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Because there are so many other factor* that make a difference in wr?ether
people actually have access to health care services, Governors must address
the following kinds of issues: adequately funding public health efforts;
netting the transportation needs of poor and tural citizens; coordinating the
outreach efforts that result in people using health care services more
effectively; and screening and licensing health care personnel and facilities.
Employers, the traditional source of insurance coverage for workers and
their families, are experiencing double-digit increases in their employee
health insurance premiums, Thelr responses have ranged from dropping coverage
for their workers" dependents to decreasing coverage for their employees. For
moot small businesses, increasingly expensive health insurance is simply
beyond their financial reach.
Governors ave employers too. In fact, in some states, government is the
largest single employer. And as employers, Governors suffer the same premium
increases and face the same draconian choices as any ..ther employer.

Where Poea Medicaid Fit?

While the Governors are taking an expansive view of health care reform in
their initiative, "Ex for a Healthy America," it is clear that the genesis of
their interest is their concern and frustration with the current direction of
the Medicaid program.

Since its inception in 1965 as a program designed to provide health care
services to women and children eligible for Aid to Families with Dependent
Children (AFDC) and to the aged, blind, and disabled covered by federal
Supplemental Security Income (SSI), Medicaid has grown to include a wide
variety of special populations and services. This growth has created problems
both in the state®' ability to fund and effectively administer the program.

For instance, in 1980, Medicaid spending accounted for 9 percent of a
state's budget; in 1990, it accounted for nearly 14 percent of all state
spending.  Further, the rapid expansion of mandated populations and federal
micro-management of services has created an administrative nightmare.

Tne RGA Task Force on Health will consider and discuss a variety of
conceptual option® for restructuring the Medicaid program when it meets in
Washington, D.C., on February 3, 1991, Although Medicaid is but one piece of
a larger puzzle, it is a very large piece.

Wide-reaching and thoughtful discussion about Medicaid could lead to
the creative use of its resources.
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* What Are the Governors DolnuT

To provide the larger context for Medicaid and the other critical and
Interlocking issues in health care, National Governors' Aeaociation Chairman
Booth Gardner of Washington established the Task Force ori Health, The task
force is vorking on two products that will be cc”plcted by August 1991. &
report on state options in health care reform and a policy on health care.

Task Force Report. The task force report will detail state options to
both increase access to health care and control coBts throughout the health
care system. The options in the report will both identify incremental steps
states have already taken successfully and describe comprehensive ways states
can restructure their health care financing and delivery.

The reporu will guide states in reorienting their health Care systems to
emphasize preventive and primary care. It also will discuss how to overcome
the barriers to the provision of preventive and primary care] barriers that
riddle the current structure of the health care system.

The report will outline steps Governors can take to help the working
uninsured.  Constructive guidance will be offered to Governors interested in
working with their business community to help small businesses obtain
affordable health insurance for their employees. It will offer suggestions to
help stabilize the insurance situation for businesses that now provide health
insurance coverage but are finding it increasingly difficult to do so.

A variety of options for expanding access to health care for the
non-working population will also be covered. The options uill range from
expanded use of Medicaid and Medicare to the development of a totally new
publicly funded health insurance program for non-working people.

Because the Governors know that without significant new cost controls, the
goal of increasing access to care will never be realized, the report will
contain a wide range of options for cost containment,

The report will describe a scries of incremental end discrete cost control
strategies, such as the expanded use of managed care programs, administrative
reform, and medical tort reform. It will also suggest bold and innovative
strategies, such as a state-level all-payor system and global budgeting for
the control of capital expansion.*
* All-Payor SvBtaa. A system ir}] which assqciation of purchasers —come

together to negotiate payment with an association of providers.

lohal Budgeting: The idea of defining limits on the. total amount of
Heaqtqh caregexpgndltures. Allocations oge then mace Wltﬁln that amount.

ftanﬁxed.Care: The. concept of managing the access to health care, the
utilization of services, and the cost of care.
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Finally, although the focus of the report vill clearly be on state action,

the report will contain suggestions for federal action that vould help the
states implement the strategies.

Policy on the Federal Role. To complement the report, the task force will
develop a policy for consideration during their annual meeting in August 1991,
The policy vill focus on the key issues that vould require federal action to
restructure the health care system. The policy vill focus on recommendations
on the future of the Medicaid program, changes in insurance practices, and
small market reforms to enhance increased access to health insurance.

Hov Are the Governors Beaching Out?

The Governors began the process of reaching out to a vide variety of
people when they hosted a national conference on health care reform in
September 1990, During the tvo-day conference, some of the best health policy
analysts and experts in the country participated in roundtable discussions,
The participants and Governors explored issues ranging from ensuring the
delivery of quality care to helping business find affordable, stable insurance
policies; from insurance practice reforms to the individual's responsibility
for health care. That conference gave the task force valuable Information and
insight with which to begin its work.

As the report is developed, Governors will seek extensive feedback and
"reality-testing" from the wider community. This spring, Governors v ill hold
a series of regional meetings to elicit comments on drafts of the report from
business, labor, the insurance industry,and the provider community,

Further, hhe overg []s will host a workrnr\;/ meeting of state health olrcp{
analﬁsts and healt uman Service ercutr esto Invite rﬁvrew and  commert
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E X E C U T 1 VvV E S U M M A R Y

Absentfundamental change in our health care system, families, businesses, and
government can expect to pay a $1.5 trillion health care bill in the year 2000.
This is a bill none of us can afford. The United States health care system can
be rescuedfrom the damaging spiral of out-of-control health costs and

declining access and quality.

By taking action now to control provider rates, reduce unnecessary procedures,
and eliminate insurance administrative waste, the United States could reduce
the health care bill by $274 billion in the year 2000 — and still guarantee

universal access to health care.

Vie data in this report demonstrates that both universal access and cost
containment are achievable goals. Three specific and straight-fonvard steps

would produce the following savings and benefits:

¢ Insurance administrative savings of $52 .8 billion can be achieved in
2000 by eliminating the high cost ofprivate insurance administration. This
does not include additional savings that physicians and hospitals may realize

under a simplified insurance administration system.

@ By holding health expenditures to a 6.6 % annual rate of growth (still
above general inflation, but 2 % below projected health care inflation), $245.7
billion can be saved in 2000. The Medicare program is already committed to
achieving this level of savings through rate and volume controls. It is time to

make a national commitment to apply the 2 % solution system-wide.

4 The costin 2000 of expanding access to the currently uninsured and

underinsured is $24.3 billion. This cost isfar less than the savings described

above.

Tables at the end of this report present the savings that can be achieved with
the above reforms, nationally and within each state, in 1990 and the year

2000,



Absent fundamental change in our health care system, families, businesses, and government
can expect to pay a $1.5 trillion health care bill by the year 2000. This is a bill none of us
can afford to paK without seriously jeopardizing our standard of living, access to care and
our economy. The United States health care system needs to be rescued from the damaging
spiral of out-of-control health costs and declining access and quality.

This report presents data, on a state-by-state and national basis, about specific steps this
country could take to achieve lower health care costs, universal access and improved quality
of care for all Americans. By taking action now to control provider rates and reduce
insurance administrative waste, the United States could reduce this bill by $274 billion in the
year 2000 - and still guarantee universal access to health care.

In the face of rising health costs and declining access, public dissatisfaction with the
American health care system has been increasing. Most Americans (89%) see the need for
fundamental change in the direction and structure of the U.S. health care system. Only 10%
agree with the statement that "on the whole, the health care system works pretty well."
Americans are significantly less satisfied with their health care system and physician care
than either the Canadians or British.1

Economist Uwe Reinhardt has observed that this public disenchantment with the health care
system reflects serious misgivings over the way American health care is financed. The
American health insurance system lacks the security, {)ortability and administrative simplicity
desired bﬁ American citizens.2 The approaches to health care reform described in this report
address the sources of this public dissatisfaction.

CAUSES OF EXCESSIVE HEALTH CARE INFLATION

Health care spending has increased at more than twice the rate of general inflation durin
the last decade and, absent reform, this trend is expected to continue during the 1990s. An
analysis of the components of health care inflation reveals areas that can be controlled

without affecting quality.

Health care inflation is usually broken down into four components: general price inflation;
medical price inflation; population changes; and intensitY, or the volume of services
provided. Although the United States has an aging ﬁopu ation changing demographics
account for a relatively minor portion of increased health care spending -- 1% of the 11.7%
annual compound rate of growth between 1975-87.3 The fact that as Americans grow older
they need more health care is not the major contributor to spiraling health costs. This factor

accounts for one-tenth of rising costs.

A major factor driving up health care costs is the amount health care prices have increased
above the general rate of inflation -- that is, the amount that health care providers have
increased their prices for services by more than the rate of general inflation. These excess



price increases accounted for 2.2% of the 11.7% rate of growth between 1975-87/ These
excessive health care price increases account for one-fifth of rising health costs. Such price
increases are encouraged by the fee-for-service reimbursement system that is prevalent in the
United States. Under many insurance plans, Brovider_s are paid more the more they increase
their fees. The last decade has been marked by sustained increases in real net physician
income. Thysician incomes have increased an average of 7.1% from 1981-88 compared to
average earnings increases of 4.1%." Health care chief executives were the nation's highest

paid CEOs in 1989.6

HEALTH INFLATION COMPONENTS

15.8
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Source: Health Care Financing Administration

The American fee-for-service system rewards physicians more for performing surgery and
other procedures, than for time spent counseling, diagnosing and examining patients. The
financial incentives inherent in this type of payment system contribute to the second major
factor which drives up health care spending - the increasing quantity, or volume and
intensity, of services provided to each person. Volume and intensity growth accounted for
2.3% of the 11.7% growth rate, or one-fifth of health care inflation.7

This increase in the amount and type of medical procedures is especially worrisome since
there is overwhelming evidence that a significant proportion of the American health care
dollar is spent on unnecessary tests and procedures, endangering health and quality of care.
Recent research has found that 32% of carotid cndarterectomies, 17% of coronary angio-
graphies, and 17% of upper gastrointestinal endoscopies are inappropriate. The General



Accounting Office found that inapprogriate use of surgical procedures ranged from 14% to
32%. Many common procedures, such as Caesarean section deliveries and coronary artery
bypass surgery, are often used without producing any medical benefit for the patient.8

The cost-con:ainment strategies described below are designed to reduce the size of the two
most troublesome components of health care inflation: excess health price increases and
increases in the volume and intensity of health care services provided. The other two
components -- economy-wide inflation and increases in the population - are determined
outside of the health care system.

AIthou?h both public and private health care plans have initiated a variety of cost contain-
ment efforts in the last decade, these piecemeal apProaches have failed to control costs
system-wide. The fragmented nature of our mulliple-payer approach has been a major
barrier to effective cost containment. All too often one payer's success at controlling use and
charges has resulted in another payer's loss, as providers just shift costs to those with less
bargaining power in the health care marketplace. Private employers are paying an estimated
$31 billion, or 27% of their health care costs, for uninsurance, underinsurance or underpay-
ments by other sectors of our society.9 The lack of uniform cost and quality data and
standards is also an impediment to controlling system-wide costs.

CONTROLLING HEALTH CARE EXPENDITURES
TIIE 2% SOLUTION - MAKING A NATIONAL COMMITMENT

The Medicare program, which accounts for almost one-fifth of our national health spendin?,
has developed successful methodologies for holding down costs. These methodologies would
have a far greater impact if they could be applied sgstem-wde. Without mechanisms for
controlling costs system-wide, providers have the ability to shift costs to other payers. Other
industrialized countries and some states have also adopted strategies that have held down

COSts.

The Medicare program is putting into place a new system for paying physicians. This new
system addresses many of the problems identified above. A new physician fee schedule will
increase reimbursement for primary care services and reduce fees for over-valued proce-
dures. At the same time, Medicare will use a volume performance standard, or VPS, to
protect Medicare against physicians performing more services to make up for any fee
reductions. The new legislation assumes that Medicare physician costs will be reduced 2%
annually beginnin? In 1993, beluw sviiar Il.cy would have heen without any volume controls.
The VPS is modelled after the concept of expenditure targets used in several Canadian

provinces.



Prospective Payment System Savings
1301 costs per beneficiary

Source: Committee on Ways & Means, 1990 Green Book, P. 238

Since 1984, Medicare has been paKi_ng hospitals a set dollar amount per admission based on
diagnosis and ao!1usted for geographic variations in labor costs. This prospective payment
system (PPS) will save Medicare sso billion in 1901 alone. As the graph illustrates, _
Medicare's prospective ]payment system for hospitals has saved the program 21% on hospital
CoSts per benehmarg.]ﬂ he Health Care Financing Administration has estimated that
increases in hospital costs could be reduced 2% nationally through practice pattern changes
(pr' narily reduced length of stay).1

Several states have controlled hospital costs by establishin? rates for all payers, public and
private, large and small. The rate of increase in individual hospital expenses was reduced
4% in these states. Hospital charges per admission were 3.s% lower in the experimental
states compared to other states.2 As of 1985, Maryland's cost per admission rose 7.s%, as
compared with a national rate of increase of o.1%. This difference saved residents of
Marylanu sss million in 19ss alone. If costs per admission in Maryland had risen at the
national rate since 1976, When Maryland began its rate-setting system, Marylanders would
have paid an additional ss4s million for hospital costs between 1976 and 198s.1



Maryland vs.. United States . 1976-1988
savings from rate-settlng

O States Maryland

Source: Maryland Health Services Cost Review Commission, FY 1989 Report

Rate-Setting States vs. United ASJates
Change In Gross Inpatlent Revenue PEr AIMISSION

1975 1976 1977 1978 1379 1960 1981 1982 1993 188 1905

Rote-setting States™  ----- Other States
Source: Johns Hopkins Center for Hospital Finance and Management

The development by the Medicare program of new methodologies to set physician fees fairly
and to control the volume of physician services means that states now have the tools to

control all health expenditures within the state.

Reducing health expenditures by 2% annually is a realistic and modest goal. Using rate
control authority to reduce anticipated medical inflation by just 2°> per year would produce



enormous savings by the year 2000. This expenditure control approach would siill allow an
annual medical Inflation rate of 6.6%, well above projected general inflation of just over
4%, and produce savings of $245.7 hillion in 2000.

Establishment of system-wide rate contro's for providers would go far to get at the two
causes of health care inflation identified above - excess price and volume increases -- and
would effectively contain costs. Unified é)ayment rates would also eliminate the destructive
cost-shifting and high administrative burden imposed by our current fragmented health care
system. Such an approach would draw on the proven cost containment successes of other
countries and on our own Medicare and state-based approaches.

