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MINUTES OF THE _SENATE  COMMITTEE ON _PUBLIC HEALTH AND WELFARE

The meeting was called to order by SENATOR ROY M. EHRLICH

Chairperson

at

_10:00 am./pik. on __February 27 191 in room __526=S _ of the Capitol.

All members were present except:

Committee staff present:

Emalene Correll, Legislative Research
Bill Wolff, Legislative Research
Jo Ann Bunten, Committee Secretary

Conferees appearing before the committee:

Senator Doug Walker

Senator Wint Winter

Orville L. Voth, Silver Haried Legislature

Donald A. Wilson, President, Kansas Hospital Association
Jerry Slaughter, Kansas Medical Society

William R. Roy, M.D.,J.D.

Katherine Pyle, Capital City Task Force, AARP

Harold Riehm, Kansas Asosciation of Osteopathic, Medicine
Judith Arentson, Women Retired, Lawrence

Kelly Kultala, National Organization for Women

Charles Dodson, Kansas Association of Public Employees
Myrna Sitringer, League of Women Voters of Kansas

Ralph Wright, Pittsburg, Retired

Chairman Ehrlich called the meeting to order at 10:00 a.m. asking for
approval or correction to the minutes of February 19, 20 and 21, 1991.
Senator Langworthy made the motion to accept the minutes as presented,
seconded by Senator Hayden. Motion carried.

Hearing on:

SB 205 - An act establishing the Kansas health care commission and
providing for the powers, duties and functions thereof;
providing comprehensive, statewide health insurance
coverage for all residents of the state; providing for
the financing thereof.

Senator Walker, principal sponsor of SB 205, submitted written testimony and
spoke in support of the bill. S8SB 205 is based on the Canadian health care
system and provides for access to basic, primary health care services for
every Kansan. Senator Walker stated that SB 205 establishes a 2l-member
Health Care Commission governed by a Board of Directors, which would manage
health care in Kansas. Funding for the plan would require several federal
waivers to allow the state to use Title 19 funds. Under this plan, all
Medicaid and Medicare clients would be indistinguishable from other partici-

pants. He also stated additional funding would come from an income tax sur-—
charge of from 1% to 5%, based on individual income. 1A 10% tax on alcohol

and tobacco products, a 2% tax on interest and dividend income in excess of
$1,000, and an 8% payroll tax on employers would help fund the plan. Senator
Walker explained this was the first plan to be presented to the legislature
that would face most of the problems in health care today. (Attachment 1)
Senator Hayden questioned about rural and urban representation on the policy
making board. .

Unless speartically noted, the mdividual remarks recorded herens ave not
been trnsentbed verbatin, Individual cemarks as reported herein have nat
been sabnttted o the mdividuals appearmg belore the comsmttee for

editing o corrections. P'd.ge 1 Of _3._




CONTINUATION SHEET

MINUTES OF THE SENATE  COMMITTEE ON __PUBLIC HEALTH AND WELFARE

room _226=5 Statehouse, at _10:00 am./g¥. on _February 27, , 1991,

Senator Wint Winter, co-sponsor of the bill, appeared in support of SB 205
stating his reason to introduce the bill was because the health care system
is fundamentally broken. Senator Winter expressed concern regarding the high
number of people not covered by health insurance, the high infant mortality
rate, high number of people denied medical coverage and the closing of
nursing homes that fail to provide health care. He also pointed out the high
cost of medical expenditures by SRS, and SB 205 being the start in reforming
the cost of health care in this state.

Orville L. Voth, Kansas Silver Haired Legislature, submitted written testi-
mony and appeared in support of SB 205 stating affordable health care is
essential for everyone. (Attachment 2)

Donald A. Wilson, Kansas Hospital Association, stated his association recog-
nizes the need for affordable health care for all Kansans, and SB 205 is just
the beginning in solving the problem. He recommended more discussion and
debate take place and the bill be held over for further study. Nine goals
that the new health strategy plan should meet were also explained.
(Attachment 3)

Jerry Slaughter, Kansas Medical Society, presented written testimony and
appeared before the committee stating he applauds the willingness of the
legislature to look at the health insurance system on a broad scale, but
feels the bill should be referred to the Joint Committee on Health Care De-
cisions for the 1990's for further study. (Attachment 4)

William R. Roy, M.D., J.D., presented written testimony and appeared in support
of SB 205 stating the need exists to provide affordable health care services
for everyone. He also stated there are deficiencies in the bill as written.
They include an unnecessary two tier system, something less than a full time
commissioner, coinsurance and maximum pay ceilings that are too high, and the
call for a payroll tax. He stated further that the system should be primarily
financed by health insurance premiums paid by employvers based on wages and
salaries. Because over one-half of the states are considering bills similar
to this one, there is hope for wrenching health care jurisdiction and accom-
panying money away from the federal government and getting it into state hands.
Capitation has already been established for Medicare, and Medicaid monies to
the states already have established formulae. He summaried his testimony by
stating a perfected Walker-Winter bill is the only hope for expanding access,
containing costs, keeping a private health care system and avoiding overt
rationing. (Attachment 5) After committee discussion, Dr. Roy stated the
bill deserves an interim study committee.

Other proponents on SB 205 and submitting written testimony were: Katherine
Pyle, AARP, stated the advantages of the bill for the elderly, (Attachment 6);
Harold Riehm, Kansas Association of Osteopathic Medicine, recommended an
interim study and a series of town meetings throughout Kansas, (Attachment 7);
Judith Arentson, Women Retired of Lawrence, expressed concern for those
without health insurance, (Attachment 8); Kelly Kultala, National Organization
for Women, with a suggested amendment: on page 4, lines 1 and 22, to include
"birth control upon request for all men and women in the state of Kansas",
(Attachment 9); Charles Dodson, KAPE, stated the bill has many unanswered
questions, however, the scope of the changes promoted by this bill are in line
with what will be necessary to grasp a solution, (Attachment 10); Myrna
tringer, League of Women Voters of Kansas, supports the concept of the bill,
specifically under Section 4 (a) 6, and that the state should take the responsi-
bility for devising a plan to care for the medically indigent in Kansas, and
for providing funding and program guidelines for health care and health ed-
ucation, (Atachment 11); Ralph Wright, Pittsburg, expressed his concern of
high cost of health insurance for the elderly and suggested recommendations,
(Attachment 12).

]
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CONTINUATION SHEET

MINUTES OF THE __SENATE COMMITTEE ON PUBLIC HEALTH AND WELFARE

room 2265 Statehouse, at £0:00  am/¥m. on __February 27, 191

Written testimony was submitted by Keith R. Landis, Christian Science
Committee on Publication for Kansas, with suggested amendment that: "The plan
shall include benefits comparable to medical benefits for those who rely

upon spiritual means through prayer alone in accordance with a recognized
religious method of healing permitted under the laws of this state".
(Attachment 13) Also submitting written testimony was Kevin Siek, Kansas
Commission on Disability Concerns, who stated his support of SB 205 regardless
of income or medical condition. (Attachment 14) Charles Konigsberg, Jr.,
Director of Health, Department of Health and Environment, submitted written
testimony and stated four areas of concern: (1) definition of "comprehensive,
necessary health care services for all residents"; (2) how the bill will
impede, not enhance access to care; (3) capacity of the system to absorb

an additional 375,000 patients; and (4) access problems for rural Kansans.
KDHE applauds the effort represented by this bill to cope with the two major
issues of lack of access and skyrocketing health care costs. (Attachment 15)

The meeting was adjourned at 11:05 a.m. with opponents of the bill to be
heard February 28, 1991.
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STATE OF KANSAS

COMMITTEE ASSIGNM.

o0OUG WALKER
MEMBER: CONFIRMATIONS

SENATOR. 12TH DISTRICT - EDUCATION
ki
MIAMI, BOURBON, LINN, St ENERGY AND NATURAL RESOURCES
& - FEDERAL AND STATE AFFAIRS
ANDERSON, ALLEN AND 1 o
itk AR
N | § dulthne 1} PUBLIC HEALTH AND WELFARE
7Ty COE
212 FIRST —_— e 22

OSAWATOMIE, KANSAS 66064
(913) 755-4192 (HOME)
(913) 296-7380 (STATE CAPITOL)

TOPEKA

SENATE CHAMBER

TESTIMONY FAVORING PASSAGE OF SB 205

I wish I could tell you today that SB 205 is a simple little
bill which will solve our health care crisis. I do, in fact,
believe that SB 205 will go a long way in solving our health care
problems -- but it is anything but simple.

This Plan is based on the Canadian system and provides for
access to basic, primary health care services for every Kansan.
Every resident of the State of Kansas will be covered by a Health
Care Plan which excludes no one and, in effect, makes the state a
single group for insurance purposes.

