requires that comprehensive plan be provided for purchase by those who can afford it; however, allows for high-deductible, stripped down plans which necessarily discourage preventive care

· Does not meet this requirement

· Free market - allows for high-deductible, stripped down plans which necessarily discourage preventive care

Principle #6: Health services delivery and financing systems employ strategies, policies, and interventions aimed at achieving health equity.
Achieving health equity.  Health care services are sensitive and responsive to patient needs and cultural norms.  

· None of the plans addresses this issue. 
Achieving health equity.  Health care systems collaborate with local public health, education, social services, and other community-based programs to support state, regional and national strategies to increase healthy years lived and achieve health equity.

· None of the plans addresses this issue. 
Achieving health equity.  Public health system collects and reports data on the health status of the population, with a specific focus on health equity.

· None of the plans addresses this issue
Conclusion

The Principles set clear guidelines for the design of an effective, efficient, and equitable health system.  All of the plans could benefit from adhering closer to them.  
Of the five, the Washington Health Partnership and the single-payer plan most closely meet the Principles.  That said, because of the focus on funding mechanisms rather than health, these two plans still fall short.  They don’t address equitable considerations such as whether services are conveniently located and equitably distributed, or whether facilities have adequate resources to provide preventive, diagnostic and treatment services.  They have unacceptable eligibility requirements (state residency/legal status).  These requirements deny the humanity of undocumented aliens or of individuals who have lived for a short period of time in Washington State.  They also oblige these populations to continue to use emergency services or community clinics for routine care, which increases health care costs overall and places an unreasonable burden on County resources.  Adherence to the Principles would eliminate this loop hole.
Again, because the plans focus on funding mechanisms rather than health, none of them directly addresses whether the services they cover are governed by current scientific and clinical standards (best practices).   The analysis above assumes that several of them do. But, the provision of comprehensive, quality care should be explicit, not a component that proponents hope or assume will be incorporated into a particular plan.  

None of the plans address the importance of community participation.  They do not provide for effective community engagement in designing, implementing, or evaluating the plans.  They do not address: the provision of culturally appropriate care; the broad dissemination of health information to patients and providers; the transparency in operations and cost levels; or the gathering of provider and facility performance data.  
None of them provide for the integration of health and other public services, or integration of individual services with the public health system.  But, perhaps the most troubling omission is the lack of focus on the reduction of health inequities through program design and implementation.  

The legislature could greatly benefit from discussion and incorporation of the Board’s Principles into the five plans.  It is time that improved health, not financing mechanisms, be the focus of health reform.  By changing the focus, and elucidating the elements of effective, efficient, and equitable health care, the Board will be championing what has eluded policymakers so far – health care that does what it’s supposed to do:  make everyone as healthy as possible.
� For a full description of the plans, see, Engrossed Substitute SB 6333.
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