ACHIEVING TIIE SAVINGS

There are a wide variety of ways this nation can achieve this annual 2% savings without
reducing quality of care. Holding down the rates of increase in providers’ income is one
way. Other ways involve using our national resources in a more rational manner.

The development and use of practice guidelines for care is one way to reduce unnecessary
care and the high costs associated with it. Studies consistently find striking variations in
practice patterns in different geographic regions. These variations are not explained _bz
differences in the population. Rather, practice styles of physicians account for the differ-
ences, not patient needs or superior care. Research has shown that once physicians do leam
about, the results of appropriateness studies and variations in use of procedures, their practice
patterns change. The elimination of unnecessary procedures not only saves money, but
Improves quality of care for all Americans. The National Leadership Commission on Health
Care estimated that practice pattern changes could reduce health expenditures by up to $22
billion annually.b

Technology assessment and capital plannin? also offer a means to reduce cost without
jeopardizing quality. Our knowledge about effective care has not kept pace with eannding
technologies. High technology equipment is often disseminated f)rior to any research about
its application and likely outcomes. Technology assessment could both save costs and
improve quality. Similarly, capital spending review and budgets for both inpatient and
outpatient services would eliminate incentives for wasteful and durollcanve capital spending.
Excess hospital beds are costing the United States at least S3.1 billion in 1990.% Further-
more, quality is improved when providers perform procedures frequently. Studies have
found that a greater concentration of surgery in fewer hospitals tended to lower mortality

rates.I/

Other countries, including Canada, have used their rate-setting and budget authority to
directly address the tough questions of a fair net income for physicians and the ap-
propriate supply of physicians. In Canada physician incomes are four to five times the
average industrial wage, as compared with five to six times the average industrial wage in
the United Stales. In contrast to the United Slates, income differentials between primary care

6



and specialties are relatively small in Canada.BIn the United States, the number of %rimary
care physicians is decreasm? relative to other physicians. In Canada, primary care phys-
icians account for 52.5% of all physicians.9

Other Western countries have successfully increased the percentage of primary care
physicians relative to specialists. As of 1980, the percentage of active physicians who were
specialists varied among industrialized countries as follows: United Kingdom - 27%; West
Germany - 46%; Belgium - 47%; Netherlands - 62%; United States - 849 2

Specialists by Country
percent of physicians, 1980

United tftngacm  west Germany Belgium Sotnectanas United States

Source:  Journal of the American Medical Association

INSURANCE ADMINISTRATIVE SAVINGS

The United States health care system has the highest proportion of administrative costs in the
world. Our pluralistic health insurance system, with over 1,500 different insurance com-
panies and several public programs, spawns diverse and duplicative payment rules, differing
rates, dozens of separate utilization review systems, complex and costly eligibility deter-
minations, high marketin? costs and profits. Americans, In effect, pay what one economist
has described as a "plurality tax" on all health services.l

The high administrative costs of the private insurance industry are disproportionately borne
by small business and individuals who must purchase coverage on their own. The costs of
marketing, insurance company profits, medical underwriting, and commissions fall most

heavily on those groups with the ieast market power. For every dollar of health care costs
paid by groups of 1-4 individuals, 40 cents goes for administrative costs under our private

7



insurance system. Groups of 20-49 incur 25 cents in administrative costs for everr dollar
spent.  Even groups of 100-500 pay administrative costs of 16 cents for every dollar spent.r

.. . Insurance Costs .
administrative Cosfs, fas a Spercentage of claims
Irm size

40.0%

Marketing
Costs

Administation

General
Administration

) 5.5% |
Risk/ )
Profit b 13.0% | |

1-4 20-49 100-499 10,000 or More
Employees Employees Employees Employees

Source:  Hay/Huggins, Inc,

By 2000 the United States could save S52.8 billion annually in insurance administration costs
by eliminating this plurality tax and utilizing a single, public administrative system. These
savings are calculated by reducing health insurance administrative costs to those of the
Medicare and Medicaid programs (2.7%).

Simplifying insurance administration in the U.S. may also allow physicians and hospitals to
save on overhead costs associated with billing. Such savings are not included in the above
estimates. The provider administrative and billing overhead costs associated with the
American multiple-payer system are higher than any other country. In the United States,
18% of hospital spending Is for administration and billing and 45% of gross physician
income is for professional expenses, much of it for billing. Under Canada’s single-payor
system, only 8% of hospital costs are for administration and billing, and 36% of physician
costs for professional expenses. According to one estimate, adopting a Canadian-style,
single-payor health insurance system in the United States could have saved $22.5 hillion in
hospital, physician and nursing home expenses in 1983. Reducing these costs incurred by
American hospitals, doctors and oilier providers is another way to reduce i)rovider rates
without reducing provider income or quality of care. Administrative simplification would
also address the dissatisfaction with complex and overlapping bureaucracy increasingly
expressed by patients and providers.



UNIVERSAL COVERAGE

Savings from either of the reforms ﬁresented in this report — 2% rate reductions and/or 12%
administrative savings — are more than enough to fund coverage for the uninsured.

A fundamental aspect of any health care reform must be the provision of universal access.
Without universal access, Americans will continue to incur unnecessary costs due to delayed
care, lack of cost-effective preventive care for children and pre-natal care for women, and
untreated chronic illnesses which become more serious and costly. If everyone is insured,
the risks can be spread evenly across the population.

Universal access will also help to ensure an adequate supply and distribution of health care
providers. The financial burden of hospital uncompensated care is forcing hospitals to
eliminate services that attract uninsured patients -- such as emergency and trauma centers.
This curtails access for insured patients and forces everyone to travel further for emergency
care. In geographic areas with large proportions of uninsured ﬁeoEIe, providers find that
losses from uninsured patients cannot be recovered from the shrinking base of insured
peogolle ﬁnd that continued provision of service to the entire community is not financially
viable,

The costs of providing coverage for the uninsured in the year 2000 will be $24.3 billion.
This cost is based on a basic benefit package of hospital, physician services, diagnostic tests,
limited mental health preventive services and prescription drug coverage. Since the unin-
sured use approximately one-third less health care than insured persons, this estimate shows
the cost of the increase in the use of services. This estimate does not include any savings
tip]at V\_/ou_lltlzi be generated by ensuring cost-effective preventive care and on-going treatment of
chronic illnesses.

CONCLUSION

The data in this report demonstrate that both universal access and cost containment are
achievable goals in the United States. By acting now on the three specific reforms presented
in this report, the United States could save $274 hillion in the year 2000:

_ < The cost in 2000 of expanding access to the currently uninsured and underinsured
is $24.3 billion.

< By holding Prpvider fees and rales to a 6.6% annual rate of per capita growth
(about one and cne-half times general inflation) $245.7 hillion can be saved by the year
2000. This can be accomplished by expanding reforms in the Medicare program to our
entire health care system.



& Administrative savings of $52.8 billion can be achieved in 2000 by eliminating
the high costs of private insurance administration. Additional savings may be possible from
reduced provider overhead costs associated with billing.

The foIIowing tahles present the savings that can be achieved with the ahove reforms,
nationally and within each state, in 1990 and the year 2000.

System Reform Savings
total expenditures

(] current system reformed systenm
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STATE

ALLABAMA
ALASKA
ARIZONA
ARKANSAS
CAUFORNIA
COLORADO
CONNECTICUT
DELAWARE

DISTRICT OF COLUMBIA

FLORIDA
GEORGIA
HAWAII

iDAHO

ILLINOIS
INDIANA

IOWA

KANSAS
KENTUCKY
LOUISIANA
MAINE
MARYLAND
MASSACHUSETTS
MICHIGAN
MINNESOTA
MISSISSIPP'
MISSOURI
MONTANA
NEBRASKA
NEVADA

NEW HAMPSHIRE
NEW JERSEY
NEW MEXICO
NEW YORK
NORTH CAROUNA
NORTH DAKOTA
OHIO
OKLAHOMA
OREGON
PENNSYLVANIA
RHODE ISLAND
SOUTH CAROUNA
SOUTH DAKOTA
TENNESSEE
TEXAS

UTAH

VERMONT
VIRGINIA
WASHINGTON
WEST VIRGINIA
WISCONSIN
WYOMING

TOTAL

COMPARISON OF TOTAL PROJECTED HEALTH CARE EXPENDITURES
BY STATE UNDER ALTERNATIVE POUCIES IN 2000
(In Thousands)

Current
Law

22,667.039
3.228,864
23,306,862
11,097,073
223,595,772
18,819,641
20,996,407
4,138,620
3,500,076
90,060,126
37,733,919
7.653,634
3.959,138
69,779.254
28,504,460
13,620,316
14,677,643
15,737,895
20,590.574
6,645,638
31,074,629
42,436,773
54,691,321
25,755,773
11,044,767
31,946,064
3,486.657
8,580,707
8,837,119
6,351,711
42,383,428
7,076,082
115,121.894
32,183,511
3,606,280
61,941,300
14,232,334
15,269,405
69,555,852
6,448,659
15,222,478
3,773,731
27,906,735
88,910,873
7.-.93,526
2753,403
34.364,026
27,295,859
7,844,814
26.967,967
1,634,548

51.476,507,197

Universed

Access

389.069
52.890
313,035
193,713
3,283.773
328,250
354,133
60,393
67,223
1,210.959
538,227
109,434
71,591
1.240,749
497,770
271,924
257,370
291.848
410,813
105.620
458,792
725,588
967,289
429,535
193,386
536,740
69,350
159,869
112,469
85,896
701,136
112,592
2,064,813
489,202
73,636
1,100,776
293,934
258,617
1,237,755
109.254
235.954
67,320
456,767
1,544,835
123,948
43,861
507,109
429.823
165,857
480,209
36,516

$24,325,619

Rate Control
(2%) Servings &

(3.805,249)
(534,023)
(3,866,095)
(1,867,838)
(37,113,065)
(3,119,607)
(3,463,197)
(691,154)
(593.286)
(15,089,001)
(6,309,527)
(1.262,304)
(659,214)
(1L547.728)
'4,717,173)
(2,257,420)
(2,425,163)
(2.649,529)
(3,475.688)
(1,099,393)
(5,196,582)
(7,030,106)
(9,055,599)
(4.239.365)
(1,860,928)
(5,284,951)
(563,844)
(1,417,323)
(1,458.356)
(1.045,852)
(7,014,626)
(1,179,766)
(19,206,482)
(5,377,481)
(599,931)
(10,267,317)
(2,400,143)
(2,537.250)
(11,558,415)
(1,070,219)
(2,544.917)
(625,132)
(4,683,096)
(14,903,874)
(1,238,664)
(454,743)
(5,735,435)
(4,533,675)
(1,325,762)
(4,460 714)
(272,443)

1$24537063644)

Savings computed on the basis of total health spending under Universal Access
SOURCE Lewin/ICF estimates

Insurance

Administrative
Savings a/

(629,995)
(134,503)
(835,211)
(282,744)
(8,154,865)
(762,585)
(940.296)
(125,720)
(70.790)
(2,344,533)
(1,037,148)
(323,721)
(145,671)
(2.963.833)
(1.201,718)
(588.209)
(642,393)
(414,825)
(517,529)
(272.017)
(907,527)
(1,730,655)
(2,289.721)
(1,200,744)
(270.833)
(1,336,112)
(115,140)
(387,626)
(354,811)
(273,909)
(1,744,066)
(235,763)
(3,993,906)
(960,695)
(144,244)
(2,531,973)
(381,102)
(574,818)
(2,674.454)
(250,613)
(464,043)
(156,856)
(765,810)
(2,620,198)
(317,448)
(117,254)
(1,069.528)
(1,006.614)
(197,336)
(1,159.096)
(65,427)

($52,756,656)

Total
Universal Access

& Rata Controls
& Administration

18,620,864
2,613,223
18,918,612
9,140,204
181,611,615
15,265,699
16,947,048
3,382,140
2.903.224
73,837,551
30,875,471
6,177,043
3,225.845
56,506,442
23,083,333
11.046.611
11,867,457
12,965,388
17,008,171
5.379,847
25,429,311
34.401,601
44,313,290
20,745.199
9.106,391
25,861.740
2,857,023
6,935,627
7,136,421
5,117,846
34,325,852
5,773,146
93,966,317
26,314,536
2,935,741
50,242,794
11,745,023
12,415.95-1
56.560,738
5,237.081
12.453,472
3,059,063
22.916.594
72,931,636
6,061,362
2.225,268
28,066,172
22,185.394
6,487.573
21,828,364
1,333,192

$1,202,367,516

Change From
Current Law

(4,046,175)
(515.640)
(4.388.270)
(1,956.868)
(41,964,157)
(3,553,942)
(4,049.355)
(756.460)
(596,852)
(16,222.576)
(6,858,448)
(1,476.590)
(733.294)
(13.270.812)
(5,421.122)
(2,573.704)
(2,810.186)
(2,772.507)
(3,582.403)
(1.265.790)
(5.645.318)
(8.035,173)
(10,378.031)
(5,010,574)
(1,933,375)
(6.084 324)
(629.634)
(1,645,080)
(1,700.698)
(1,233.865)
(8,057.576)
(1,302.936)
(21.135.578)
(5,668.975)
(670.539)

(i 1,638.514)
(2,487.311)
(2,853.451)
(12.995.113)
(1,211,578)
(2,769.006)
(714.667)
(4,992.141)
(15,979.237)
(1,432,164)
(528,135)
(6,297.654)
(5,110.465)
(1,357.240)
(5,139.603)
(301,354)

(274.139,681)



STATE

ALABAMA
ALASKA
ARIZONA
ARKANSAS
CAUFORNIA
COLORADO
CONNECTICUT
DELAWARE
DISTRICT OF COLUMBIA
FLORIDA
GEORGIA
HAWAII

IDAHO

ILUNOIS
INDIANA

ICWA

KANSAS
KENTUCKY
LOUISIANA
MAINE
MAFIYLAND
MASSACHUSETTS
MICHIGAN
MINNESOTA
MISSISSIPPI
MISSOURI
MONTANA
NEBRASKA
NEVADA

NEW HAMPSHIRE
NEW JERSEY
NEW MEXICO
NEW YORK
NORTH CAROUNA
NORTH DAKOTA
OHIO
OKLAHOMA
OREGON
PENNSYLVANIA
RHODE ISLAND
SOUTH CAROUNA
SOUTH DAKOTA
TENNESSEE
TEXAS