SB 205 establishes a 21-member Health Care Commission,
governed by a Board of Directors, which would manage health care
in Kansas. Section 4 spells out the specific functions of the
Commission. This Commission would manage the Kansas Health Care
trust fund which would be the single source of pavment for all
covered health care services in Kansas. (p.2)

The Commission would negotiate with providers on
reimbursement rates. It will establish budget and policy
guidelines, establish fee schedules, and monitor the Plan and
make any necessary changes in coverage.

The Commission will also appoint an l1l-member Health
Services Subcommittee to determine appropriate levels of coverage

and services to be provided under a two-tiered <coverasge plan.
Senate P H &W
Attachment 2]
2-27-91

Sl



This section of the Plan incorporates part of the philosophy of

the Oregon Plan.

Part 1 coverage 1is to include basic, preventative and
primary health care services. Monies spent under Part 1 coverage
will cover services, prioritized to ©provide the best overall

cost-effective health care system to the greatest number of
individuals. At this time, it is impossible to be specific about
what Part 1 coverage will actually cover, but it would be my
intent to reallocate resources to front end services, such as
prenatal care, prevention of early childhood disease, and early
detection and treatment of diseases.

For every service covered under Part i coverage, a non-
insurable copayment would be required. This copayment would be
based on the individual’s income and is graphed on page 5 of the
bill. The reason for the copayment 1is to put patients back in
touch with the cost of their care, and allow them to make health
care decisions based on the knowledge that their care will cost
them something. This, 4in jtself, should help control over
utilization and abuse. The copayments are on a sliding scale
based on income and there are limits on out of pocket expenses.

Part 2 coverage would be optional, supplemental coverage and
could be purchased from the Plan under a separate system, but
more likely would be purchased from private insurance companies

and would cover procedures and treatments not covered in Part 1.

Again, Part 2 coverage would be determined by the Subcommittee

but I would expect such procedures as transplants and other

exotic treatments would be addressed wunder Part 2 coverage.

/=R



There is also a 12-month waiting period fdr Part 2 coverage 1if
obtained from the Plan.

Hospitals will negotiate with the Plan an annual budget to
cover anticipated services for the next year baséd on past
performance and projected changes 1in price factors and service
levels.

Professional organizations of other providers will negotiate
for services and all providers will be reimbursed at the
negotiated rate.

Funding for the Plan will require several federal waivers to
allow the state to use Title 19 funds. Under this Plan, all
Medicaid and Medicare clients would be indistinguishable from
other participants.

Additional funding for the Plan comes from an income tax
surcharge of from 1% to 5%, again based on individual inccme. A
10% tax on alcohol and tobacco products, a 2% tax on interest and
dividend income in excess of $1,000, and an 8% payroll tax on

employvers will also help fund the Plan. The 8% employver payroll

tax is in line with the amount employers that are currently
providing health insurance benefits pay and, in many cases, it

will be 1less. By having a payroll tax, employers such as WalMart
and McDonalds who hire employees just enough hours to avoid
providing benefits will be reguired to pay. Whether the merchant
employs a person for one hour or for 60 hours, he must still pay
8% of that person’s salary.

This is the first plan presented to the Legislature in which

F.

most of the problems facing health care today are addressed. It



is comprehensive and will fundamentally alter the way we provide
health care in this state.

Thes dintiodwctfon "of"  this bill serves several useful
purposes. SRS SREGE 21t would solve many of the
problems we face today. Second, it puts providers on notice that
we think the current system is definitely broken and must have a
major overhaul to fix it. I believe this Plan 1is that major
overhaul. It is also a message to the federal government. It is
my understanding that 35 states have introduced major health care
reform legislatioﬁ in the past 2 years. Legislation like this
tells +the federal government to give us the waivers and
flexibility to allow us to solve the problem or get its act
together, address it and solve it on the national level.

I truly believe when we eventually get around to reforming
the present system, it will 1look very much like the system

proposed in SB 205.
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SUMNER COUNTY FAMILY CARE CENTER
Joel T. Welgand, M.D.
Larry R, Anderson, M.D.
1323 North A.
Wellington, Kansas 67152
316-326-3301

February 26, 1991

RE: Senate Bill 205

Wwith 500,000 Kansas citizens unable to pufchase health care insurance:
and with traditional health insurance family premiums of $300 per
month, I ask you to consider with me and accept the following premises:

Il

IT.

B

IV.

Vi.

The health care delivery system of the United States of
America is badly out of balance and major restructuring
of health care delivery is mandatory.

Aecess to a basic core of health care services is the right
of every individual.

Health care for the poor should be purchased by funds generated
from income tax revenue.

Medicare health insurance will continue to be funded through
social security contributions, and senior citizens with
financial resources will be expected to pay more of their
future health care costs.

The majority of the remaining individuals should be covered
through employer-purchased or self-purchased health insurance
programs.

A. A basic core of health care services will be the
minimum coverage available. ' '

B. EBmployers or employees wishing higher levels of
coverage will be expected to provide additicnal
premium dollars.

c. Insurance programs should be structured so
as to encourage cost-efficient decisions by health
care consumers and providers

D. Ineurance policies should be available for those
individuals wishing to purchase coverage for any
foreseeable event.

Malpractice tort reform legislation must be expanded to
protect health care providers when services that might
be beneficial for a patient are not provided because the
services are not covered by insurance (as in the Oregon
legislative actions). '

Senate Bill 205 is an aggressive, innovative approach to necessary
health care insurance reform, and I encourage your strong consideration
and support of the concepts contained in this bill. '

Sincerely you

oY%

Lafry R. {anderson, M.D.

ron Jmes
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Our present“torm of health care/insurance "in Kanzas 1is
RILLING U3 and right now it locks like I might be next! In
—

support of the bHill, "Kansas Health Care Act”, please
consider the following article written by me and printed in
the Hutchinson News Western Front this month.

EVERYTHING MUST BE DONE TO INSURE THAT WHOEVEER GETS THE
WELL DOLLARS OVER THE YEARS, MUST BE THE ONE RESPONSIBLE FOR
THE PERSON WHEN HE GETS 3ICK!

Insurance companies have failed to do this, so a State-
wide plan is the only fair way to get everyone into one large
pool that will spread risk and 1 ide care for all. It
would also have the leverage n p control costs.

If I can help in any way.
McFarland, ER 2. Box 77A4A.

R
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arlin M.
9 316-278-2754

Insurance firms unfair to sick people -

» Sure! Sure! If I were an insurance agent
in Kansas, I would be delighted, too, with
the job done by the Kansas insurance
commissioner. His job protects profits for
the insurance companies doing business in
Kansas. He allows them to slide out from
under their contracted risk if losses start
to affect their bottom lines.

Take a look at Kansas health insurance.
Companies are allowed to do business in
the state, then sell out to satellite com-
panies if profits are not good. Those com-
panies fold, leaving all the sick uninsur-
able.

Another method used by the companies
to insure only well people is the tactic of
isolating the insured in small pools. If
someone gets sick in the pool, the insur-
ance company can raise the rate of that
small pool to cover costs (including their
profit). The higher rates encourage the
healthy to drop out, and then rates es-
calate until the sick cannot pay. Then
when they have to drop out, it looks as if
the sick persons withdrew by their own
free choice.

In the wake of both of these practices,a
stream of people is excluded from buying
insurance either because of cost or, worse
yet, because they now are uninsurable due
to an existing health condition.

The insurance companies want to insure
only well people, take the profit, and dump
the sick if they start to become an ex-
pense. Those who are dumped, futilely
spend their life savings trying to pay for
their own health care, but actually use up
only the future security of those they
leave behind. Their effort soon proves
impossible because of jacked-up prices re-
quired by doctors and hospitals trying to
recover costs incurred from the growing
number of those not paying in full. Those
getting services at a reduced rate include:
the growing number of those uninsured,
those who pay for services through Medi-
care/Medicaid, and also certain Blue Cross
policyholders. All these groups require the

health care providers to accept less reim-
bursement than the billed amount. Those
who pay the full amount are the in-
dividuals without insurance or the smaller
insurance companies.

In my case, after paying for health
insurance for 20 some years, my insurance
company dropped everyone in the state.
Trouble is, now I have cancer, and no
company will take me. All my “well dol-
lars” paid in the past went to the insur-
ance company instead of into a “true” pool
for the sick. In effect, I helped them turn

profits while they failed to provide the -

very thing that I bought insurance for —
coverage if or when I got sick. I didn’t
need the coverage while I was well; that
money was intended for the sick. No in-
surance company should ever be allowed
to drop someone, once he or she gets sick,
unless that person is able to find coverage.
The state should implement a method of
making sure that Kansans are getting true
health coverage- and not an insurance
company's money-making scheme!

Sure, I notified the insurance commis-
sioner, but he said that it was all legal.
Some “watchdog”! He led me to believe,
however, that it rarely happened in Kan-
sas. I have since found that it happens
more often than was indicated. In fact, the
number of those who are being canceled or
run off through small-group price jumping,
is rapidly growing in Kansas. This “head-
in-the-sand” tactic from the commis-
sioner's office is not what the people of
Kansas need.