UTAH

VERMONT
VIRGINIA
WASHINGTON
WEST VIRGINIA
WISCONSIN
WYOMING

TOTAL

COMPARISON OF TOTAL PROJECTED HEALTH CARE EXPENDITURES

Current
Lew

9.522.402
1,242.929
8,105.810
4,706,750
84,754,469
8,045.268
8,815,608
1,547.100
1.559,131
31,411.102
13,669,245
2.797,343
1,748.435
30.597.883
12,362.662
6,615,476
6.426.779
7,021,825
9,545,115
2,687,926
11,627,792
17.947,477
23,874,781
10,857.061
4,638,528
13,373,361
1,641,223
3,933.640
3,115,213
2,258.658
17,368,763
2.757,688
50,354,750
12,259,381
1,751,185
27,193,403
6.824.669
6,523,195
30,541.650
2,701.187
6,011.186
1,662,251
11,328.956
37.380,724
3,085.385
1,117,014
12,931,845
11,084,596
3,846,712
11,960.357
821,858

605,978,347

BY STATE UNDER ALTERNATIVE POUCIES IN 1990

Universal
Access

194,838
26,459
156,601
96,908
1,642.760
164,212
177,163
30,213
33,630
605.802
269,257
54.746
35,815
620,704
249,017
136,034
128.754
146.002
205,516
52,838
229,518
362,987
483,902
214,882
96.744
268,513
34,694
79,977
56,264
42,971
350,755
56,326
1,032,956
244,731
36,838
550.681
147.045
129,377
619.207
54,656
120,041
33,678
228,505
772.828
62,007
21.942
253.690
215.026
82,973
240,232
18.268

12,169,281

(In Thousands)

Rale Control
(2%) Savings aJ

(178.794)
(23,357)
(152,028)
(83,387)
(1,589,709)
(151,054)
(165,471)
(29,023)
(29.307)
(589.111)
(256,468)
(52,478)
(32.830)
(574,422)
(232,055)
(124,228)
(120,622)
(131,888)
(179,412)
(50,430)
(218,175)
(336,913)
(448,200)
(203,724)
(87.129)
(251,010)
(30,837)
(73,851)
(58,355)
(42,350)
(326.039)
(51,778)
(945,5341
(230,076)
(32,900)
(510,491)
(128.280)
(122.415)
(573,360)
(50,706)
(112,815)
(31,205)
(212.657)
(702,025)
(57.912)
(20.957)
(242,614)
(207,913)
(72.306)
(224,859)
(15,458)

(11,373,916)

Savings computed on the basis of total health spending under Universal Access

SOURCE: LowirVICF estimates

Insurance
Administrative
Savings al

(267,894)
(u0.932)
(291,921)
(121,620)
(3,117,189)
(325.362)
(405,325)
(47,620)
(31,931)
(840.263)
(395,572)
(117,620)
(64,245)
(1,343,072)
(532,810)
(294,600)
(289,497)
(186,001)
(240,437)
(112.449)
(342.905)
(753,437)
(1,031,175)
(514,127)
(114,055)
(578,860)
(53,992)
(181,791)
(125,858)
(99.597)
(735.990)
(91,096)
(1,792,954)
(371,230)
(71,797)
(1,146,344)
(184,441)
(246.256)
(1,221,936)
(107,859)
(183,631)
(70.916)
(314,445)
(1,111.317)
(129,926)
(48,544)
(404.510)
(406,369)
(97.342)
(528,175)
(32,805)

(22,177,039)

Total
Universal Accoss
& Rata Controis
& Administration

9,270.352
1,i95,10Q
7,818.461
4,593,652
81,690.332
7,733,064
8,422,175
1,500,670
1,631,523
30,587,530
13.286,461
2,681,991
1,687,175
29,301,094
11,846,815
6.332,683
6,145.414
6,849,938
9,330,783
2,577,835
11,296,230
17,220,115
22,879,307
10,354,092
4,534,088
12,812.003
1,591,087
3,757,975
2,987,264
2,159,682
16,657,489
2,671,140
48,649.219
11,897,807
1,683.326
26,067,249
6,658,993
6.284.301
29,365.561
2,597.276
5.834,781
1,593.808
11,030,359
36,340.210
2,959.554
1,069,456
12,538,410
10,683.339
3,760.037
11,467,555
791,862

584.596,673

Change From
Current Law

(252,050)
(47,330)
(287,348)
(113,099)
(3,064,137)
(312.204)
(393.633)
(46.430)
(27,608)
(823.572)
(382,784)
(115.352)
(61.260)
(1.296.789)
(515.847)
(282.794)
(281.365)
(171.888)
(214,332)
(110.042)
(331.562)
(727.362)
(995,473)
(502,969)
(104.439)
(561.358)
(50,136)
(175.664)
(127,949)
(98,976)
(711,274)
(86,547)
(1,705.532)
(361,574)
(67,559)
(1,106.154)
(165.676)
(239,294)
(1,176.069)
(103.911)
(176.405)
(68.443)
(298.597)
(1,040,514)
(125.631)
(47.556)
(393,434)
(401,257)
(86.675)
(512.802)
(29.996)

_ (21.381.674j



TECHNICAL APPENDIX

Methodology Used to Project State
Health Expenditures in 2000

In this analysis we developed estimates of total health expenditures in each state
by source of payment in 1980 and 1987. We also developed projections of future health
expenditures by state in selected years under current poii'-y and alternative health care

financing scenarios. This appendix describes the methods used to develop these

estimates.
A. HEALTH EXPENDITURES BY STATE

We developed estimates of health expenditures by source of payment for the 50
states and the District of Columbia in 1980 and 1987 using available data. For both

years we presented estimates of the following categories of personal health care

expenditures:

Direct payments by households.
Employer health insurance payments.
Payments by other private sources.
Medicare payments.

State Medicaid expenditures.

Federal Medicaid expenditures.
Payments by other public sources.

O O 06 0 0 o o

State-level data on Medicare and Medicaid spending were obtained from the
Health Care Financing Administration (HCFA). However, information on other health care
expenditures by state and local governments is largely unavailable from existing data
sources. Data on health spending by households and employers are also unavailable at
the state level.

Due to the lack of state-level health expenditures data, we estimated state
spending using techniques that reflect the unique socio-economic composition of the

population in each state. We developed these estimates for 1980 and 1987 using the

following three steps:
LEWIN/ICF

A Health & Science* International Company



Develop First Stage estimates. We estimated total expenditures by source
of payment based upon the socio-economic composition of the population
in each state. The Lewin/ICF Health Benefits Simulation Model (HBSM) was
used to estimate per-capita health spending for each source of payment by
age, income, geographic region, and health insurance status. Using these
per capita health spending estimates, we estimated total health spending in
each state based upon state-level data on the distribution of persons by
age, income, and insured status as reported in the Current Population
Survey (CPS) for 19SO and 1987.

Adjust First Stage Estimates to Replicate Known Totals By State. We then
adjusted the first stage estimates to reflect the following known control
totals for 1980 and 1987:

- Medicare spending by state.
- Federal Medicaid spending by state.
-- State Medicaid spending.

In addition, we adjusted total health spending to reflect HCFA estimates of
relative differences in per-capita healtn spending by state in 1982.

Adjust Second Stage Estimates to Replicate HCFA Estimates of National
Health Spending by Source of Payment.' The state-level health spending
estimates developed in the second stage were adjusted to replicate HCFA
estimates of national health spending by source of payment.

PROJECTIONS OF HEALTH SPENDING IN FUTURE YEARS UNDER ALTERNATIVE
SCENARIOS

In the second task we developed projections of total health spending in each state

under alternative health care financing strategies. Projections of total health spending in

each state were developed for each year between 1988 and 2000 assuming current

policy continues throughout this period. These projections are based upon census

projections of population growth by state and HCFA projections of national health

expenditures through 2000.

We then developed estimates of total health spending by state under three policy

scenarios. These policy scenarios are described below.

Scenario #1

In the first scenario we developed estimates of national health spending under a

universal health plan that emphasized a pluralistic health insurance system. We assumed

LEWIN/ICF

A Health & Science* International Companv



that, under this scenario, all individuals would be covered under a benefits package
similar to that recommended by the Papper Commission with the exception that
prescription drugs would be covered. ,

Under this scenario, we estimate that there will be an initial increase in health
spending in 1990 as previously uninsured persons become covered under a health plan.
The increase in health spending was allocated across states in proportion to the number
of uninsured in each state. (Estimates of uninsured persons by state are also provided as
part of this study.) For purposes of estimating the administrative costs of insurance
under this scenario, we assumed that 1) all workers and dependents would become
covered under private employer health insurance where administrative costs average
about 15 percent of benefit payments, and 2) all non-workers would become covered
under a public plan where administrative costs average about three percent of benefit
payments.

Scenario #2

In the second scenario we assumed that all persons in the United States would
become covered under a unitary payer system. We assumed that the unitary plan would
have patient cost sharing similar to that under the Pepper Commission proposal ($250
deductible for a single person, $500 per family, 20% copavments for hospital, physician
and lab services, with an out-of-pocket limit of $3,000 per individual or family). Under
this scenario, we estimated the savings due to reduced insurance administrative overhead
charges under a unitary payer system.

We assumed that the shift to the unitary payer would result in substantial savings
in administrative costs due to the elimination of insurer profits and marketing costs and
the simplification of claims processing and other general administrative functions. We
estimated these administrative savings by assuming that persons who were privately

insured in Scenario #1 would be shifted to a unitary payer where administrative overhead
LEWIN/ICF
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charges are assumed to be the same as in the current Medicare program. FO." privately
insured persons we assumed that this would reduce administrative charges from 15
percent of benefit payments to less than 3 percent.

Scenario #3

We also estimated total health spending in 1990 and 2000 assuming cost controls
were implemented. HCFA estimates that per capita health spending will increase by about
8.6 percent per year through 2000. To illustrate the potential impact of cost controls, we
estimated health expenditures in 2000 assuming the growth in spending is reduced to
6.6 percent annually.

The purpose of these estimates is to show the potential savings that could be
achieved by slowing the projected rate of growth in health spending. These estimates are
intended to be illustrative and should not be interpreteid as estimates of the savings

arising under any particular cost containment program.

LEWIN/ICF

A Health & Science* International Company



EM ERGENCY!

Rising Health Costs in America

1980 - 1990 - 22000

A Families USA Foundation Report

in Cooperation with
Citizen Action

Families USA Foundation
1334 G Street, NW
Washington, DC 20005
(202) 628-3030

October 1990



Health care costs in the United States have risen dramatically, far outpacing economic
growth, general inflation, and families’ incomes. These spiraling health costs are
creating an emergency - a crisis of affordability for consumers, government, labor,
and business. Families are paying more in premiums, deductibles and co-payments
while often seeing their benefits shrink. Employers faced with double digit premiunm
increases now find that health care costs consume nearly 94% of net profits.l1Rising

costs have also resulted in a growing number of Americans without adequate health

coverage, or none at all.

This report examines the magnitude of the health care cost crisis by providing data on
health spending and the uninsured during the 1980s and projections of what the
United States will be spending by the end of the 1990s should the status quo continue
in our health care system. Information on health care costs and numbers of uninsured
are provided on a state-by-state and national basis. This is the first time state-based

data on health care expenditures has been available since 1982. when the Health Care

Financing Administration stopped providing it.

The magnitude of health care cost increases over the 1980s indicates why there is

serious interest in health care reform. This interest has been increasing among both

THE 1980 RISING COSTS

During the last decade, health care costs have risen ?J. rates far exceeding the
consumer price index. Between 1980 and 1989 the average annual increase in the
consumer price index was 4.7%. Health care spending increases averaged 10.4%
during this same period. An increasing portion of every family budget has been going
to pay for health care since skyrocketing health costs have dwarfed wage 1increases.

Annual earnings increased 4% per year, on average, since 1980.

National health care spending more than doubled between 1980 and 1990, jumping
from $230 billion to $606 billion. American consumers pay directly for over 25% of
this huge health care bill through out-of-pocket payments. Although many public and
private health plans have responded to these cost increases with a variety of cost
control initiatives, these efforts have been piecemeal and have not succeeded in

holding down system-wide costs.

v Per capita spending increased 139% from 1980 to 1990, rising from $1,016 to
$2,425 per person in 1990.

v From 1980 to 1990 overall health care spending in the United States more than
doubled, increasing by 163%, from $230 billion to $606 billion.



v Spending for employer-based health insurance premiums increased 164% in the

past decade, from $66 billion to $174 billion.

v An increasing portion of every family’s budget is going to pay for health care
as shown by the 157% rise in out-of-pocket spending from 1980 to 1990

(excluding the cost of employee premium contributions), from $63 billion to

$162 billion.

v State government spending for Medicaid increased 156% between 1980 and

1990, from $10.7 billion to $27.4 billion.

v Massachusetts ($3,031), California ($2,894), New York ($2,818), Nevada
($2,757) and Rhode Island ($2,707) have the highest levels of per capita health
spending in 1990. South Carolina ($1,689), Ildaho ($1,726), Mississippi
($1,751), Wyoming ($1,756) and Utah ($1,784) have the lowest levels of per
capita health spending in 1990.

v In Arizona (160.7%), Alaska (157.2%), Florida (152.3%), New Mexico
(152.2%) and Maine (150%) per capita health expenditures increased at least
150% from 1980 to 1990.

Although all states experienced health care spending increases well above the
consumer price index, there is high variation in spending among states. This variation
is generally explained by the following kinds of factors: demographics (especially the
proportion of a state’s population that is either women of child-bearing age, or older
men and women); the numbers of uninsured persons in a state (uninsured persons
consume about one-third less health care than insured persons); the environmental
conditions in a state (these can cause deteriorating health); the number and type of
health care facilities and providers in a state (this will cause individuals to travel into
or out of a state to get health care); the practice patterns of providers in state (the use
of hospital inpatient care and surgical procedures varies greatly among geographic

areas), and historical levels of spending in a state.
THE 1980 DECLINING ACCESS

Dramatic increases in health care spending have not resulted in more Americans
having access to better care. Despite the high price tag of our health care systen,
millions of Americans are without any health insurance, public or private. The

number of uninsured Americans has grown during the 1980s.2 State-by-state data on



numbers of uninsured persons show variation in the growth or decline of uninsured
persons. Reasons for this state variation are diverse. In some instances, an aging
population means that a growing portion of the state’s residents have become eligible
for Medicare. The composition of a state’s economy can also influence the number of
uninsured, as particular industries are more or less likely to offer employer coverage.
Other factors, such as a state’s Medicaid eligibility level, income levels, and

economic well-being, also influence the number of uninsured.

v Over 13% of Americans, almost 32 million, were uninsured on any given day
in 1988.

v The number of uninsured Americans has increased 30%, from 24.5 million
persons in 1980 to 31.8 million persons in 1988 (the most recent year for

which publisheu statistics are available).

v 28% of U.S. residents, 63 million people, lacked health insurance for at least a

month during the 28 month period ending May 1987, according to the Census

Bureau.

V New Mexico (22.8%), Arkansas (21.8%), Texas (21.4%), Florida (18.4%),
Oklahoma (18%), Mississippi (17.9%), Arizona (17.7%), Nevada (17.3%),
Louisiana (17.3%) and California (17.2%) had the highest percentages of

uninsured persons as of 1988.

v Nevada (86.7%), Kentucky (68.9%), Florida (62%), Texas (59.5%) California
(57.7%), Alaska (57.2%), and Oregon (52.6%) all saw the number of

uninsured persons in the state increase by more than 50% from 1980 to 1988.

Who are these uninsured persons? Young adults are the most likely to lack insurance.
Twenty-seven percent of persons 18-24 lack insurance.3 These are individuals who are
likely to be in entry-level jobs and to be too old to qualify as dependents of other
family members. Twenty-eight percent of the uninsured are children. Forty-two

percent of the nation’s uninsured live in the South.

Five out of eight uninsured persons are employed or are dependents of employed

persons. Just over half of uninsured workers are employed by firms with less than 25

employees.

V/hy has the number of uninsured persons incre d? One of the major reasons is a

reduction in the number of individuals and their families covered by employment-



related insurance. In recent years there has been an increase in the number of persons

employed in businesses that don’t offer health insurance, or offer inadequate or

unaffordable insurance.4

Health care inflation and competition in the small group insurance market have
combined to make health insurance increasingly unaffordable for small businesses,
their employees and their dependents. In order to hold premiums and benefit
payments down and attract customers, insurers have been engaging in a number of
practices that have had the effect of increasing the number of uninsured, or
underinsured persons, who work in small businesses or are dependents of these
workers. These practices include: denying coverage to certain, high-risk individuals
within small groups; denying coverage to entire small groups considered to be high

risk; and denying coverage for pre-existing conditions, such as diabetes or asthma.5

Analysis of the nonelderly population shows that an additional 13 percent of the
nonelderly, 20 million persons, are underinsured - at risk of spending more than 10
percent of their income on health care.6 Since the elderly spend an estimated 18% of
their incomes on health care on average, including the elderly would add many

millions to the number of underinsured.?

When small businesses do get insurance, the insurance companies establish the
premiums based on "experience-rating"” - the practice of basing premiums solely on
the experience of the specific group, rather than establishing a "community-rating"”
for the larger community as a whole. Premiums set on the basis of experience-

rating, rather than community rating, are more unstable and rise quickly.

One of the ways employers have responded to escalating premiums is by charging
employees a greater share of the premiums. The percentage of employees paying
$100 or more a month for family health insurance rose from 5 percent in 1986 to 16
percent in 1988. Average employee payments for individual coverage rose 32 percent
between 1988 and 1989.8These increased cost demands on employees result in

employees, especially low-wage employees, declining health insurance because it is

unaffordable.

A vicious cycle of higher costs, and declining access was set in motion during the
1980s. Uninsured persons often forego cost effective preventive care and, when they
seek care, do so at costly hospital emergency rooms instead of physicians’ offices. To
cover the cost of treating the uninsured, hospitals raise their rates to privately-
insured patients and insurance premiums go up. Cost-shifting due to uncompensated

care and the lack of insurance offered by some employers accounts for approximately



27% of employer health care costs. In the face of rising premiums, more employers
chose not to offer coverage at all, ultimately increasing the costs of coverage for

THE 1990s. A $15TRILLION ANNUAL HEALTH CARE BILL

The huge increase in outlays for health care during the 1980s pales in comparison to
what this country will spend by the year 2000 should the status quo continue with our
health care system. Absent fundamental change, consumers, employers and

governments can expect a $1.47 trillion annual health care bill by the year 2000.

v By 2000, health care spending will rise to $5,515 per person, an increase of

443% from 1980.

v From 1980 to 2000, overall health care spending will be six and one-half times
higher.
v Employers and employees will have to absorb a 529% 1increase from 1980 to

2000, from $66 billion to $412 billion for employer-based health coverage.

v Families will experience a 512% 1increase in out-of-pocket health care costs
between 1980 and 2000, from $63 billion to $386 billion, not counting the

employee share of health insurance premiums.

v By the year 2000, state governments can expect to see a 480% 1increase in
Medicaid expenditures, from 1980 spending levels of $11 billion to $62 billion
in 2000.

v In the 1980-2000 period, per capita spending will increase fastest in Arizona
(493%), Alaska (485%). New Mexico (473.9%), Florida (473.7%), Maine
(468.5%), North Dakota (467.6%) and Washington (466%).

Clearly, health care spending of the magnitude described above presents a crisis of
affordability for every family, for the American economy, and for government. The
data in this report illustrates the need for fundamental reform of our health care

system. Unless the United States takes bold action now, all Americans will suffer a
declining standard of health care and a declining standard of living as a result of the

increasing burden of health care costs.
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STATE

ALABAMA
ALASKA
ARIZONA
ARKANSAS
CALIFORNIA
COLORADO
CONNECTICUT
DELAWARE

DISTRICT OF COLUMBIA

FLORIDA
GEORGIA
HAWAII

IDAHO

ILLINOIS
INDIANA

IOWA

KANSAS
KENTUCKY
LOUISIANA
MAINE
MARYLAND
MASSACHUSETTS
MICHIGAN
MINNESOTA
MISSISSIPPI
MISSOURI
MONTANA
NEBRASKA
NEVADA

NEW HAMPSHIRE
NEW JERSEY
NEW MEXICO
NEW YORK
NORTH CAROLINA
{\lC I0AKOTA

HOMA
Or.cGON
PENNSYLVANIA
RHODE ISLAND
SOUTH CAROLINA
SOUTH DAKOTA
TENNESSEE
TEXAS
UTAH
VERMONT
VIRGINIA
WASHINGTON
WEST VIRGINIA
WISCONSIN
WYOMING

TOTAL

SOURCE" Lewin ICF eatimnles

Table 1
PER CAPITA HEALTH SPENDING

1980 « 2000
% Change % Change
1980 1990 1980- Rank
4 2286  1474% 13
el 2367 157 2% 2
&8 2201 160.7% 1
8 194 1304% %6
1186 2894  1439% 17
9% 2415 142.% 2
1,148 269  1352% K
%0 2268  136.3% K¢
1,241 2586  1084% 5
%2 2421  152.3% 3
83 2072 1347% Q0
993 2469  148% 9
708 1726 143%% 18
1,093 2619  1396% 2
919 2200 1394% £
93 23l 136.6% 5
1057 2548 1411% 2
806 1875 1325% 43
A0 2185  1324% . i}
810 2175 150.0% 5
1,041 2436 1341% P
1284 3L 136.0% 3
1,097 2569  134.3% 4
1,110 2480  1234% Vi)
79 17/ 1306% 45
1,033 2568  148.6% 8
89 2059 139.7% 27
1,016 2452  141.4% 2
1,109 2757 1485% 10
813 1981 1436% 19
90 2224 139.2% K7
Jail 1792  152.2% 4
1,257 2818 124.2% 43
773 183  137.1% A
1,066 2661  1497% 6
1,039 2493 1400% 2
906 2139  1362% 37
90 2312 1460% 15
1,021 253%6  1483% il
1184 2707 1286% 47
706 1689  1392% a
B2 232  144.0% 16
B2 2262 1371 ™% 3
915 2192 139 7% 2
m 1784 1408% 23
815 19%6  140.1% 5
863 2076 140.5% 24
99 2311 148 7% 7
843 2088 147 6% 2
1,097 2449 128 2% 0
714 17%6 146 1% 14
$1,016 2425 138 7™

2000

5201
5390
5031
4423
6,584
5496
6136
5160
583
5520
4714
5619
3928
5953
5,004
5,343
5790
4,266
4972
4,945
C541
6,890
5,840
5641
394
5,837
4,636
5576
6,272
4,505
5,056
4,078
6,408
4170
6,051
5667
4,867
5260
5763
6.153
3842
5278
5145
4,987
4,062
4,448
4724
5253
4752
55C7
3998

$5,515

% Chang?
1980-2000

462.8%
4855%
493 0%
424.1%
454.9%
451.8%
<34.7%
437.6%
374.1%
473 7%
434.0%
4656%
4550%
444.6%
444.3%
437.%%
448 0%
429.1%
428 %%
468 5%
432.5%
436.5%
432.5%
408.1%
424.6%
465.1%
4456%
448 8%
465.3%
453 8%
443 8%
473%%
409.8%
439.5%
467.6%
4456%
437.3%
459.8%
464.2%
419.7%
444 4%
454.7%
4408%
4453%
448 0%
4459%
447 2%
466 0%
4634%
407 3%
460 0%

442 8%



STATE

ALABAMA
ALASKA
ARIZONA
ARKANSAS
CALIFORNIA
COLORADO
CONNECTICUT
DELAWARE
DISTRICT OF COLUMBIA
FLORIDA
GEORGIA
HAWAII

IDAHO

ILLINOIS
INDIANA

IOWA

KANSAS
KENTUCKY
LOUISIANA
MAINE
MARYLAND
MASSACHUSETTS
MICHIGAN
MINNESOTA
MISSISSIPPI
MISSOURI
MONTANA
NEBRASKA
NEVADA

NEW HAMPSHIRE
NEW JERSEY
NEW MEXICO
NEW YORK
NORTH CAROLINA
NORTH DAKOTA
OHIO
OKLAHOMA
OREGON
PENNSYLVANIA
RHODE ISLAND
SOUTH CAROLINA
SOUTH DAKOTA
TENNESSEE
TEXAS

UTAH
VERMONT
VIRGINIA
WASHINGTON
WEST VIRGINIA
WISCONSIN
WYOMING

TOTAL

1980

3598838
370082
2305619
1929340
28080581
2878913
3556609
£70.197
711561
9,376.859
482254
958674
668.050
12480958
5047.369
2,894.898
2498938
2951766
3954402
978536
4,388.016
7,367.870
10158071
4525259
1914580
5079.283
676,015
1595143
887.542
749,188
6.848.103
925932
22,006,936
4,546,873
0%115
11215407
2,740186
2474 037
12117,790
1,121,337
2203405
657.535
4,368.3%
13012429
1002735
416.3%5
4615580
383848
1644 57
5164568
335414

$230,166 741

SOURCE: Lewin/ICF estimates

Table 2

TOTAL HEALTH SPENDING

1980 -2000

(in thousands of dollars)
% Change
1990 1980-190
9522402  164.6%
1242929  235.%%
8106810 X1 6%
4706750  144.0%
84754469  201.8%
8045268  179.5%
8815808  147.2%
147100  171.3%
1559131 97.0%
31411102 235.0%
13669245  1835h
2797343 191.8%
174843%  1617%
30597883  1450%
12362662  144%%
6615476  1285%
6426779  157.2%
702185  137.%
05115  1414%
2687926  1747%
11,627,792  165.0%
17947477  1436%
23874781  1350%
10857061  139.9%
4638528  142.3%
13373361  1633%
1641223  142.8%
3933640  146.6%
3115213  251.0%
2258658  201.5%
17368763  153.6%
2,757,688  197.8%
50,334,750  1282%
12259381  169.6%
1751185  15L6%
27193403  1425%
6824669  149.1%
6523595  163.7%
30541650  1520%
2,700,187  1409%
6011186  1728%
1662251  152.8%
11328956  159.3%
37380724  187.3%
308538  1850%
1117014  1683%
231856  18302%
11045% 188 8%
3846712 1B
11,980357  1320%
8188  1460%
$605978 347 163 3%

Rank

RERoBBRENBESBRREBEE (NonB3BBAERSBEBESHFBEBH RS AEIRRnY - wk

% Change

2000 1980-2000
22667039  5298%
3228864 772 5%
23306832  910.9%
11097073 475 2%
223595772 5% N
18819641  553.7%
20996403  488.7%
4138620 653
3500076  342.2%
90,060.126 %
37733919  6825%
7653634  698.4%
3959138  492.6%
69779254  458.1%
28504460  464.7%
13620316  3705%
14677643 487 4%
1573785  4332%
2050574  420.™%
6645638  579.1%
31074629  608.2%
42436773  476.0%
MEIL321  4364%
25,755,773  469.2%
1,044767  476.%%
31946064  523.9%
3486657  4158%
8580707 437 M
8837119  895.7%
6351711 747 8%
42383428 518
7076082 664 2%
115121894 421 7%
218511 607 8%
3606280  418.1%
61941308  452.3%
14232334  4194%
15269406  S17 2%
69555852 474 0%
6448659 475 1%
15222478 50 %%
3773731 473 %
27908736 5B %
83910873 5833
7493526 52 1%
2753403 6L 2%
AB4026 644 5%
271295359 611 1%
7844814 377 0%
26967967 42 2%
1634546 387 3%
$1476 507 197 54 5%

Prm— — ey —



STATE

At ADAMA

At ASKA
ARIZONA
ARKANSAS
CAIirOHNIA
COLORADO
CONNECTICUT
DELAWARE
DISTRICT CT COLUMBIA
Florida
GEORGIA
HAWAII

IDAHO

ILLINOIS
INDIANA

IOWA

KANSAS
KENTUCKY
LOUISIANA
MAINE
MARYLAND
MASSACHUSETTS
MICHIGAN
MINNESOTA
MISSISSIPPI
MISSOURI
MONTANA
NEBRASKA
NEVADA

NEW HAMPSHIRE
NEW JERSEY
NEW MEXICO
NEWYORK
NORTH CAROLINA
NORTH DAKOTA
OHIO
OKLAHOMA
OREGON
PENNSYLVANIA
RHODE ISLAND
SOUTH CAROLINA
SOUTH DAKOTA
TENNESSEE
TEXAS