Our “watchdog” needs to get after the
job at hand if he is ever going to shake his
“insurance company pet” image. He needs
to direct the insurance companies away
from their favorite small-group pool con-
cept of insurance. Those small groups are
a good deal only until there is one illness,
and then the premiums jump sky-high and
those who are healthy jump off, leaving
the sick to cover themselves.

The health care problem in Kansas is

growing, and it won’t go away soon. Com-
pared with other states, we are behind in
trying to do something about the situation.
Many states have a highrisk pool, which
requires all insurance companies (that do
business in the state) to take on a few of
the customers dropped when a company
quits or goes out of business. But such a
pool would be worthless if the insurance
companies could just drop their sick peo-
ple into it while keeping those who are
healthy.

Oregon is experimenting with a plan to
cover everyone in the state, a plan pat-
terned somewhat after the successful Ca-
nadian health care system. In 1965, Can-
ada and the U.S. were spending about the
same percentage — 6 percent — of their
gross national products on health care.
Since then, with the U.S. retaining the
private insurance route, we spend over 11
percent of our GNP on care, compared to
Canada's 8 percent. - "

Canada’'a people-oriented system is
costing each person only $30 per month,
and everyone is covered. All doctors’ vis-
its and medicine are included. A vast
majority of people like the system and the
care given. The facts show that Canada is
beating the U.S. in results at both ends of
the life span, with fewer infant deaths and
a longer life expectancy.

Of all the industrialized nations, only the
U.S. and South Africa fail to provide
access to health care for all their citizens.
Yet we rank 12th in life expectancy an
21st in stopping infant deaths. »

According to Dr. Jane Fulton, a profes-
sor of health policy at the University of
Ottawa, “In the next decade, if you don’t
have a national health system, the insur-
ance companies will continue to selectively-
deinsure. No matter how many premiums
you've paid, you'll never know if you'll be

next!” S
MARLIN McFARLAND'
Sterlin
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States must initiate national health care

By GEORGE A. SILVER

L.A. Times-Washington Post Service

f we want a national health program —

and it is clear from polls over the years
that most Americans do — we're going about it
the wrong way. It is not oply Congress to which
demands should be addressed, but stafe legisla-
tures as well. Those who call for a national
health program have for nearly a century stub-
bornly concentrated on getting Congress to ini-
tiate it. In doing so, they have ignored 200 years
of American history. You'd think they would
have caught on by now Lo the futility of this
approach.

Agitation for a national health program be-
gan in 1907, and bills have been introduced
nearly every year since 1916. Not one of them
has ever gotten out of committee. One adminis-
tration after another has recommended nation-
al health insurance legislation, and Congress
has received dozens of reports proposing such
action over the years. The latest such episode is
the report issued by the Pepper Committee,
which was pronounced “dead on arrival” by
-members of the committee itself,

It follows the Report of the National Lead-
-ership Commission on Health Care this past
year and will join it in the collection of forgot-
len proposals gathering dust on library shelves.

On the heels of this congressional report pro-
.posing a national health program, President
Bush asked the secretary of health and human
services, Louis Sullivan, to undertake another
study” and come up with a recommendation
for & national health program. Dr. Sullivan will
probably devote a year or so and several mil-
Jlion dollars to producing another Congress-fo-
‘cused propusal to join in the archives the Wag-
;jner-Murray-Dingell bills, the Truman Report,
:the Eisenhower administration's “Goals for
mericans,” the Johnson administration's
"Health Manpower Report,” Walter Reuther's
"Health Security bill," the Kennedy-Mills bill,
‘and the Rockefeller Committee Report.

It has become increasingly clear that the

R S R
Trying social policy at a lesser

level before making it national
policy was considered a
stroke of genius.

present system is inequitable and irrational,
denies access to millions of poor and minority
citizens and suffers from uncontrollable costs
and quality constraints. A program that will
benefit all Americans — which means a nation-

al program — is unquestionably necessary.

However, historically, national health and wel-
fare legislation does not begin with congressio-
nal action; it ends there. )
Welfare and health services were intended to
be initiated in the states, as ordered in the 10th
Amendment to the Constitution: “The powers
not delegated to the United States by the Consti-
tution, nor prohibited by it to the states, are
reserved to the states.,” Health and welfare
were not mentioned as federal objectives in the
Constitution. When welfare and health legisla-
tion begin in the states, the effects of the laws
are lested and the laws amended, refined and
polished there. After their utility and value are
demonstrated, the state benefits are extended,
by congressional action, to the entire nation.
For example, the elements of Social Security
law existed in 24 states before the national
Social Security Act was passed in 1935. The U.S.
Congress didn't pass child labor legislation until
1912, yet by 1897 28 states already had child
labor laws. The innovative American idea of
trying a social policy at a lesser level before
making it national policy was considered a
stroke of genius by 19th century observers, The
British scholar, Lord Bryce, commented, “A
comparatively small commonwealth like an
American stale easily makes and unmakes its
laws; mistakes are not serious, for they are
soon corrected; other slates profit by the expe-
rience of a law or a method which has worked
well or ill in the state thal has tried it.”
Justice Brandeis implied that state initiatives

might actually be requirements for eventual
national action. “It is one of the happy incidents
of the federal system that a single courageous
state may, if its citizens so choose, serve as a
laboratory and try novel social and economic
experiments without risk to the rest of the
country.” :

Alice Rivlin, political and economic scholar,
recommends strongly that- social “innovation
should be tried in enough places to establish its
capacity to make a difference and the condi-
tions under which it works best.”

Where Congress has taken the initiative with-
out previous state laws as guides — as in the
Medicare law, which had no state model — the
law is constantly being amended and is mired
in controversy. The failure of states to under-
take a first step in these times of enormous
medical-care costs may be the result of lack of
federal support. There are so many bits and
pieces of health-services responsibility, all with
separate funding and administration, that a new
law would only be an added financial burden. If
this factor were taken into consideration, an

effort to fashion a_national health program _

could be undertakep by_Congress _and_some
st .

Dr. Sullivan can, if he chooses, take account
of legislative history and recommend the tradi-
tional approach by encouraging initiation of
trial programs in one or more states. His report
could propose substantial financial support for
a state or states that wish to undertake pilot
programs of state comprehensive health ser-
vices, providing universal eligibility, The expe-
rience gained from the state programs in deliv-
ering a satisfactory level of medical care, in
efficient and economical payment mechanisms
and in quality would be used as the framework
for the national health program everyone des-
perately wants. In this way we might indeed
have a national health program in the 2lst
century.

George A. Silver, emeritus professor of public
health at Yale, is writing a history of health
policy in the United States.
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. UNIVERSAL HEALTH INSURANCE: ITS
TIME HAS COME

Ovenr a year ago I said that “we urgently need a
new and more comprehensive approach to health poli-
¢y . . ."” and noted that the National Leadership
Commission on Health Care was planning 1o propose
such an approach by the end of 1988.*

The Commission's report has not been released as
of this writing, and when it is 1 expect to comment
further. In the meantime, the Jfournal has published
two other important contributions on this subject. In
this issue and the last is a (wo-part description hy
Professor Alain Enthaven of his "Consumer-Choice
Health Plan for the 1990s," This week we also publish
a paper entitled “A National Health Program for the
United States” by a group of physicians calling them-
selves “Physicians for a National Health Program.”
Both articles olfer the outlines of a universal health
insurance system designed to promote adequate cov-
erage for all Americans, regardless of income or em-

ployment,

The Enthoven proposal is based on qualified man-
aged care health plans that would compete for con-
tracts with employers or state-level “public sponsors.”
The plans would presumably pay the hospitals. (Hos-
pitals would also be paid by Medicare and Medicaid,
which would continue under this proposal.) Employ-
ers would be required 1o cover all Tull-time employces
and to pay an 8 percent payroll tax on the wages of all
uncovered employees. Everyone not covered through
employment would have te contribute through the in-
come tax. Eighty percent of the average cost of premi-
ums lor basic approved coverage would be subsidized
by the system, with the difference paid by beneliciarics
according to their means; those with incomes below
the poverty level would he totally subsidized hy gov-
ernment, All costs of any more expensive coverage
chosen by beneliciarics would be their responsibility.