UTAH
VERMONT
VIRGINIA
WASHINGTON
WEST VIRGINIA
WISCONSIN
WYOMING

TOTAL

(-lo."Airt! "m-ounces Jf PAVMENT ron PERSONAL
{Dollars mjhou

fME1OY| n
out nt rnckf ity SPONSOR! 0 NON GROUP
1137 %79 75G.469 186,631
BA 940 121.467 7,206
502.995 690 507 12743
on? 092 369.379 06 003
0 111.415 7.201.590 710,178
695.272 933.532 74.005
1.026.949 1.220.013 230.910
160,160 136.750 20.4C6
160,707 123,705 20.275
2.014.909 1.770,637 470.002
1.499.191 1.132.191 233.260
217.809 217,774 24.639
157,700 192,602 10.600
3400.615 4,201.372 906.100
1.497,090 1.805.812 411.930
017.145 979.140 230,551
674.000 796.112 204.462
945.732 730,292 161,148
1,190,552 000,1 1B 196.340
264.943 200.430 77,439
1.286.977 1.149.042 211,012
1.961,"iie 2,207,911 437.646
2.640,620 3.441.020 710,157
1.243,101 1,490.322 301,190
619,332 410 909 0
1.402.550 1.652.437 436,057
150.707 102,422 19,050
469.733 532.375 134.464
202.680 261.305 22.159
227.069 260,611 53,749
1.907.217 2,381,160 450,158
220.563 240.079 25,581
5,502,005 0,045,460 1.304.202
1.443.006 1.100,169 227.200
199,350 223,000 59.960
3.210.536 4,009.617 954,293
040,211 501.953 139.726
550,453 705,573 60.503
3.486.617 3.967.694 060,052
291.130 350.994 72.062
063.690 437.942 95.613
202.630 199.249 50.770
1.377.001 1.030,039 226,380
4,244,744 3.070,355 §32.707
261.640 347.150 28.070
119.592 133.426 ¥29.474
1,402.704 1,123.900 234.035
052.112 1,071.022 99,177
551,141 396,291 09,965
1,349.249 1,765,310 301.282
70.091 100,783 0,364
563,149,904 565,626,957 . 512,940,686

al Includes personal health e»p*nd't'irrs and administrative costs

b! Goes not include employee share ol premiums lor employer sponsored insurance

SOURCE LevKin/ICF estimates

MB MB

Tabhle 3a

omrn private
44044
6 155
36 635
23.012
370.271
43,390
43.029
5,787
6.661
96.066
54.370
12,659
9.170
222.739
97.491
51,426
42,979
31.500
40.451
13,382
46.508
08.910
159,452
83,258
23,328
90.288
9,501
30.093
12.294
9.906
05.935
14.4 %1
240.347
52.419
13.909
190,723
28.583
33.498
161,365
12.411
25,117
15.537
45.904
159.455
14.937
5.3G0
46.655
52,104
18.220
76,756
4.076

MI niCAH)
IT AH
77.66%9
13.720
NA
65.44 1
1.401.953
87.470
179.702
23.279
06.500
165.422
157.967
49.435
10,331
612.407
155.513
102.750
96,399
97.004
133,052
41,117
164,234
50C.501
550,719
269.169
48,604
120.224
22,871
47,309
23.073
20,738
380,438
22.310
2.334,327
133.398
10,626
373,505
99,177
81,525
407.801
09,551
77.334
17,615
119.232
419,662
26.122
19,259
160,351
169.065
34.764
296.468
7,400

$i0,697J9S_

FEDERAL

—

r~

193.143
13.720
NA
175.712

401.953

99.272
17Q.702
23.279
06.508
237,456
317.264
49.435
35.112
612.487
200,516
133.030
111.000
206.790
293.670
93,028
164.234
536,007
550.719
337,614
160.171
103.065
41,158
64.430
23,073
45,157
380.430
49.075

334,327

278.033
29.678
458.355
173.587
102.339
599.683
95.300
1B9.059
38,008
270.790
568.238
55.087
41.687
208,611
169,065
71,711
400,568
7.400

These payments are included inthe '"Employer Sponsored* column.

HCALT(IEXPFMOIH,I<ES IM the vrAn tsso \
nndt)

MEDICARE
" 5M.T»5
17.173
320 A04
300770
4.164.007
302.454
611.034
87.529
140.616
2.153.010
614.094
92.413
83.920
2.339.686
754.790
4A6.426
443.405
397.762
470.671
170.001
690.873
1.529.777
1,771,676
704.635
201,274
1.006.024
73.442
260,572
112.790
107.079
1,146,073
91,184
4,012,129
576.692
120.945
1018.967
433.300
319,286
2,305.775
204,270
230.513
99,529
629.946
1,870.299
79,516
63.594
593.161
400,100
252.520
822,555
32.597

=J3M04610701=

OTHER PUBLIC
651 587

101 013

685 855

325 184
6639 211
642.638

57 729
96.949
142.410
1.051,597
013.100
234.429
172.443
194 392
115 419
05.621
130.491
373.522
741.550
8,309
667.139
104.800
317.690
27.001
262.076
99.031
168.047
55.207
229.561
16.078
92.675
247.833
285.980
729.155
29.759
191.410
443.642
604.059
160,722
17.604
484.130
25.301
662.156
018.750
268.814
4.002
045.275
1.025.015
229.937
52.372
87,905

r~

10 1AL

3.5%10 030

370007
7305819
1%«9 340
26 000 501
2.070.913
3566 669

570 197

791.551
9.376.059
4.822.254

950.674

66b 050
12 409.950
5.047.369
2.094 090
2.499.930
2.951.760
3.954.402

970.536
4309 016
7.367.070
10.150.071
4.525.259
1,914,500
5.079.203

676.015
1.595 143

087.542

749.100
6.040.103

925.932
22.066.936
4.546 073

696.115
11.215.407
2.740.*99
2.474.037
12.117.790
1,121.337
2.203.405

657 535
4,368.396
13,012.429
1.082.735

410.395
4.615 500
3.039.540
1.644 557
5 164 568

335.414

rfii ea
CCS*
974
92*
84pP
944
1.106
995
1.148
950
1.241
962
883
993
709
1093
919
993
1.057
809
940
870
1C41
1.204
1.097
1.110
759
1.033
059
1.010
1.109
013
930
711
1257
173
1.056
1.039
906
940
1.021
1.184
706
952
952
915
741
015
053
929
043
1097
114

§1,016



Table 3b
ESTIMATEO SOURCES OF PAYMENT TOR PERSONAL HEALTH EXPENDITURES IN THE YEAR 1000 <U

_ (Dolt«vs Injhousunds) PER
EMPLOYER MEOICAID CAPITA
STATE OF POCKE T b/ SPONSORED NONGROUP OTHER PRIVATE STATE FEDERAL MEDICARE OTHER PUBLIC TOTAL CcosT
AtAOAMA 2.074.760 2.012.309 ' 416.532" 101,705 163,013 425.482 1.932.643 1.655.017 9.522.402 2.2R
ALASKA 329.607 427.212 29,664 24,057 60,360 60,360 00.357 231.034 1.242.020 2.367
ARIZONA 1,972.363 2.379.617 240.866 137,174 222.669 367.652 1.367.192 1.410.276 8.105,810 221
ARKANSAS 1.449.372 092,449 198,921 57,525 103.797 292.830 990,607 721.250 4.706,750 1.944
CALIFORNIA 20.379.570 25.640.378 2.335.173 1,471.282 3.574.070 3.574.070 14.053.732 12,920,177 84.754.469 2 894
COLORADO 2.097.007 2.670.571 263.730 139,260 304.439 304.439 959,276 1.295.747 8.045.260 2.415
CONNECTICUT 2.270.555 3,303.221 432,925 02.000 514.939 514.939 1,570.669 69.760 0.015,000 2.690
DELAWARE 454.360 365,103 70,120 14,539 60.050 66,058 291,765 218.990 1.547.100 2.268
DISTRICT OF COLUMBIA 310.901 240,100 50.262 11,191 182,516 182.516 344/ - 228.0'7 1.559,131 2.58G
FLORIDA 9,375,203 6.210.476 1.396.790 322 070.503 1,125.484 0.003 )7 4.010.590 31.411.102 2.421
GEORGIA 3.964.313 3.041,590 570.638 124.580 489,424 052.179 2.22 **>39 2.301.976 , 13,669,245 2.072
HAWAII 697,620 966,101 96.904 40.022 102.0B4 106,251 29L.352 404.921 2.797.343 2.469
IDAHO 440.614 525.464 53.196 20,230 40,170 109.063 238.416 305,267 1.740.435 1.726
ILLINOIS 8.200.690 10.340,102 1.006,653 532,709 1,231.633 1.231.633 6.719.023 519.434 30.597.003 2.819
INDIANA 3.382.637 3,908.394 016,531 228.316 401,451 013,468 2.204.733 447.13] 12.362.662 2.201
IOWA 1.834.062 2.210,041 440,016 115,314 247,922 355.295 1.345.939 45.206 6.315.470 2.351
KANSAS 1.772,119 2.210.335 415.790 100,640 220.379 220.379 1.207.040 190.689 6.426.779 2.540
KENTUCKY 1.947.743 1,410.057 270.802 67.343 254,106 599.450 1.233,765 1.229.672 7.021.025 1.875
LOUISIANA 2.547,702 1.822.033 352.995 96,280 345.108 600.634 1.741.606 2.030.597 9.545.115 2,185
MAINE 609.720 682,374 149,985 29,090 120,035 284.450 400.731 62.124 2.687.920 2.175
MARYLAND 3,169,204 2.674.955 464.561 99,774 541.404 541.404 2,170.431 1.058,060 11.627.792 2 436
MASSACHUSETTS 4443.792 0,173,324 740,868 195,223 1,239.474 1.239.474 3,027,313 200.000 17.947.477 3.031
MICHIGAN 6.005,410 7.977,976 1,391,031 372,097 1.001,B0B 1,316.760 5.159.240 570.371 23.874,701 2.569
MINNESOTA 3.032,352 4,004.500 072,120 100,030 659,001 750,225 1,408.019 144.050 10.857.061 2.460
MISSISSIPPI 1,319,923 049,242 177,033 51,154 111,948 408,009 827,081 095.339 4.638.526 1,751
MISSOURI 3.643.301 4.390.101 045.312 224.043 355,021 547,738 3.055.508 302.658 13.373.36! 2.568
MONTANA 303,403 430.546 46,226 25.273 57,205 112.940 241.279 336.253 1.641.223 2.059
NEBRASKA 1.132.890 1.361,739 285.541 70,028 120,525 171,137 660.770 115.011 3.933.640 2.%52
NEVADA 007,751 1.033.500 90,602 50.825 71,592 71,592 480,336 407.008 3.115.213 2.757
NEW HAMPSHIRE 601,915 799.660 107.011. 33,301 07.020 110.939 370.959 40.364 2.258.650 1.981
NEW JERSEY 4.545,027 6,011.019 T41.459 200.122 1,042,327 1.042.327 3,501,694 283.989 17.360.763 2.224
NEW MEXICO 705.091 720.420 02.220 49.890 07.401 193,993 344,905 564,073 2.757.609 1.792
NEW YORK 11.740,001 14.346.795 2,020,635 569.890 5,200,300 5.200,300 10.274,090 025.070 50,354,750 2.018
NORTH CAROLINA 3.000.151 2,055,434 567.966 130.692 370.710 850,000 1.957,921 1,712.411 12.259.301 1833
NORTH DAKOTA 442,009 540.478 111.059 26.699 06,967 106.809 350.419 05.946 1.751.105 2.661
OHI0 6.966,974 0.754.357 1,645,671 429,020 1,244,200 1.739,605 5.055,967 557.522 27.193.403 2.493
OKLAHOMA 2.026.546 1,379,606 206.712 76,027 204.947 400,883 1,270,050 1,081,298 6.624,669 2,139
OREGON 1,657,140 2.007.536 207,095 110.855 171,045 274.649 686,919 1,106.958 6.523.595 2.312
PENNSYLVANIA 7,993,007 9,500.155 1.597.413 365.577 1,248,011 1.035.503 7,740.007 375.838 30.541.650 2.536
RHODE ISLAND 704.349 853.513 135,007 30,305 173.508 223.809 531,629 40.997 2,701.107 2.707
SOUTH CAROLINA 1.009,710 1,401,609 269,561 63,523 160.020 426,154 009,160 991.426 6.011,180 1.689
SOUTH DAKOTA 469.323 532,407 100,709 30,642 51,119 107,733 320.442 43,710 1,662.251 7322
TENNESSEE 3,204.049 2.385.902 493,952 110.504 341.451 004.357 2.105.6C9 1,742.697 11.328,950 2.282
TEXAS 11.992.115 8.477,215 1,555,624 465,330 1,145,005 1.320,640 6,504.259 5.840,450 37.300.724 2,192
UTAH 777.209" 1.095,590 00,021 51,752 65.010 172.449 310,164 525,101 3.085,305 1.784
VERMONT 323.043 301.043 64,236 13,292 47,486 96,673 172.612 18,629 1.117.014 1.956
VIRGINIA 3.006.531 3,123.031 569.665 128,548 469.473 532.390 2.061,361 2,160 046 12.931.045 2.076
WASHINGTON 2,613,020 3.340.969 321,771 188.957 587.419 500.703 1,550,005 1,910.178 11.004.596 2.311
WEST VIRGINIA 1.090,107 714.758 170,355 34,430 103,791 280,771 720,922 743.573 3.040.712 2.080
WISCONSIN 3.112,443 4,060.100 754.732 160,623 520,448 713.420 2.250.999 379.584 11.980,357 2.449
WYOMING 206.156 269.576 26,320 13,994 19.865 19,665 107.370 150.705 821.058 1.758
TOTAL $161,010,653 5174,125.104. __$274063,05J_  ___ $8,307703.  _ Sgy.30.yjs5. _ >34,250.730 _fU 2sM. $605.978.3a7_

Includes pe»sonnl health e*pendiluies ond ndmlinisitnl've costs
tI Does no! Include employee share ol premiums lor employer sponsored Insurance these payments are Included Inthe sEmployer-Sponsored’ column

SOURCE lewm/ICF eslrmales



STATE_
ALABAMA
ALASKA
ARIZONA
ARKANSAS
CALIFORNIA
COLORADO
CONNECTICUT
DELAWARE
DISTRICT OF COLUMBIA
FLORIDA
GEORGIA

HAWALL

IDAHO

ILLINOIS
INDIANA

10WA

KANSAS
KENTUCKY
LOUISIANA
MAINE
MARYLAND
MASSACHUSETTS
MICHIGAN
MINNESOTA
MISSISSIPPI
MISSOURI
MONTANA
NEBRASKA
NEVADA

NEW HAMPSHIRE
NEW JERSEY
NEW MEXICO
NEW YORK
NORTH CAROLINA
NORTH DAKOTA
0HIO
OKLAHOMA
OREGON
PENNSYLVANIA
RHODE ISLAND
SOUTH CAROLINA
SOUTH DAKOTA
TENNESSEE
TEXAS

UTAH

VERMONT
VIRGINIA
WASHINGTON
WEST VIRGINIA
WISCONSIN
WYOMING

TOTAL

OUT OF POCKET b/

6.567,653
065,6%9
5.610,602
3,349,106
53.007.530
4.091.263
5.271.070
1,195.017
704.046
26.031.662
10.052,590
1,910,550
993,703
18,024.960
7.507,956
3.643.091
3,916,623
4.324.250
5.456.366
1,663,097
0,357.706
10.176.490
13,152.126
7.051.420
3.116.442
0,360.592
813,067
2,403,060
2.264.610
1.067.766
10.737.775
1,014,472
20,052.821
9.870.126
005,467
15.316.195
4,165,518
3,046,030
17.430.559
1.630.994
4.553.474
1,032,399
7,962,737
20 125,731
1,009.913
777,694
10.235.657
6.406,052
2.216.108
6.003.691
409.029

Table 3c
estimated souncrs or payment ron PEnsoNAL health EXPFNOtronES in the yeah 2000 »/
1

EMPLOYER MEDICAID
SPONSOREO NON GROUP OTHER PRIVATE STATE FEDERAL MEDICARE
4.706,531 976 003" 267,096 367.025 960.063 5375.234
1.121.000 70.501 71,054 152.006 152.006 250.751
6.764.390 G0G.590 430,907 610.670 1,008.299 4.621.770
2,060,931 460.622 149.517 231,246 652.384 2,720.302
66?644.041 6,003.403 4304.439 0,902,040 0.902.640 45.912.660
6.222.417 616."90 365,225 684,360 604.360 2.605.710
7.637,346 1.003.744 241.500 1,146,650 1.140.050 4,340,830
959.790 104,026 43.011 167,503 167.503 911,917
529.771 111,169 27,704 380.391 300,391 904,558
17,254,594 3006.407 1.006.793 2,351,970 3,012.935 26.673.673
6,320,611 1,555.419 303.029 1,291.755 2,513.120 7.237.055
2.643.972 260,159 147.929 289.540 280.542 981,230
1.184.244 120.221 71,620 104.750 237.141 638.985
22.707.029 3,673.307 1,315,734 2.007,410 2,007,418 17,533.255
8.040.600 1.035,460 570,001 1,041.239 1,759.296 5.877.353
4.405.316 093,561 257.698 474.894 680,566 3,177.040
4.097.773 920,550 250.103 489.432 409.432 3.381.372
3.147.073 602.648 160,169 543.900 1,203,120 3,255,128
3.099,393 757.556 231,930 712,733 1,250.607 4,432,487
2.126.142 362.405 01,089 299.039 661.265 1,320,211
7.049.413 1,227.079 295.950 1,376.530 1,370.530 6.827,112
14,127,420 1.710.510 502.060 2.730.599 2,738,519 0,071,559
17,623.520 3.081,357 925.199 2,135.251 2.000,310 13 553.224
9,305.6:0 1.560.223 470.911 1.470.930 1.695.420 3.891.005
2.003,742 410.860 135,052 254.033 926.041 2,320,679
10095.144 1.945.672 580.908 787,968 1,212,966 0.340.413
929,192 90,210 60,273 116.938 230.686 607.947
2.087.461 607,149 167,130 202,930 350,103 1,008,301
2,095.540 277.016 179,109 193,513 193,513 1,627,012
2.160,757 295,910 102.042 257,010 314,004 1.207.467
14,100,913 1.755.005" 531,709 2.373,749 2.373.749 9.829.003
1.871,107 211,785 144.204 216,000 400.760 1.053.827
31.013,339 4.493.114 1,422,407 11,313,500 11,313.500 27.094,050
7,405,000 1.477.120 301.519 047,819 2,127,070 8,038,653
1.080,024 222.543 60,052 167,863 205,910 032.722
19,232,266 3.025.307 1.000.889 2,037,207 3,007,115 15.290,954
2,033,7n0 590.559 175,770 504.502 794,040 3.123,038
4,657,015 403.608 289.452 384,153 614,685 2.722,592
20.077.030 3.490.750 096,713 2,023,083 3,430,693 20.073.000
1,975,031 313.274 79.140 387,360 499,656 1.462,951
3.524.102 679.663 179.781 300.200 1,033,770 2,050,719
1,170,535 235,401 75,010 108.414 226.484 037.007
5.732.759 1,200,168 301.378 790,197 1,880.317 8.290.723
19 860,305 3.656.095 1.227,572 2,509,250 2,900,233 10,351.490
2,662,266 194,991 141,549 152.431 404,292 919.410
916.691 154.965 35,992 110,215 224.379 493,030
8.219.19B 1,503,410 367,799 1.192,047 1,351.801 6.451.550
8,197.610 790,320 520,941 1.340.850 1.344.072 4,540.641
1,441.469 344513 70.170 201,945 507.362 1.728.984
0.006.593 1,653.258 409,690 1,109,502 1.503.550 5,600,345
534.409 52.346 31,230 37,999 37.999 253,161

alInclude* personal health eipendilures and ndminisiralrve costs.

b/Does not Include employee share of premiums foremployer-sponsored Insurance. These oaymenls are Included Inthe '"Employer-Sponsored* column

SOURCE: Lewin/ICF eslimales

OTHER PUBLIC
3.424.954
536.159
3,565.031
1,472,904
29.714.310
2.670,100
203.993
509.052
445.965
9.042.004
5.569.541
1.173.704
608.459
1,000,052
806.461
66.542
372.350
2,412.001
3.043.422
132.390
4.563.608
566.719
1.114.322
296,049
1.060,319
614.402
630,119
215,683
1.206.717
117,076
592.600
1,283,266
1,018.092
3.927.003
151,892
1,003.233
1.964.314
2,271,062
724.354
100.253
2.204.679
64.093
3.734.453
12.106.109
1,120.669
39.607
5,029,566
4,155.160
1,326,244
733.339
270 293
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Table 4

| ESTIMATED NUMBER OF UNINSURED PERSONS
190 198
y g PERCENT
STATE NUBER o/ Ay NUMBER WORRRTE o by CHANGE
RLABAMA 530 14 3 6156 15106 : 99
AOA e B 7 ahm D 7 550
e
1 AR %% B3 3 5918 2lg 2 B
CAI}E@%A[% 39 Bt i) R fy 3 %
0 0
O uT § ; ° VI :) <8
AN 0 A 21 66
DISTRICT OF COLUMBIA ST cr i 0
AR B B9 D R B : g
HAVIA s T i e ¥l 2 1 &
1 IDAHO 74 2 B i i il o
ILLINOIS oy 5% 1B 101 % 1
INDIANA 13 g 1 136 i s
IOWA MWD i ) e 010
n R e & & s Hol 2 o
OLISIANA % ]]%%o b Eﬁ 73 3 % i
MALAND 9 T 2 &8 B e
MASSACHUSETTS I & 3 Bl T3 z Ko A
VICRIGEN 85 i &% %10
i NI W A
0f % E 109 43
ONTAUA 0% LI 7 e o) D 77
b W g 3 B8 3 &9
FW vpsHRe 0H 1 2 16 9% 3 B
| EW JERSEY ey o) 9 v S 4] <%
EW VEXICO 2 i 1 i 1 A%
EW YORK 16063 2 I 2019 i z il
ORTH CAROLINA 7 120 ekt i 1
ORTH DAKOTA Be 310 73 Wi i v T
18 % R b e 48 3 B
OREGON 17 99, % X7 e B 50
BENNSYLVANIA i 7 =) OB 806 z S,
3 k% LY A & g 2 o
0 -

SOUTH BAKOTA gy h B ﬁ% iy T 0%
TENNESSEE W T i , Yz X 72
TEXAS 0T 160 3TN A BT
VERMONT ! ‘53% oo 2 5 %gfg %4 n
370 5 o] A5
i o= : daF B 1 %
| WE T\A%NA 217640 20//0 % 2518) 1%6% 2 31%%
RGN B s 5 & 0% 9 870
1 TOTAL A2 108k ABIL B 0%

8 Basei? upon~MarchT980 Current Population Surveys (CPS) estima’es ad | Uttedto
b/rBeﬂec changes in sgrvey de&gn implemented in the March 1988CPS
aseq upon percent uninsure
C. Baseg uBon R/larc 1983CPS data
SOURCE  Lewin/ICF estimates
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TECHNICAL APPENDIX
Methodology Used to Project State
Health Expenditures in 2000

In this analysis we developed estimates of total health expenditures in each state
by source of payment in 1980 and 1987. We also developed projections of future health
expenditures by state in selected years under current policy and alternative health care
financing scenarios. This appendix describes the methods used to develop these
estimates.
A. HEALTH EXPENDITURES BY STATE

We developed estimates of health expenditures by source of payment for the 50
states and the District of Columbia in 1980 and 1986 using available data. For both
years we presented estimates of the following categories of personal health care
expenditures:
Direct payments by households.
Employer health insurance payments.
Payments by other private sources.
Medicare payments.
State Medicaid expenditures.

Federal Medicaid expenditures.
Payments by other public sources.

State-level data on Medicare and Medicaid spending were obtained from the
Health Care Financing Administration (HCFA). However, information on other health care
expenditures by state and local governments in largely unavailable from existing data
sources. Data on health spending by households and employers are also unavailable at
the state levei.

Due to the lack of state-level health expenditures data, we estimated state
spending using techniques that reflect the uniquo socio-economic composition of the
population in each state. We developed these estimates for 1980 and 1987 using the

following three steps:
LEWIN/ICF

A Health & Sciancaa International Company



. Develop First Stage estimates. We estimated total expenditures by source
of payment based upon the socio-economic composition of the population
in each state. The Lewin/ICF Health Benefits Simulation Model (HBSM) was
used to estimate per-capita health spending for each sourre of payment by
age, income, geographic region, and health insurance status. Using these
per capita health spending estimates, we estimated total health spending in
each state based upon state-level data on the distribution of persons by
age, income, and insured status as reported in the Current Population
Survey (CPS) for 1980 and 1987.

. Adjust First Stage Estimates to Replicate Known Totals By State. We then
adjusted the first stage estimates to reflect the following known control
totals for 1980 and 1987:

- Medicare spending by state.
-- Federal Medicaid spending by state.
- State Medicaid spending.

In addition, we adjusted total health spending to reflect HCFA estimates of
relative differences in per-capita health spending by state in 1982.

. Adjust Second Stage Estimates to Replicate HCFA Estimates of National
Health Spending by Source of Payment. The state-level health spending
estimates developed in the second stage were adjusted to replicate HCFA
estimates of national health spending by source of payment.

These steps were performed separately to develop estimates for 1980 and 1987.

Projections of total health spending in each state were developed for each year

between 1988 and 2000 assuming current policy continues throughout this period.

These projections are based upon census projections of population growth by state and

HCFA projections of national health expenditures through 2000.

LEWIN/ICF

A He*lth & Sciancae Intarnational Company
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ESTIMATED SOURCES OF PAYMENT FOR PERSONAL HEALTH EXPENDITURES IN THE YEAR 1900 a/

MEDICAID

STATE oul “f.f°cAELb/  SPONSORED non-group  OTHER PRIVATE STATE FEDERAL MEDICARE ~ OTHER PUBLIC TOTAl
ALABAMA B 31.0 % 21.0 % 5.2% 1.2 % 20 % 54 % 153 % 18 1% 1000

ALASKA 240 320 2.0 1.7 3.7 37 40 27 3 o 0
ARIZONA 253 30.3 3.2 00 0.0 143 25 4 »0C 0
ARKANSAS 30 2 101 45 34 01 150 169 to 0
CALIFORNIA 218 25.9 25 1.3 50 5.0 148 23 6 1000
COLORADO 242 32.4 2.0 15 3.0 3.4 105 223 1030
CONNECTICUT 280 345 0.7 50 5.0 17.1 10 too 0
DELAWARE 295 24.0 50 4.1 41 154 170 1000
DISTRICT OF COLUMBIA 21.3 150 3.0 109 109 18 8 180 o
FLORIDA 300 100 5.1 1.0 1.6 2.5 230 17.0 1000
GEORGIA 311 235 4.8 1.1 3.3 0.8 128 109 1000
HAWAT 2217 290 26 1.3 5.2 5.2 0.0 245 000
IDAHO 23.6 28 8 2.6 1.4 2.1 5.3 90 250 too 0
ILLINOIS 27.2 33.6 7.3 4.9 49 10.7 10 00
INOIANA 297 350 82 3.1 4.1 15.0 23 100
IOWA 28.2 33 8 0.2 35 4.6 16 8 3.0 1000
KANSAS 27.0 31.9 0.2 1.7 39 44 17.1 5.2 1000
KENTUCKY 32.0 25.0 5.5 1.1 3.3 7.0 13.5 12.7 100
LOUISIANA 30.3 22.3 5.0 3.4 1.4 119 188 1000
MAINE 29.1 26.7 7.9 1.4 4.2 9.6 18.3 09 1000
MARYLAND 29.3 20.2 4.0 1.1 3.7 3.7 15.9 15.2 1000
MASSACHUSETTS 26.0 30.0 5.9 1.2 68 1.3 20 8 1.4 to0 0
MICHIGAN 26.1 339 1.1 1.0 3.4 5.4 17.4 3.1 1000
MINNESOTA 27.5 331 00 1.8 5.9 7.5 15 8 06 1000
MISSISSIPPI 32.3 21.5 0.0 1.2 2.5 06 14.7 13.7 1000
MISSOURI 292 32.5 8.0 1.9 2.4 3.0 16.6 20 00
MONTANA 23.5 21.0 28 1.4 34 0.1 10.9 25.0 1000
NEBRASKA 29 4 33.4 6.4 1.9 3.0 4.0 10 3 3.5 1000
NEVADA 22.8 29.4 26 1.4 26 2.0 12.7 259 1000
NEW HAMPSHIRE 30.3 34.8 1.2 1.3 3.0 6.0 14 4 21 000
NEW JERSEY 21.9 34.8 0.7 1.3 5.7 5.7 16.7 14 1000
NEW MEXICO 247 26.0 20 1.8 2.4 5.4 08 26 6 1000
NEW YORK 24.9 21.4 5.9 1.1 10.6 10.0 102 13 100 o
NORTH CAROLINA 31.7 24.3 5.0 2.9 6.1 127 16 0 100

NORTH DAKOTA 28.6 32.2 0.0 2.1 4.3 17.4 43 100

OHIO 20.7 35.8 05 1.7 33 4.1 10.2 1.7 100 o
OKLAHOMA 30.7 21.2 3.1 1.0 3.6 6.3 15 6 10 2 100 o°
OREGON 22.6 28.5 2.0 1.4 3.3 4.1 129 2 4 100 g
PENNSYLVANIA 28 8 32.7 1.1 1.3 4.0 4.9 197 1.4 100

RHODE ISLAND 280 320 64 1.1 0.2 0.5 18.2 1.6 to08
SOUTH CAROLINA 30 1 19.9 4.3 11 3.5 0.6 105 220 1000
SOUTH DAKOTA 30 6 30.3 0.9 2.4 2.7 5.9 15.1 39 1000
TENNESSEE 31.5 23.7 5.2 1.1 2.1 0.2 144 152 1000
TEXAS 326 23.6 40 1.2 32 4.5 14.4 15.5 1000
UTAH 24.2 32.1 2.7 (4 24 5.1 1.3 24 8 1000
VERMONT 28.7 32.0 7.1 1.3 4.0 100 153 10 1000
VIRGINIA 30 4 2 4 5.1 1.0 35 4.5 129 10.3 1000
WASHINGTON 222 273 26 1.4 4.4 44 10 4 26 7 100
WEST VIRGINIA 335 24.1 55 11 21 4.4 15 4 140 1000
WISCONSIN 20 1 342 7.0 5.7 7.0 159 10 1000
WYOMING 23.3 324 2.5 22 22 97 20 2 10c
TOTAL 4% 205 % 58 % 1.4 % 46 % 57 % 162 % 105 % 100 O\

al Includes personal health expenditures and administrative costs.
b/ Does notInclude employee share of premiums for employer-sponsored Insurance These payments are Included Inthe '"Employer-Sponsored* column.