*Relman AS. The National Leadenhip Commussion on Healih Care. N Engt}
Med 1987: 317:706-7,

Paoseective aushars shauld consult “Informanion lur Aushors.” w hith ap-
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Editurial Ofice taddeess Dietow |,
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N . LTt wa e other
Wid, proposes a single public insurance system that

would pay all health care costs from a common pool
drawn at first from present mixed sources, i lpoo
recommendation that (he [, : 'm showng
' t the lederal gon crnment should
ultimately assume 1o1a] responsibility, Staie
H‘cahh Program Payment Boards™
with all providers, paving hospitals
sum (plus separately l')udﬁurd ¢
whilc physicians would be paid ¢
plified binding fee schedule” or through salaries firc
HMOs'lhul contracted with the pavment hoardy ;::
lhc.drh.\'cry of comprehensive care on a cn})it.ﬁion
basis. Copavments or deductibles would be recuired
but coverage wauld be camplete und totally funded by
the nationul procram. Privage healily insur';\nrc would
be gradually phased our, xisting for-prafit providers
waulfJ be compensated by the pn;'mcnl boards, but no
new tnvestor-owned providers would be ;ullmv‘cd.
Fhere are Important differences beiweern the
apprua‘\clfcs. Enthoven's (ries 10 maintain the
phfrahsuc insurance network while providing for
universal basje coverage and moving owird & tn\'c-
maiagement, prospective-pavment system, The \l
tonal Health Program apis for o mn.umpsnuiuic l‘Jll‘i-
\'crsul-t:‘m'cragc insurance plan that wauld p:l‘\‘ for all
care without specifying how it shauld e provided
Neither anc represents the socialization of health
care, hecause the rovernment would not vwn or n')cn
ate hczallh care facilities or employ physicians. H'mv-
ever, it seems likely that under cither ‘propusal there
would he major changes in the way most physicians
wuulq be paid. Salaried Rroup practice would ('ﬁspl.tcc
solo fee-fur-service practice as the primary nrl;'lll"c-
ment because the latger would not be as com )(:til?\'
cconomically, ' ¢
These two proposals are not the firse plans for upi.
versal health insurance 1o be advanced, nor will they
be the last. It is hard 1 predict their fate, but i js safe
lo say thal lhcy and others like them \\'i'l! reccive m

"National
waould nevotiate
S an annual lump
apital expenditurcs),
ither through a “sim.

5C Iwo
present

!'or Ways 1o repair or replace our present disastrously
mad_cqua(c health care financing system. In my view
nothing short of a comprehensive pian. which includcs'
Improved technology assessment and malpraciice re-
ff)rm as well as other reforms in medical praciice, js
llkcly.lo achieve the goals of universal access c'ost
containment, and preservation of quality that c'vcry-
oneseems to want, The National Lcadcrsiuip Commis-
slon’s report will address these wider issues,

_ Physncgans will have to play an aciive and construc-
tve partin shaping a new heali care system, hecause
no comprehensive arrangement is likely 1o succeed
wuhouf their cooperation. Now is the time for our
profcs§non o make common cause with guvernment
and with (.hc major private payers in sccki;ug solutions
f(o awprcssmg social problem that is not goiﬁg 1o solve
itsell,

ARNOLD §. ReLman, M.D,
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estimony before the Senate Public Health & Welfare Committee
oncerning SB 203.

ebruary 27, 1991

Orville L. Voth, Speaker, Kansas Silver Haired Legislature.

Ordinarily when I offer testimony as a.prgpeﬁéht ®f a piece of
legislation I intend to give as unqualTTled support, together
with adequate justification, as I can-representing the views of
my constituency as I understand them. In the case of SB 203,
however, I must limit endorsement to supporting the plan in
principle. I represent the SHL today and that group has
endorsed the idea of a comprehensive or universal health care
system at the national level, largely I think, because that
seemed more financially feasible. But the principle 1is
essentially the same whether state or federally financed. We
support the principle that affordable health care must be
available to everyone.

There can be no doubt that the 'winds of change' in the health
care system are blowing steadily and more strongly each
vear.Last year the Silver Haired Legislature wouldn't touch the
issue. This year our SHL 711 passed by a two—thirds majority.
Perhaps more weighty as signals of such change is the fact that
over half of the nation's state legislatures have introduced
proposals for public insurance, single—payer health care
systems. The American College of Physicians and Physicians for
a National Health Program have conducted studies, established
criterea and made recommendations for such a health care
system. On second thought, the SHL reversal of opinion on this
issue over the last year may be quite significant in that it
signals the readiness of people for major changes in the health
care system...an openess that may be underestimated by
legislators.

SB 205 is an excellent thrust in the right direction and
warrants careful study and discussion. I agree with a recen
statement by Dr. Bill Roy., “Senators Walker and Winter are on
to something big...I believe the principles are correct.” I
urge you not to let this effort die in committee but., rather,
that you keep alive and healthy, the principles of SB 205.

Senate P H&W
Attachment #2
2-27-91
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! KAL AOSPITALlﬂ Memorandum

ASSOCIATION L

Donald A. Wilson

President

February 26, 1991

TO: ~Senate Public Health and Welfare Committee

FROM: Kansas Hospital Association

RE: SENATE BILL 205

The Kansas Hospital Association appreciates the opportunity to
comment regarding the provisions of Senate Bill 205. This bill would establish
a program whereby all Kansans would have access to health insurance.

The problems facing our health care system are well documented.
Hundreds of thousands of Kansans are without health insurance. Public
programs cover only a portion of those persons with incomes below the federal
poverty level. The cost of health care continues to rise at what most consider
to be an unacceptable level. The cost of health care insurance for those who
have it rises at an even higher level. Perhaps as important as any factor, our
infant mortality rate does not compare favorably with that of many countries.

The question facing policymakers in the decade of the 1990s is not
whether our health care system is broken; rather, the central issue is how to fix
it. Senate Bill 205 provides a starting point for those discussions in Kansas.
We support the central concepts behind Senate Bill 205 -- first, that all
Kansans should have access to adequate and affordable health insurance; and
second, that solutions to the problems faced by our current health delivery
system should be part of a comprehensive plan addressing all aspects of the
issue. :
Certainly many of the particulars of SB 205 would need to be
considered in more detail. For example, we believe that any health care system
reform scenario should build on the strengths of a pluralistic health care
delivery and financing system with a strategy for enhancing access to affordable,
quality health care for all. Health care in a country as culturally diverse as
ours is very much a local affair. What will work well in certain communities
may be totally unfeasible or ill-advised in others. While the administrative

Senate P H&W
Attachment #3

1263 Topeka Avenue « PO, Box 2308 « Topeka, Kansas 66601 « (913) 233-7436 « FAXYF 258-6955

..... - o

{1



NINE GOALS THAT A NEW HEALTH STRATEGY
PLAN SHOULD MEET

Essential services available to all: All individuals will have access to at least
basic health care services.

High quality: Delivery and financing arrangements will (1) ensure the effective
management of medical conditions, particularly the coordination of care among
providers and over time; (2) promote continuous improvement in the quality of care.
Affordable: Patients and their purchasers will be able to select benefits and delivery
arrangements that emphasize value, enabling them to obtain the kind of care for
which they are willing and able to pay.

Adequately and fairly financed: In order to eliminate cost-shifting, any public or
private financing arrangement must itself bear the cost of the services provided to
its enrollees or beneficiaries under the benefits it promises.

Efficiently delivered: Delivery and financing systems will align the incentives of
all providers wherever feasible to promote continuous improvement in the efficient
use of resources to restore or preserve health, eliminating conflicts of interest and
unnecessary duplication of services.

Community focused/patient centered: Delivery and financing arrangements will
be managed at the local level, recognizing appropriate community variations in
medical practice consistent with: national standards for appropriate/effective
treatment; health care needs; and resource availability.

In sufficient supply for timely access: Delivery and financing arrangements will
allow enrollees or beneficiaries to obtain care when and where it is most likely to
change the course of a disease or prevent avoidable morbidity or mortality.
User-friendly: Delivery and financing arrangements will enable patients, providers,
and purchasers to obtain, deliver, and pay for care with minimum uncertainty and
confusion; paperwork will be kept to a minimum.

Conducive to innovation: Delivery and financing systems will promote
development and dissemination of new and more effective methods of treating and

preventing illnesses and delivering services.

* AHA: A NATIONAL HEALTH CARE STRATEGY:

A PLAN FOR CHANGE



Memo to Senate Public Health and Welfare Committee
February 26, 1991
Page 2

costs of a pluralistic system of financing might be higher than a single
governmental system such as Canada’s, a pluralistic system of financing not
only spurs innovation, but it enables health care costs to be spread among
individuals, business, and government, rather than placing a single, massive
burden on one funding source. More importantly, pluralistic financing facilitates
local control over health care delivery, acknowledging variations in each area’s
resources and priorities.

The point, however, is that Senate Bill 205 is a beginning. Clearly,
many discussions, debates and decisions must take place between now and the
time a comprehensive plan is adopted. It is time for that process to begin.

In light of the fact that clearly no consensus can or will be reached
this session on a comprehensive health care package, we recommend that SB
205 be held for further study.

Thank you for your consideration of our comments.