SOURCE: Lewin/ICF estimates
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0TATE
ALABAMA
ALASKA
ARIZONA
ARKANSAS
CALIFORNIA
COLORADO
CONNECTICUT
DELAWARE
DISTRICT OF COLUMBIA
FLORIDA
GEORGIA
HAWAII

IDAHO

ILLINOIS
INDIANA

IOWA

KAN9AS
KENTUCKY
LOUISIANA
MAINE
MARYLAND
MASSACHUSETTS
MICHIGAN
MINNESOTA
MISSISSIPPI
MISSOURI
MONTANA
NEBRASKA
NEVADA

NEW HAMPSHIRE
NEW JERSEY
NEW MEXICO
NEW YORK
NORTH CAROLINA
NORTH DAKOTA
OHIO
OKLAHOMA
OREGON
PENNSYLVANIA
RHODE ISLAND
SOUTH CAROLINA
SOUTH DAKOTA
TENNESSEE
TEXAS

UTAH
VERMONT
VIRGINIA
WASHINGTON
WEST VIRGINIA
WISCONSIN
WYOMING

TOTAL

SOURCE: Lewin/ICF estimates

f(K w w w s set

OUT OF POCKET b/

200
28.3
24.3
30.8
24.0
21
25 8
20.4
20.5
29.8
29.0
24.9
25.2
28.8
27.4
21.1
27.0
21.1
20.7
25.7
27.3
24.8
25.5
27.9
28.5
27.2
23.4
20.0
25.9
30.2
28 2
25.0
23.3
31.0
25.3
25.8
29.7
25.4
20.2
28.1
30.1
28 2
29.0
321
252
28 9
30.1
23 6
285
28.0
25.1

28.7

%

%

ESTIMATED SOURCES OF PAYMENT FOR PERSONAL HFALTH EXPENDITURES IN THE YEAR 1880*/

EMPLOYER-

SPONSORED
211 %
34 4
29.4
19.0
30.3
332
31.5
23.0
154
19 8
22.3
34.3
30.1
33.0
32.3
33.5
34.3
20.2
19.1
32.8
23.0
34.4
33.4
38.0
10.3
32.9
28.7
34.0
33.2
35.4
34.8
28.4
20.3
23.3
30.0
32.2
20.2
30.0
31.4
31.6
23.3
32.0
20.9
22.1
355
34.1
24.1
30.2
10.0
34.0
328

207 %

al Include* personal health expenditures and administrative costs.
b/ Doe* notiInclude employee share ol premium* lor employer-sponsored Insurance. These payments are Included In the "Employer-Sponsored* column.

NON-GROUP
4.4
24
30
4.2
28
3.3
4.0
4%
32

%

OTHER PRIVATE

MS.

11
10
1.7
12
1.7
1.7

%

%

MEDICAID

STATE
1.7 %
4.0
2.7
22
42
30
5.8
4.3
11.7
28
3.0
3.0
28
4.0
30
3.7
3.4
3.0
3.0
48
4.1
0.0
4.2
01
2.4
2.1
3.5
3.3
2.3
4.3
0.0
3.2
10.5
3.1
5.0

ms m W W

FEDERAL
4.3

* 4.0
4.5

6.2

4.2

3.0

5.0

4.3

%

MEDICARE
203 %
0.3
189
21.0
L
120
17.9
16.0

23.7
10.3
100
13.0
22.0
17.8
20.3
20.0
17.0
102
17.1
10.7
20.2
21.6
130
17.0
22.8
14.7
170
15.7
184
20.2
12.3
20 4
16.0
20.0
21.5
10.7
15.1
25.4
10 7
14.0
10.3
103
170
10.3
15.5
15.0
141
187
180
13.1

192 %

OTHER PUBLIC
174 %
18 8
17.5
153
133
101

11
142
14.7
12.0
16 6
173
175
t.7
3.8

150

10.7
173
193
103

04 %

W el

TOTAL
1000%
1000
1000
1000
1000
1000
1000
1000
1000
1000
100.0
1000
1000
1000
1000
1000
1000
1000
1000
1000
1000
1000
1000
1000
1000
too 0
1000
1000
100.0
too 0
1000
too 0
1000
1000
1000
1000
1000
1000
1000
1000
1000
1000
1000
100 ¢
1000
1000
1000
1000
1000
1000
1000

100 0%

WHT



ESTIMATED SOURCES OF PAYMENT FOR PERSONAL HEALTH EXPENDITURES IN THE YEAR 2000 a/

EMPLOYER-
ctatf OUT OF POCKET b/ SPONSORED
ALABAMA 29.1 % 208 %
ALASKA 26 6 341
ARIZONA 24.1 290
ARKANSAS 30 2 18 6
CALIFORNIA 23.17 298
COLORADO 20.0 331
CONNECTICUT 25.1 38 4
DELAWARE 289 23 2
DISTRICT OF COLUMSIA 20 1 151
FLORIDA 28 9 19.2
GEORGIA 28 8 22 1
HAWAII 25.0 345
IDAHO 251 299
ILLINOIS 256 325
INDIANA 28 6 314
IOWA 26 8 323
KANSAS 20.7 33 4
KENTUCKY 21.5 200
LOUISIANA 28.5 189
MAINE 250 320
MARYLAND 28.9 22 1
MASSACHUSETTS 24.0 333
MICHIGAN 24 6 322
MINNESOTA 27.4 36 1
MISSISSIPPI 28 2 181
MISSOURI 26.2 316
MONTANA 233 26 0
NEBRASKA 28.0 337
NEVADA 25 6 328
NEW HAMPSHIRE 29 4 345
NEW JERSEY 25.3 335
NEW MEXICO 25 6 20 4
NEW YORK 22 Q 27 6
NORTH CAROLINA 30.7 230
NORTH DAKOTA 24.6 299
OHIO 241 310
OKLAHOMA 29.3 199
OREGON 252 305
PENNSYLVANIA 25.1 300
RHODE ISLAND 25.3 306
SOUTH CAROLINA 29.9 232
SOUTH DAKOTA 27.4 310
TENNESSEE 285 205
TEXAS 316 223
UTAH 25.2 355
VERMONT 282 333
VIRGINIA 298 239
WASHINGTON 235 300
WEST VIRGINIA 28.2 18 4
WISCONSIN 252 330
WYOMING 250 327
TOTAL 286 1% 279 %

o/ Include* personal health expenditures and administrative costs
b/ Ooas notInclude employee share of premiums for employer sponsn»f»*

SOURCE: Lewin/ICF estimates
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For the Health ofa Nation
by Heniy Simmons, M .D ., from the

The National Leadership Commission on Health Care
identified four major problems in our health care system
and proposed amajor restructuring o f the nation’s health
care system to resolve them. The commission’s proposal
provides universal access to a basic level of health ser-
vices;itcontrols escalating costs through use ofeconomic
leverage in the purchase of care, financing and systems
reforms, economic incentives including cost sharing, and
practice guidelines to encourage appropriate care and
eliminate unnecessary care. The commission believes
that reducing unnecessary procedures will help contain
costs and improve the quality of health care. Its malprac-
tice reform recommendations will also help contain costs
and improve quality.

The commission agreed on avision ofa betterhealth care
system in the twenty-first century, one that promotes
preventive care and healthy lifestyles, and established an
innovative, efficient health care system. The system
would encourage personal responsibility for choosing
good health and appropriate treatment, support astrong
doctor-patient relationship, and establish and utilize a
public-private partnership to control costs, assure univer-
sal access, and improve the quality of care.

Problems with the Current Health Care System

America’'s health care system is in crisis. Costs are out of

control, millions of Americans face difficulty gaining ac-

cess to needed care, there is a malpractice crisis, and

there are serious problems in the quality and ap-

propriateness of much of the medical care being
rendered. These problems are interrelated, systemic, and
growing worse. It seems clear that they cannot be solved
without a long-term, comprehensive strategy. Awareness
of these problems has led to a strong shift in public
attitudes to hroad dissatisfaction with our health care
system.

The rate of health care cost escalation isof major con-
cern to both government and the private sector. Unless
we act soon to change America’s health care system, by
the year 2000 the United States could be spending a
.quarterof the GNP— S2.5 trillion— on health care. That
number is more than double the federal government's
eniirc budget for 1990. It is also SI trillion more than
recent estimates for U.S. spending on health care at the
turn of the century. National health care spending 0fS2.5
trillion translates to almost S10.000 per year for every
man, woman, and child in this country.

Government isconcerned because it isincreasingly clear
that the federal deficit and rising health care costs are

4]
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inextricably intertwined. Business and labor are con-
cerned because rising health care costs are now con-
sidered a major threat to industry’s economic viability
and its ability to compete and to provide jobs. The
American people are concerned because more and more
ofthe costsare borne directly by individuals, and there is
no end insight

A systemic problem of this magnitude cannot be solved
with apiecemealstrategy. Norcan ithe solved by anyone
segment ofsociety, including government, alone. We all
share some of the blame for this complex societal prob-
lem, and therefore we share the responsibility for resolv-
ing the problem. Costs must be contained, quality and
access must be assured, the malpractice problem mustbe
resolved, and, to the extent possible, the American sys-
tem of freedom of choice, “pluralism," and competition
must be preserved. But this will not be possible without
comprehensive, long-term structural reform. Such
reforms will require creation of a new public-private
partnership and a coordinated effort of business, labor,
government, providers, insurers, and consumers. Other-
wise, costs and problems will only be shifted, and our
situation will grow more severe, to the detrimentof all.

The growing seriousness of the problems and public con-
cerns have combined to create a new opportunity and
need for effecting major change in our health care sys-
tem. There is now a clear and compelling case for com-
prehensive reform.

Summary of the Cfcimmission’s Proposal

The National Leadership Commission on Health Care's
final report, Forthe Health ofa Nation:A Shared Respon-
sibility, proposes a major restructuring of the nation's
health care system. The central feature of the
commission's proposal is the notion that none of the
problems hesetting the nation’s health care system— lack
ofaccess for millions, poor quality, inefficiency, soaring
costs, and a malpractice insurance crisis— can he solved
in isolation. The problems arc interconnected: the solu-
tion must also be. The plan is based on seven fundamen-
tal principles and has four interrelated parts— a universal
access proposal, a national quality improvement initia-
tive. a cost containment strategy, and a malpractice
reform package.



Fundamental Principles of the Commission’s
Proposal

The commission’s proposal is based on seven fundamen-
tal principles.

1. Principle of Universal Access. There should be no
financial barrier separating Americans in need of
health care from access to care.

2. Principle of Fair Compensation. Every provider of
health services in America should be adequately
compensated for services rendered to patients.

3. Principle o f Clinical and Economic Freedom. To the
maximum extent possible, without unduly com-
promising other important principles, health policy
ought to restore clinical freedom in rendering health
services and economic freedom in financing these
services, within the context ofadequate countervail-
ing market power from those who ultimately pay for
health care in America.

4, Principle of Shared Responsibility. Financial respon-
sibility for health care for those too poor to afford it
should be shared by government, individuals, and
employers.

5. PrincipleofindividualResponsibility. To help achieve
the goal of universal access to health care, the in-
dividual has a duty to have adequate insurance
coverage for himselfor herselfand dependents.

6. Principle ofBasic Benefits Guarantee. The design ofa
basic package of health service benefits to which ail
Americans should have reliable access is ultimately a

federal responsibility.

7. Principle o fa Strong Doctor-PatientRelationship. Any
health care system should foster the goal of protect-
ing the integrity of the doctor-patient relationship.

In light of the federal deficit, the commission proposes
building upon the American tradition of providing
private health insurance through the workplace. The
proposal is designed to encourage continued extensive
reliance on that approach, without mandating that
employers provide such coverage. The commission also
noted that universal access could be funded out of
general revenues.

The Commission's Proposal

The Universal Access (UNAC) Plan. UNAC would pro-
vide universal access to basic health care for all

Americans without insurance. Medicaid recipientswould
become part of this program. There would be an incen-
tive for more employers to offer health insurance to
employees, since both would pay a fee to UNAC if
employeeswere notoffered insurance. Financing for this
public program would be paid for through a health in-
surance premium of 0.6 percent of income up to the
social security maximum, paid by everyone with incomes
over 150 percent of the federai poverty level and their
employers,with special provisions for new and small busi-
nesses and part-time workers. The funds would be col-
lected nationally; the UNAC program would be
administered in adecentralized fashion by the states.

A National Quality Improvement Initiative. This provision
would improve the quality, appropriateness, and efficien-
cyofcare byestablishing a national program of increased
technology assessment and outcomes research that
would result in national practice guidelines for all the
major procedures. Since seventy major procedures ac-
countforabouthalfofourtotal national health expendi-
tures, this is an important way to eliminate unnecessary
care. Up to $500 million a year from the UNAC funds
would support this ongoing program, designed to assess
technology, develop guidelines and standards, and com-
pare new procedures, as they become available, with
those already in use.

A Cost Containment Strategy. The elimination of much
unnecessary care could potentially cut back up to 20
percent to 30 percentofall procedures performed today.
UNAC will have economic leverage, bhecause it will
negotiate payment rates for 60 million to 70 million
people. Under UNAC, cost shifting of charity care will
end and there will be greater inter-employer equity.
UNAC willalso encourage intervention. The new ability
through research and guidelines to make more informed
purchasing decisions, combined with cost sharing, will
Increase individual responsibility. The commission called
for increased use of organized systems of care, such as
PPOs, by private employers and for physician payment
reform with expenditure targets.

A Malpractice Reform Package. This six-part proposal,
based on successful programs in some states, calls for
strict criteria for expert witnesses; strengthened stand-
ards of negligence; punitive damages limited to a grave
dereliction of professional responsibility with damages
going to the state; limited contingency fees; a fast track
through the court system for malpractice cases; and in-
creased use of arbitration. If the states do not move
expeditiously to make these changes, there should be
|consideration of federal preemption of state malpractice
aws.