%
VS
KANSAS MEDICAL SOCIETY

1300 Topeka Avenue o Topeka, Kansas 66612 « (913) 235-2383
Kansas WATS 800-332-0156 FAX 913-235-5114

February 27, 1991

TO: Senate Public Health and Welfare Comm_ittee

FROM: Kansas Medical Society /)/[//6

SUBJECT: Senate Bill 205; Access to Health Care

The Kansas Medical Society appreciates the opportunity to offer comments on
SB 205, and the subject of health care insurance generally. The discussions
surrounding availability and affordability of health care are not new, but are
certainly more pronounced in recent times. Additionally, cost and access con-
siderations are always interrelated.

In fact, one cannot adequately evaluate the problem of cost and access to
care without taking a comprehensive look at the whole system. Every change that
is imposed upon the health care system will have some resultant effect. For
example, mandating benefits extends health care services to populations who
might not otherwise have access to such services, but there is a corresponding
cost. Another example is differential reimbursement rates in federal programs
which discriminate against rural providers of care, thus providing disincentives
for health care personnel and institutions to develop in rural areas.

The economic system in which health care is delivered in our country is
unlike almost any other. The "consumer" (patient) is seldom the payor, as the
overwhelming majority of care is purchased by third parties, whether they be
health insurers, self-insured employer groups, government, etc. As government
has become a larger purchaser of health care, it has discounted payments to pro-
viders in an effort to contain costs, which has resulted in enormous cost trans-
fers to other payors in the private sector.

The growth of alternatives to traditional indemnity insurance, such as

- HMOs, PPOs and the whole array of "managed care" health plans have also had an
effect. While some subsets of our population have benefitted from these alter-
natives, it can be argued that costs for the rest of the population have
increased, as the base of population left in traditional plans has shrunk,

making the risk-sharing pool smaller.

What about our ability to pay for advancing technology? Certainly, tech-
nology has been one of the key factors which have driven up health costs in
recent years. However, technology has made it possible to extend lives and save
lives where just a short time ago there was no hope. Add to this the
demographic trends in our country which show a rapidly growing aged population,
and one can only guess at the impact a graying America will have on an already
technology-intensive health care delivery system.

Senate P H&W
Attachment #:4
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Testimony of Senate Bill 205

Senate Public Health and Welfare Committee
February 27, 1991

Page Two

Some argue for expenditure limits and rationing of health care through some
national or regional plan. As an academic exercise the concept seems fairly
straightforward and simple. Yet to implement such a system in contemporary
American culture where expectations and demands are high for access to a plural-
istic system, would be difficult, if not impossible.

We applaud the willingness of the Legislature to look at our health
insurance system on a broad scale. But, if you are looking for quick fixes or
simple solutions, you simply will not find any. Countless study commissions and
organizations countrywide for years have been wrestling with the difficult
problems which surround the delivery of health care in our country. The
problems are systemic, and have developed over several decades in an environment
of the mixed messages which come from alternating incentives created by govern-
ment regulation and market forces.

The provisions of SB 205, if enacted, would presumably address some of the
major problems in our health care system. Those who are "uninsurable" (rejected
by commercial carriers) would no longer be discriminated against, Medical
Assistance patients would receive the same coverage as the rest of us, and
thousands of Kansans who are currently medically indigent would be insured.
These things would be accomplished by scrapping the traditional insurance mecha-
nism and replacing it with a state agency. Because this concept would make such
sweeping changes in both the financing and delivery of services, we cannot
endorse the concept without thorough study. Yet, SB 205 serves as an excellent
framework for substantive discussion. We compliment the authors for raising the
important issues contained in SB 205, and we respectfully recommend that this
bill be referred to the Joint Committee on Health Care Decisions for the 1990s
to be a part of a comprehensive study on the structure of the health insurance
system in Kansas. Thank you for the opportunity to present these comments.

CW:ns
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Cure for unhealthy system

@ Health care in
Kansas costs as much
as all state and local
government

I will spare you an essay “On
becoming 65 years of age” (as
of Feb. 23), because Roger Rosen-
blatt I am not.
And Jane says
all of those es-
says have been
written.

I will men-
tion, however,
that Part B of

ums for physi-

cians’ fees, and

‘Plan 65, a Medi-

care supple-

ment, add up to
$170 per month,
$2,040 per year;
that the median
income for citi-
zens over 65 is less than $14,000 per
year; that the average Medicare re-
cipient pays over one-half of his or
her medical bills out of pocket; that
Medicare recipients spent more than
one-half of their Social Security in-
come on medical bills; and that our
older citizens are paying a greater
portion of their income for health
care than they were before the es-
tablishment of Medicare over 25
years ago.

But Medicare recipients are better
off than Esther and Tom Harold in

Osage City who write, “We (are) in

" this awkward 50s age, before Medi-
care,” and “cannot afford the $1,034

_ per month health insurance and are

. going to cancel. It is very scary to
think of being without coverage.”

. The Harolds began private family
coverage when “Tom lost his man-
agement job after 23 years with a
prestigious Kansas City-based manu-
facturer. ... This was 1986 ... and the
cost at that time was $1,296 per six
month period.”

With the nearly five-fold increase

. in premiums in five years the Har- .

. olds are priced out of the insurance

 market. They have searched dili-

- gently for alternative health insur-

" ance, but all would exclude pre-exis-

. ting conditions and were “not worth
taking the policy.”

So here we have management
class folks, now self-employed, who,
through no fault of their own, are
left out of our present entrepreneu-
rial-free market health care system.
They represent another nail in the
coffin of America’s overpriced, but
often brutalizing, health care sys-
tem.

Until someone shows me an alter-

_ native, I will contend we must go to

Medicare premi-

a public insurance model system, so
let’s look at the flow of the nation’s
660 billion health care dollars and
our state’s 6.6 billion health care
dollars.

Here there is real sticker shock,
because health care in Kansas today
costs as much as all state and local
government.

Yes, health care in Kansas in 1990
costs as much as primary and sec-
ondary education, plus state univer-
sities and community colleges; all
law enforcement, sheriffs and city
police and the Kansas Bureau of In-
vestigation; all prisons and jails; all
county roads and state highways; all
z00s, city and state parks and recre-
ational facilities; all welfare other
than health care; the cost of running
the city, county and state govern-
ments; economic development, and
too many other things to print in 800
words. :

The 50 state and all local govern-
ments cost 14.6 percent of the na-
tion’s gross national product, the
value of all goods and services. But
at least 20 percent of this 14.6 per-

‘cent is spent on health care.

Thus the cost of local and state
government without the health com-
ponent is about 12 percent — the
identical amount this nation is
spending for health care. Next year
health care will surge ahead in costs
and with current trends will cost 1%
times the cost of state and local
government by the end of the de-
cade.

When we talk about the state pay-
ing for nearly all health care in a
public insurance model, we are
talking about doubling state expendi-
tures! So that fact must be presented
first, not glossed over or obscured.

If the nation spent $660 billion, the
generally accepted number, for
health care in 1990, then Kansas,
with 1 percent of the population,
should have spent $6.6 billion. We
may have spent less, because our
cost of living is less and we have a
high percent of uninsured — or we
may have spent more, because we
have a relatively high percent of
elderly.

Surprisingly, it isn’t difficult to
add up health care expenditures in
Kansas to 100 percent of $6.6 billion.
The state has issued a paper indicat-
ing it is spending $1.03 billion on
health. Most of it, $409,406,086
(1990) is for Medicaid, an expensive
but woefully inadequate program for
the categorical poor. About $127
million is for health insurance for
state employees, and the rest is for
education of health professionals,
state institutions and a lot of other
things.

State expenditures, which include
the federal match for Medicaid, rep-
resent more than 15 percent of
health care expenditures in Kansas.

Employers are paying more, $2.2

billion, 33 percent. Remember Iola
publisher Emerson Lynn's twice
profits for health insurance and
state Sen. Dick Bond’s neighbor, the
clothier, who pays $10,800 per em-
ployee per year.

But this one-third of Kansas’
health expenditures, $2.2 billion, is
distributed very unfairly. For exam-
ple, fast-food restaurants are paying
nothing for most of their employees.
Some three-quarters of those without
health insurance are frying ham-
burgers or doing similar near mini-
mum wage jobs.

Another $1.8 billion is said to
come out of pocket in direct pay-
ments — accounting for 27 percent.
For comparison, this is an amount
equal to over two-thirds of all taxes
collected by the state of Kansas in
1990.

The federal government, if we use
just the 1 percent ratio of Kansas’
population, is channeling over $1 bil-
lion into the state for Medicare Pay-
ments. Thus we find another 15 per-
cent of the $6.6 billion and reach a
total of $6 billion dollars.

The other $600 million is expend-
ed for health care by the federal
government. There are large Veter-
ans Administration hospitals in the
state, expenditures for the military
personnel and dependents at Fort
Riley, ete., federal research and edu-
cation grants and other initiatives.

Governments at the federal, state
and local level account for over 40
percent of health expenditures. The
above $2 billion accounting for
Medicare and Medicaid in Kansas
falls $600 million short of the $2.6
billion, 40 percent portion of the $6.6
billion total Kansas expenditures,
for which I am accounting. Throw
that in, as I did above, and we come
out right on the button.

There it is, $6.6 billion in 1990
health care expenditures for Kansas
— all paid by you, 2.5 million fellow
Kansans, at a rate of $2,640 per year
for every man, woman and child.

Incidentally, 1990's $6.6 billion of
health expenditures equals 14 per-
cent of Kansas’ 1988 $45.852 billion
state domestic product and over 30

percent of Kansas’ 1989 covered em- -

ployees’ wages of $20.2 billion.

All of you are paying something, if
only sales taxes, that pays for
health care. Many of you are paying
too much. And 500,000 of you have
no health insurance or Medicare or
Medicaid — and the kids are sick
and the wife is pregnant.

This wasteful, inequitable, unfair
system calls out for dramatic
change. That is why the Kansas Sen-
ate is holding hearings this week on
a state universal, single payor health
insurance bill.

Bill Roy is a local retired physi-
cian and former member of Con-
gress.
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TESTIMONY IN FAVOR OF SENATE BILL 205

February 26, 1991

My name is Katherine Pyle. 1I-represent the Capital City Task Force
and the State Legislative Committee of the Kansas AARP. Thank you for
allowing me to offer my support for Senate Bill 205, the Kansas Health
Care Act.

Oour organization is convinced that access to health care, as well
as the financing of health care, will constitute a major problem for the
state and the nation throughout the 1990s. Four of the five legislative
priorities established by AARP in Kansas this year deal with problems of
the health care system. AARP is sponsoring a series of forums across
Kansas and the nation to familiarize our members with the health care
crisis and with the wide range of solutions that have been proposed to
address that crisis. We believe that the disarray in our health care
system has reached the point that something must be done about it soon.
Therefore, we were delighted to learn that Senators Walker and Winter
have submitted Senate Bill 205 to combat the rising costs and the
striking inequities of our system of health care. :

The advantages of this bill are many:

--The bill promises to put a brake on the rapidly escalating price of
health care in the state by assigning to the health care commission
the responsibility for approving new health care facilities, for
approving the purchase of costly technology, and for negotiating
the level of health care costs with institutions and professional

organizations,

--The bill promises to reduce dramatically the amount of costly paper
work that will be required of health care providers and third party
payers by establishing the health care commission as the single
agent for payment of health care costs covered under Part 1 of the

program.

--The bill will provide access to health care for individuals who are
not now covered by adequate health insurance--comprising some 15%
of our population--by including the entire population of the state
within the program. Access to health care for those not adequately
covered by insurance was one of the 1991 legislative priorities of
the Kansas AARP.

--The bill commits the state to reliance on community-based long-term
care, as compared to institutional care; this will rectify our
present situation in which 92% of the funds spent on long-term care
goes to nursing homes and related institutions. This change was
another of our legislative priorities for 1991.

--By requiring the health care commission to collect data on the cost-
effectiveness of health care providers, facilities, treatments, and
technology, the bill suggests establishing a system for collecting
and disseminating information regarding prices, quality of care,

Senate P H&W
1 Attachment #6
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and patterns of use. Still another of our legislative priorities
was the establishment of such a data collectlon system.

-—The bill implies that the state will receive its full share of
federal assistance for health care costs by directing the
department of social and rehabilitation services to identify

_federal programs that provide federal funds for payment of health
-care services to individuals. Yet another of our legislative
priorities was obtaining increased federal support for needed
health care services in the state.

These and other provisions of the bill convince us that this is a
major and much-needed step toward establishing in Kansas a rational and
cost-effective health care system. We do have grave misgivings about
one aspect of the bill: the establishment of a two-tiered health care
system. Such a system will impede access by the poor, as compared to
the well-to-do, to important health care services, thereby perpetuating
some of the inequities of the present system. Despite this reservation,
ve applaud the introduction of Senate Bill 205. It is an important step
toward an improved system of health care in the state. We strongly urge
its approval by this committee.

-2



hansas Association wi Osteopathic Medicine

Harold E. Riehm, Executive Director 1260 S.W. Topeka

Subjeﬁt:

Topeka, Kansas 66612

February 27, 1991 (913) 234-5563

Chairman Ehrlich and Members, Senate Public Health Committee
Harold Riehm,; Kansas Assoc. of Osteopathic Medicine

Comments -- and Support of Concept -- S.B. 205

We think S.B. 205 is an innovative and much needed starting point for discussion
of a comprehensive plan to address health care problems, including the delivery of
services, in the State of Kansas.:As:a starting point, it, of course, poses many

problems.

But we hope it commences the slow and deliberate process that will be

necessary to comprehensively address these problems.

KAOM would recommend two subsequent follow-throughs:

(1)

. (2)

First, that S.B. 205 serve as a focal point for an Interim Study

to review its application, implications and feasibility. Further,
additional plans should be heard. The emphasis, however, should be
on a comprehensive plan, rather than a piecemeal approach as has
characterized past efforts.

It is imperative, we think, that citizens of Kansas be brought into

the planning process at the earliest possible time. KAOM would suggest
a series of "TOWN MEETINGS" throughout Kansas, perhaps also commencing
this summer, complementary to Legislative consideration. We would

be pleased to participate in such meetings.

Again, we would raise numerous questions about specific provisions of S.B. 205
but that does not mean our opposition to the overall objective. We think it an
excellent place to begin!

Thank you for this opportunity to comment on S.B. 205.

Senate P H&W
Attachment #7
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My name is Judith Arentson. | have lived in Lawrence, Kansas tor

34 years. | have been living as a single since 1984, when | divorced after
25 years of marriage. | have four adult children one of whom is a single
adult son who is mentally ill. My ex-husband and | were self employed in

sales for most of our married life with our business run out of our family
home in Lawrence. My ex-husband moved to south Texas and the business
was liquidated. | faced a forced retirement.

| am here today because | feel led to speak out as a victim who falls
into an _expensive crack with health insurance. | am currently in the big
insurace cost category of 58 plus years. My current Blue Cross and Blue
Shield plan - privately arranged for with no dental, no out patient prescrip-
tion drugs and a $1,000 deductible, costs me a staggering $263. a month.

This figure will move up to $300 plus when | reach 60 in 1992. In 1987, |
was paying $I52 a month, so in five years my premium will be doubled!

| underwent serious major surgery in 1981 at KUMC and another surgery in
1988. Needless to say, | am now running scared. | have shopped around,
but with pre-existing medical problems, | cannot get good coverage elsewhere.
| cannot get medicare until age 65 or until a status of disability exists.

| have friends in similar circumstances who carry no or very inadequate
medical insurance and pray they don't get sick.  We all agree that a major
illness or accident can wipe out your assets pretty fast. Now some of us can
also add that the health insurance premiums will wipe us out slowly, too.

Medical costs across the board keep es.calating annually at a much higher
rate than inflation. A person like myself on a fixed income cannot afford rising
medical insurance costs that must keep abreast of sky-rocketing hospital, drug,
physician and lab costs.

What is desperately needed is a well thought out, comprehensive and
affordable health insurance coverage plan for all citizens regardless of personal
circumstances. | don't mind paying a reasonable amount of my income for health
insurance, but what | am currently paying reflects a health insurance care system
gone haywire with escalating costs. | feel victimized and discriminated against
with no voice or opportunity for justice until this moment today. Please let our
Kansas legislators create a comprehensive plan starting with SB 205 to include
everyone in ‘a design to equitably distribute health care insurance costs among
all its citizens without discrimination. Thank you for this opportunity to share
My ‘GO Senate P H’&W
Judith Arentson Attachment #8
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To: Senate Public rnealth & Welfare Comm.ctee

-
KANSAS m“ ?\ Re: S.B. 205
Al 1A From: Kelly Kultala - National Organization

Né——“‘it—i;—.;h for Women

The National Organization for Women wholeheartedly supports
S.B. 205. This bill would provide statewide health insurance
coverage for all residents of the state of Kansas. This is a bill
whose time has come. Health care costs keep rising, making access
a luxury instead of a basic right.

In 1987 the Federal Department of Health and Human Services compilec
statistics from the National Medical Expenditure Survey (NMES) in regards
to "A Profile of Uninsured Americans." The NMES survey indicated that
177 million Americans in the civilian, non-institutionalized population
were covered by private health insurance and 24 million were covered
by public programs. This left 37 million people uninsured in early
1987, representing 15.5 % of the population.

Gaps in insurance coverage were found among young adults, blacks
and Hispanics, the unmarried and in families without a working adult.
Low-wage or part-time workers, the self-employed, workers in industries
with seasonal or temporary employment, and employees of small firms
were likewise at higher than average risk of being uninsured. As much
as 25% of adult workers under age 65 and their families lacked work-

related coverage through employers or labor unions.

As members of this committee you will probably hear from big
insurance companies telling you this plan can't work. Businesses
across the state will tell you that they shouldn't be mandated to
pay a surcharge to help fund this project or they just don't want to
be told what benefits to offer their employees. And I'm sure that
the Social and Rehabilitation Services Agency will kick and scream
about losing certain federal funds that will in turn be deposited
to the state treasury to be used by this to be established, Kansas

health care trust fund.

However, it is imperative that you pay attention to the statistics
and listen to the people of Kansas. They are the ones who need your
help and your representation at the State Capitol.

In conclusion, we would like to make a suggestion on page 4,
lLinesu2le 220 Where the line says "...increased reliance on
primary and preventive care..." it should include "... birth control

upon request for all men and women in the State of Kansas."

Senate P H&W
Attachment #9
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KANSAS
ASSOCIATION OF
PUBLIC EMPLOYEES

Presentation to
Committee on Public Health and Welfare
by
Charles Dodson
Kansas Association of Public Employees

Mr. Chairman, members of the Committee, thank you for giving me
the opportunity to briefly speak in favor of far-reaching changes
to our health care funding system. I cannot claim to be
knowledgeable as to the changes necessary.

The bill before you today leaves me with many unanswered
questions. However, the scope of the changes promoted by this
SB 205 are probably in line with what will be necessary to grasp a

solution.

I am aware that hundreds of state employees do not have insurance
coverage for their families. They simply can't afford it. Yet
the premium for state workers is modest by many private sector
policy standards. We are rapidly approaching the time when two
people in each family will be required to work - one for income,
one for health insurance. ‘ '

This issue begs for serious consideration. During the past
twenty years, 1970-1990, the cost of health insurance for state
employees, according to a report of the Legislative Research
Department, dated October 9. 1990 (attached), has increased
2,993.8%. If this figure is adjusted for the growth in state
government, the adjusted growth 1is still 1,890%. If that
continues, the 68.5 million we spent 1in 1990 for health coverage
for state employees will exceed $1.2 billion by 2010.

Qur system has run amuck. Right now, every one blames everyone
for the high costs. Doctors, Hospitals, Insurers and Insured are
all certain it is the other's fault.

It is no longer just a matter of costs in dollars and cents.
People are dying, people are permanently scarred because they do
not have adequate access to the system. Someone Or some group
must emerge as leaders. Why not you?

Thank you for allowing me to speak with you.
Senate P H&W
Attachment #10
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Kars. :;'leat}ve Research Departm. October ]

TRENDS IN SELECTED SALARIES AND WAGES EXPENDITURES
r ALL FUNDS
: (Dollars in Thousands; Nominal and Adjusted to
FY 1990 Dollars, As Measured by CPI-U)

Increase
FY 1990/
FY 1970 FY 1975 FY 1980 FY 1985 FY 1990 FY 1970
Classified Employess
Nominal Amount $ 130,434 $ 198,806 $ 319,527 $ 459873 b 648,410 $517,976
Percent Increase -% 52.4% 60.7% 43.9% 41.0% 397.1%
Adjusted Amount 438,258 487472 523,066 551,848 648,410 210,152
Percent Increase - 112 73 55 175 48.0
Unclassified Employees
Nominal Amount 77,431 114,987 198,399 279,041 396,963 319,532
Percent Increase - 435 5 40.6 423 4127
Adjusted Amount 260,168 281,948 324,779 334,849 396,963 136,795
Percent Increase - 8.4 152 31 18.6 526
Student Employees -
Nominal Amount 9,408 15,359 26,985 33,671 47,856 38,488
Percent Increase - 633 75.7 24.8 422 409.1
Adjusted Amount 31611 37,660 44174 40,405 478% - 16,285
Percent Increase - 191 173 B35 185 515
All Salaries, Excl. Contrib.
Nominal Amount 218,069 330,610 546,521 774,858 1,097,194 879,125
Percent Increase - 516 653 418 416 403.1
Adjusted Amount 732,712 810,656 894,655 929,830 1,097,194 364,482
Perceat Increase - 10.6 104 39 18.0 49.7
4 RS Plans®
. minal Amount 8,747 16,376 2310 26,628 27,368 18,621
" Percent Increase - 872 362 194 283 2129
Adjusted Amount 29,390 40,154 36,521 31,953 21368 2.0
Percent Increase - 36.6 (9.0) (125) (143) 6.9)
Regents TIAA/CREF
Nominal Amount . 1,858 2,900 5,795 8,656 19,536 17,678
Percent Increase - 56.1 993 49.4 125.7 951.5
" Adjusted Amount 6,243 7,111 9,486 10,387 19,536 13,293
Percent Increase - 139 334 95 88.1 2129
Sodal Security
Nominal Amount 8,119 16,549 29,662 . 49,442 74,012 65,893
Percent Increase - 1038 ™2 66.7 49.7 8116
Adjusted Amount 27,280 40,578 48 557 59,330 74,012 46,732
Perceat Increase - 437 19.7 22 247 1713
Health Insgrance
Nominal Amount 2,290 5354 15,086 34,870 70,847 68,557
Percent Incrzase - 13338 1818 1311 1032 2,993.8
Adjusted Amount 7,654 13,128 24,656 41,344 70,847 63,153
Percent Increase - 70.6 8.1 69.4 693 820.8
All Salaries and Wages
Nominal Amount 239,446 373,500 623,479 902,913 1,304,824 1,065,378
Percent Increase - 560 669 448 445 4449
Adjusted Amount 804,539 915,822 1,020,635 1,083,495 1,304,824 500,285
Percent Increase - 13.8 114 6.2 204 62.2
rk. Judes deferred compensation paid by state in lieu of KPER membership.
90-806/ca
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LEAGUE OK WOMEN/VOTERS OF KANSAS
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919% South Kansas Avenue, Topeka, Kansas 66612 (913) 234-5152

Senator Deug-Walker, Chairman
February 27, 1991

SENATE PUBE}C,HEALTH & WELFARE

I'm Myrna Stringer, speaking on behalf of League of Women Voters of
Kansas,

League of Women Voters of Kansas would like to go on record in support
of(tge concepts included in Senate Bill 205, specifically under Section
4 (a) 6:

"study and implementation of the most cost effective methods

of providing comprehensive personal health services to all

persons within this state, including increased reliance on

primary and preventive care, community-based alternatives to

institutional long-term careand increased emphasis on alternative

providers and modes of care."

If a universal health care plan can provide up front primary and
preventive health care for everyone in the state, the access issue
is resolved; if the cost is based on ability to pay the affordability

issue is answered,

We believe the state could spend no more than it is now spending on
health care through the various programs it is trying to fund and in
the long term would be able to cut back because basic, early access
and preventive care simply is not as expensive as emergency room and

crisis caree.

The report--now a year old-- on Access To Services for the Medically
Indigent and Homeless states "whether one views health care as a right
or as a good investment, all Kansans should have access to a clearly
defined set of basic health care services."

League of Women Voters of Kansas adopted a Medical Indigence position
statement in February of 1989 which states that basic health care should be
available to all citizens of Kansasj individuals should provide for their
own care when feasible and affordable, though we recognize that some people
are medically indigent, that is, uninsured, under insured or for some
reason unable to pay for health care. Our position also states: In the
absence of federal action, the state should take the responsibility for
devising a plan to care for the medically indigent in Kansas and that the 4
state has the primary responsibility for providing funding and program

guidelines for health care and health education,
Senate P H&W

Thank you. Attachment #13
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NATIONAL HEALTH PLANNING
1. NEED

“High infant mortality - U.S.-11/1000, Canada-10/1000,
Japan-6/1000, D.C.-21/1000

{High cost - % of GDP-U.S.-10.6, Germany, Canada-8.2, U.K.- 5.9
High cost of administration. For a given procedure l4¢ in
Saskatchewan; $1.76 in USA
15% U.S. lack coverage. 0% in Canada.

~.Unique among industrialized nations without national plan.

2. HISTORICAL DEVELéPMENT

Compacts of various kinds. Montreal Dr. 1665- 26 families
1883 - Nova Scotia miners covered by wage deduction.
1914 - Special tax Sarnia, Sask. to support GP.
1930 - Municipal plans mounted
1935 - Federal Bill unconstitutional _
1947 - Provincial plan (Sask) total coverage for hospitalizatic
1949 - BC plan .
1957 - Federal plan enacted. Provides 50% provincial costs
1958 - Government plan re. doctors

~—1962 - Dr. Strike 23 days Br. MDs recruited resistance Irom
delivery system
1966 - Federal Plan supporting provincial plans
1971 - All 10 provinces in the plan
1984 - Act to re-authorize federal plan

CURRENT SITUATION
a. Canada resembles most plans

I. Development from small, local groups (1930) through
Provincial (1940) to National scheme (1950). Hospital
insurance first. Physicians care 1962 (Strike).

Federal act 1971
Canada Health Act 1984 reinshrines the system,

II. Finance

Doctor to client early practice
Local groupings - cost sharing
Provincial payment (100% Sask.)

Post 1957 - 50% from Federal "Prospectiwe' (global)
budgeting Medicare (Can.) instituted 1962.

Senate P H&W
Attachment #12
2-27-91




Hospitals in 3 categories
Health centers

School health

Medical education

IV. Auxiliary services

dental
pharmaceutical
mental health
rehabilitation
nursing

V. General

Survellance
Training - G.P. vs specialists

b. Poland. Services provided traditionally by local
organization (Govt.). Wide and diversified services
with major funding from central govt, Responsibility
for "hands on" service at local level (Z0Z localized
unit of standard population size). Health personnel
assigned to schools, factories, etc. Auxiliary personnel
available. Surveillance of quality of service at all
levels. Ethical code prepared by Polish Medical Assoc.
High availability of health personnel and facilities.

Some anecdotes:

Florence Hornby - NS

Lenore Wright - Junior Rheumetoid Arthritis

California citizen moved to B.C. to be under Canada system
(arthritis) - Grey Panther Network report.

Buffalo N.Y. angiogram to cost $2200.00. Free 1in Niagra ralls,
Can., AARP - Reader rorum.

>

Recommendations: T
B ) e \/&/’C_/L.x/cj\
100% coverage. 15% uninsured; more underinsured 'fvf?yf .
Prospective budgeting . Remuneration set by annual bargalning.

Attitude changes. Plan to serve clients more than doctors.
Ratio of specialists to GP to change.

Provision of auxilliary services within the plan.

Arrangement of facilities according to plan. Health centers

in national plan.

Services to pre natal, post partum, early childhood, in school
clients.

Local units to retain high level of control. Federal regulation

kept to minimum

/R =L



Christian Science Committee on Publication

For Kansas

820 Quincy Suite K Office Phone
Topeka, Kansas 66612 913/233-7483

To: Senate Committee on Public Health and Welfare

Re: Senate Bill No. 205

It is requested that this bill be amended by adding the
following words:

"The plan shall include benefits comparable to medical
benefits for those who rely upon spiritual means through
prayer alone in accordance with a recognized religious
method of healing permitted under the laws of this state."

Adding this provision will allow those who rely on spiritual
healing to participate in the benefits of the plan. This seems
fair because they certainly will not be excused from the required
payments to support the plan.

Massachusetts, the only state with a similar plan in its
statutes, does provide for payment where spiritual treatment is
chosen in lieu of medical care. I understand that this plan has
not yet been implemented and may be delayed by state financial
problems.

I'm not sure where our proposed amendment can be inserted. I
have confidence that the Revisor can find an appropriate location.

A

Keith R. Landis
Committee on Publication
for Kansas

Senate P H&W
Attachment #13
2-27-91



DEPART! "NT OF HUMAN [ 'SOURCES

Commission on Disability Concerns
1430 S.W. Topeka Boulevard, Topeka, Kansas 66612-1877
913-296-1722 (Voice) -- 913-296-5044 (TDD)
913-296-4065 (Fax)

Joan Finney, Governor February 27, 1991 Michae! L. Johnston, Secretary

TESTIMONY ON SENATE BILL 205 BY KEVIN SIEK
KANSAS COMMISSION ON DISABILITY CONCERNS

Thank you for the opportunity to testify on SB 205 an act to
provide affordable health care for all Kansans. The opinions
expressed in this testimony are those of the Kansas Commission on
Disability Concerns (KCDC) and are not necessarily those of the
administration.

KCDC supports legislation that would guarantee affordable
comprehensive health care to all Kansans regardless of income or
medical condition. Today 37 million Americans, nearly one in
six, have no health insurance. Of that 37 million, two thirds
are workers or their dependents. These people are too wealthy to
qualify for Medicaid and to poor to buy health insurance.

To many others the three most chilling words in the English
language are "pre-existing medical condition". Nearly 25 percent
of people with chronic diseases like diabetes, cerebral palsy and
multiple sclerosis have been denied health insurance.

Ironically, they are "too sick" to get health insurance.

Many of the people that make up the statistics I have just
mentioned are our fellow Kansans. Doctors, health care
providers, business, labor and health care consumers all agree
that our health care system is critically in need of reform.
KCDC believes that SB 205 is a positive step in that direction.

For a system like that proposed in SB 205 to be successful the
people of Kansas must first decide exactly what their health care
priorities are. Across the nation from Oregon to Maine, in
various ways, other states are doing or have already done just
that. However we decide to make these important decisions in
Kansas it is imperative that there be as much consumer input as

possible.

KCDC believes that SB 205 can be a good framework on which we can
build an equitable, affordable and comprehensive health care
system for all Kansans, but it is also an extremely complex
problem that will require careful study and input from all
aspects of our society. KCDC feels that these issues can best be
resolved in an interim study that would examine what type of
universal health care system best suits our state and what the
health care priorities really are in Kansas.

Senate P H&W
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State ‘_ Kansas

Department of Health and Environment /4}kj:ij

Acting Division of Health ~ Reply to:
Stanley C. Grant, Ph.D., Secretary Landon State Office Bldg., Topeka, KS 66612-1290 FAX (913) 296-6231

Testimony presented to
Senate Public Health and Welfare
by
The Kansas Department of Health and Environment

Senate Bill 205

Mr. Chairman and members of the committee I thank you for the opportunity to
testify today on SB 205. This bill proposes to establish a statewide health
insurance program for all residents of Kansas. It mandates that the health
insurance program is to '"provide comprehensive coverage for all necessary

health care services for all residents of Kansas". In addition it will
mandate that every family covered under the plan will have a copayment
responsibility for covered services under the plan. A 21 member public

commission would be established to administer the insurance program.
The primary functions of the commission are to administer the insurance plan
and to define what are comprehensive, necessary personal health service

This bill is in response to two primary problems with the health delivery
system in Kansas-

1. At least 375,000 Kansans do not have access to comprehensive
primary care serv1ces and

2% health care costs are escalating at more than twice the rate of
inflation.

KDHE applauds the effort represented by this bill to cope with the two major
issues of lack of access and skyrocketing health care costs.

The Department of Health and Environment has recently been awarded a grant
from the U. S. Public Health Service for the development of systems to assure
access for the medically indigent for primary care services in Kansas. In
assessing proposed solutions to the access problem, we have focused on three
policy guidelines

1 Solutions must provide comprehensive primary care.
2. Solutions must be integrated into the existing delivery system.
3. Solutions must maximize federal revenue.

While our efforts have been focused only on outpatient primary care, these
three policy goals are relevant for any proposal to provide access to health
services for all Kansans. SB 205 will assure that these three policy goals

are met.
Senate P H&W
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Senate Bill 205 -2—

In analyzing the detail of the bill we have four areas of concern
to share with the committee. The first and most problematic is the
definition of "comprehensive, necessary health care services for
all residents". We believe that the law ought to establish more
specifically the range of services both inpatient and outpatient
that should be considered for inclusion in the plan. At the core
of the cost issue is not whether to ration services to citizens in
the state for we already do that, but how we as a society make
those rationing choices. The parameters for those choices ought
to be imbedded in statue.

The second issue is a concern about how this bill will impede not
enhance access to care. The bill mandates a copayment for all
services for each and every resident. Mandating a copayment for
all preventive services including screening exams may discourage
usage of these cost effective interventions. The concept of
requlrlng copayment may be a useful one but its use in assuring
maximum use of preventive services and the mandated rate schedule
need a review for both effectiveness and fairness to all citizens.

Our third concern is one of the capacity of the system to absorb
an additional 375,000 patients. The current health profe551ons
training system does not place a high prlorlty on training primary
care providers. Currently not enough primary care physicians,

nurse practitioners, physicians assistants or public health
professionals are being trained to meet the demand. The health
professions training fund created by the bill ought to focus a
significant portion of the funds for the training of the primary
care providers.

Our final concern is with the rural health delivery systen.
Without changes in the delivery system and health professions
training programs, there will still be an access problem for rural
Kansans. Many preventlve and community based services are
inadequate or non-existent in rural Kansas. The development of
rural health community delivery models coupled with an increased
empha51s on training health professionals to practice in primary
care in rural settings will need to be continued even if the
economic access barrier is removed.

In conclusion KDHE believes that it is time to address the
difficult issues of access and cost of health care and welcomes the
opportunity to participate in this most important dialogue toward
seeking effective solutions.

Testimony presented by: Charles Konigsberg Jr., MD, MPH
Director
Division of Health
February 27, 1991
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