NATIONAL LEADERSHIP CO.ALITJON FOR HEALTH CARE REFORM

AT&T

Amalgamated Clothing and Textile Workers Union
American Academy of Pediatrics

American Association of Retired Persons
American College of Physicians

American Federation of State, County, and Municipal Employees
American Federation of Teachers

American Nurses' Association, Inc.

Amcritech

Association of Academic Health Centers
Association of Minority Health Professional Schools
Bell Atlantic

BellSouth

Bethlehem Steel

Chrysler Motors Corporation

Communications Workers of America

DuPont

Eastman Kodak

Equifax

Families USA Foundation

Ford Motor Company

General Electric

Georgia-Pacific Corpaoration

W.R.Grace & Co.

International Association of Machinists and Aerospace Workers
International Brotherhood of Electrical Workers
International Union of Electrical Workers
Lincoln Telephone & Telegraph Co.

Lockheed Corporation

Meredith Corporation

National Leadership Commission on Health Care
National Small Business United

Northern Telecom Limited

Northwest Airlines

NYNEX Corporation

Pacific Gas & Electric

Pacific Telesis Group

Pioneer Seed

Rochester Telephone Corpaoration

Rubbermaid

Service Employees International Union
W.C.Smith Inc.

Southern California Edison Company
Southwestern Bell Telephone
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Time Warner Inc.
U S WEST

United Steelworkers of America
United Way of America
Westingnousc Electric Cotporation
Weyerhaeuser Company

Xerox Corporation
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Senator Lyman F. Hoffm an

Alaska State Senate
P.O. Box V «Juneau, Alaska 99811 « (907) 465-4453

M EMORANTDUM

TO: Ms. Nancy Quinto
Senate Secretary

Jj/E L it#
FROM: Senator Lyman Hoffman a- 7

DATE: February 19th, 1991

RE: " Take Pride in Sobriety " Resolution

Please add the following Senators as Co-Sponsors to the
above mentioned resolution;

Senator Sturgulewski, Adams, Pearce, Frank, Menard,
Collins, Zharoff, Shultz, and Eliason

As well as the following Representatives as
Cross-sponsors;

Representative Ivan, Lincoln, B. Davis, Taylor, Larson,
Zawacki, Koponen, Ulmer, Sharp, Leman, Brown, Parnell,

Hudson, Foster} £u£/a/A-, J”"cko

IfT there are any questions feel free to contact my office
at your earliest opportunity.

P.O. Box 763 ¢ Bethel, Alaska 99559 « (907) 543-3543
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WALTER J. HICKEL, GOVERNOR

DEPARTMENT OF HEALTH AND SOCIAL SERVICES PO BOX K

JUNEAU. ALASKA 99871-0607
PHONE (907) 586-6207
DIVISION OF ALCOHOLISM AND DRUG ABUSE FAX*<007) 5861061

March 1, 1991

Lyman Hoffman MAR 051991
Alaska State Senator
Pouch V

Juneau, Alaska 99811
Dear Senator Hoffman:

We would like to take this opportunity to express our support of
Senate Concurrent Resolution No. 11, wurging all Alaskans to "Take
Pride 1in Sobriety."

It is truly exciting and gratifying to see Alaskan organizations
and communities take the 1initiative to promote sobriety. The
Alaska Federation of Natives has been an active leader 1in this

movement.

Legislative support and recognition of Alaskan®s efforts as found
in SCR 11 is appreciated. Such support will help promote and
foster local sobriety efforts.

The timing of the "Take Pride in Sobriety Weekend”™ will tie in

nicely with the annual "Red Ribbon"™ campaign scheduled for
October 19 - 27, 1991 which 1is coordinated by Alaskan®s For Drug
Free Youth. These two events will focus 1local efforts in a

positive direction early 1in the school year and as the busy
holiday season begins.

Thank you for your concern and support in this area.

lilscrll



Division of Alcoholism and Drug Abuse

EXECUTIVE SUMMARY

The devastating effects of alcohol on individuals,

families, and whole communities in Alaska is well
known and documented. Various factors including
Alaska's lower median age, hi?her proportion of

men, and higher proportion of Native Americans

all suggest a larger problem than that revealed by
national statistics.

The Division's mission, as clearly defined by
legislation, is to create and maintain a
comprehensive program of prevention,
intervention, and treatment for all Alaskans that
mbay be affected by alcohol, drug, and inhalant
abuse.

A principal method used by the Division in
carrying out its mission is the grant-in-aid. Grant
proposals submitted by applicants define their
areas' needs and priorities and describe their
approach to meeting those needs. This process
allows local communities to have input into what
services are provided within their region.

The Division is also responsible for conducting
reviews and issuing certificates of approval for
private alcohol and other drug abuse treatment
agencies. In recent years there has been significant
growth in the number and location of such private
agencies. The Division encourages the
development of these programs which provide
high quality treatment services to those who can
afford to pay the full cost of care.

While the Division of Alcoholism and Drug Abuse
(ADA) works to implement strategies that will
reduce the incidence of alcohol and other drug
abuse there is a constant need for treatment
services. These treatment services must continue
to address the varying needs of alcohol, drug, and
inhalant abusers.

Alaska's substance abuse programs have been
growing and changing to meet the changing needs
of the communities that they serve. They have
proved flexible enough to respond to these needs
and maintain oasic services while state funding has
fluctuated over the years. Entering the 1990s the
substance abuse programs and the Division of
Alcoholism and Drug Abuse have established a
broad range of services and are challenged to
preserve that service system while continuing to
respond to diverse community needs.

Annual Report

Over the six years from FY 85 to FY 90, total
funding for the Division of Alcoholism and Drug
Abuse declined steadily until FY 89. This drop
was due to declining state funds, which decreased
over seventeen per cent (17%) from FY 85 to FY
89. State funding remained 8 per cent lower (8%)
in FY 90 than in FY 85, even with an increase of
S1.3 million over FY 89 funding.

While state funding for the Division has fluctuated
with oil revenues, federal funding has steadily
increased. Federal funding to the Division during
the last six years has grown from S1.5 million to
52.6 million in FY 90. These funding increases
may be attributed to growing national concern
with drug addiction and have resulted in increased
programs for drug abuse treatment and
prevention.

In FY 90 the Division of Alcoholism and Drug
Abuse funded more than 40 separate alcohol and
other drug abuse treatment and prevention
agencies throughout Alaska. Treatment programs
included 400 residential care beds and more than
1700 outpatient treatment "slots.” Almost eight
thousand (7,998) individuals were admitted as
clients to ADA funded programs during this year.

Agencies funded by the Division in FY 90 also
provided substance abuse prevention programs
throughout the state. These programs most often
focused on youth as the most appropriate target
for their prevention activities. TTiese activities
ranged from peer counseling and "natural helpers"
training to summer camps for high risk youth.

The Division of Alcoholism and Drug Abuse
recognizes that there will always he unmet needs
and that the problems of alcoholism and drug
abuse will net be eliminated by the actions of a
single state agency. There are numerous local,
state and federal programs that address some
aspects of the alcohol and other drug abuse
problem in Alaska. It is the intended role of the
Division to coordinate these efforts and provide
leadership in finding solutions to these problems.

An important part of that leadership role is
balancing the need to monitor and regulate
programs with the need to foster new ideas and
new approaches to a complex problem. The
Division will strive to balance these roles and seek
support for decisions through an on going
dialogue with providers of service, clients, and
advocacy groups.
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325 E. Third Avenue Sune 300

Anchorage AK 9950
(907) 276-1059 (Toll free 000-478-1059)

March 11, 1991

Senator Arliss Sturgulewski
Alaska State Legislature

P. 0. Box V

Juneau, Alaska 99811-3100

Dear Senator Sturgulewski:

Thank vyou for heading a movement to encourage sobriety

in Alaska.

Older Persons Action Group, Inc. (OPAG) endorses and
supports the resolution urging Alaskans to "Take Pride in
Sobriety." Designating 1991 the year for schools, health
care organizations and practioners, public and private agencies
and individuals to pay particular attention to the problenm
will increase awareness and challenge wus all to work tov/ard

this common goal.

Sincerelly,
c>

ROSE PALMQUIST $
President

RP:bja



Hlasé&a ibtate legislature

3111 C STREET. SUITE 550
ANCHORAGE. ALASKA 99503
(907) 561-7615

SENATOR While in Juneau

ARLISS STURGULEWSKI P.O BOXV
JUNEAU. ALASKA 99811

(907) 465-3318

Senate

March 13, 1991

John Schaeffer, Chairman

Alaska Native Blue Ribbon Commission
on Alcohol and Drugs

1577 C Street, Suite 100

Anchorage, Alaska 99501

Dear John:

Thank you for your message of support for SCR 11 "Take Pride in Sobriety."

| am a co-sponsor of this resolution and as chairman of the Senate Health,
Education and Social Services Committee scheduled the hillfor  a
committee hearing on March 6. | am pleased to report that the  resolution
passed out of the committee with a unanimous "do pass" recommendation.

Senate Concurrent Resolution 11 is now in the Senate Rules Committee
and it is my hope that it will be scheduledfor floor action soon. You can
count on my continued support!

Kindest regards,

Arliss  Sturgulewski
Alaska State Senator



PUBLIC OPINION MESSAGE
DEAR: SENATOR STURGULEWSKI

NAME: THERESA DEVLIN
TITLE: AK NATIVE BLUE RIBBON COMMISSION
ADDRESS: 1577 C STREET, SUITE 100
CITY: ANCHORAGE ZIP: 99501
PHONE: £74-3611
BILL NO: SCR 11

SU3JECT:
MESSAGE: WE STRONGLY URGE YOU TO SUPPORT "TAKE PRIOE IN SOBRIETY." PLEASE

PASS THIS RESOLUTION AS A MESSAGE FOR ALL ALASKANS. SIGNED: JOHN SCHAEFFER,
CHAIRMAN, ALASKA NATIVE BLUE RIBBON COMMISSION ON ALCOHOL AND DRUGS. EOM/MJ

POMIO: 07111142
DATE: 91/03/11
TIME: li:ii:4 2

LIONAME: FAIRBANKS LIO

COPIES: REPRESENTATIVES REPRESENTATIVES SENATORS

BAKER BARNES ADAMS
BOYER BROWN COLLINS
BRUCKMAN CARNEY GOTTEN
CROQUETTE DAVIDSON DUNCAN
B.DAVIS C.DAVIS ELIASON
DONLEY ELLIS FAHRENKAMP
FINKELSTEIN FOSTER FISCHER
GONZALES GRL'ENBERG FRANK
GRUSSENDORF HANLEY HALFORD
HUDSON IVAN HOFFMAN
JACKO KOPCNEN JONES
KUBINA LARSON KERTTULm
LEMAN LINCOLN MENARD
MACKIE MACLEAN PEACCE
MARTIN M.A.MILLER POURCKOT
M.W.MILLER MOYER ROOEY
NAVARRE PARNELL SHULTZ
G.PHILLIPS R.PHILLIPS UEHLING
SHARP TAYLOR ZHAROFF

ULMER ZAWACKI



Yukon-Kuskokwim Health Corporation

(YKHCI i

"Fostering Native Self Determination in Primary Care. Prevention and Health Promotion"

Yukon Kuskolcwim Health Corporation
P.0. BOX 526
Bethel, Alaska sosso

OurMission is to achieve the greatest possible improvement in the health status
of the peopie of the Yukon Kuskokwira Delta Region. We are committed to the
development of culturally relevant programs for primary care, prevention and
health promotion in a Setting that fosters Native self-determination in the
control and management of health delivery.

We are proud to dedicate 1991 to:

N

"Take Pride In Sobriety™”

Since our young people are our most valuable resource, YKHC is proud to unite
with the people of the State of Alaska in the war on drugs and alcohol. * -

YKHC sincer,elr hopes that all residents of Alaskajoin us in honoring those who
practice sobriety

P.O. Box 528 Bethel, Alaska 99559 (907) 543-3321
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WALTER J. HICKEL P.O. Box A
Juneau, Alaska 99801

(907) AB5-3155

State of A Il aska
OFFICE OF THE GOVERNOR
JUNKAU

ALASKA COMMISSION ON CHILDREN AND YOUTH

POSITION PAPER - SCR 15

In .the 1988 report b% the Governor's Interim Commission on
Children and Youth, Our Greatest Natural Resource, Investing
in the Future of Alaska's Children, the Commission
documented the growing problem of increased teenage
pregnancy rates “in Alaska and made recommendations.

SCR 15 asks the Alaska, Commission on Children and Youth to
focus increased attention on the needs of adolescents to
avold, early pregnancy and achieve their full potential. The
Commission” is well aware of the responsibilities mandated b
Statute, and they would like to go on record as being in
full support of this resolution,

With the creation of the Alaska Commission on Children and
Youth came Statute which requires the development of a
comprehensive statewide plan that identifies the needs of
children and youth_ and provides recommendations to enhance
their quality of life. ~Our responsibilities are many and
our comnitment is real. In developing our statewide” plan we
will Took to the work of groups like the Teen Pregnancy Task
Eﬁ[(lzgrg%rafnksgght into thé problems facing adolesCents” and

| ke

We understand what this resojution asks of us, W thank
those individuals who gave their hearts and time on the Teen
Pregnancy Task Force, and we look forward to working with
them as we develop our comprehensive statewide plan:



RECOMMENDATION:

Encourage the Governor®s Commission on Children and Youth to give
more consideration to the needs of adolescents than has been given

in the past.

Issue

The Task Force commends the Governor®"s Commission on Children and
Youth for the efforts they have made in addressing the problems of
pre-adolescent children. However, probably because the Commission
feels the needs of younger children are more urgent, a proportion—
ate amount of effort has not Dbeen given to the problems of

adolescents. The Task Force encourages the Governor®s Commission
to go to the source of many of the problems they are having to deal
with in addressing the needs of younger children. Many of these
children are the product of adolescent parents. A significant

number of adolescent mothers give birth to infants of lower birth
weight and with more developmental problems than children of older
parents. These offspring frequently suffer more from child abuse,

neglect, lack of good nutrition, and financial instability. In
addition, these children of adolescents are frequently more at risk
of repeating the cycle of early pregnancy, of having lower self—
esteem, and of having a higher school drop out rate.

Implementation

Replace retiring members of the Governor®s Commission on Children
and Youth with individuals having the problems of adolescents as
their primary 1interest and/or expertise.

Cost

This recommendation should have no additional <cost. It merely
requests a more equal distribution of effort from the Governor"s
Commission on Children and Youth. That commission is already

mandated to deal with the problems of all children, including
adolescents.



Benefits

The Task Force believes that with more attention paid to the
problems of adolescents in all areas of prevention and prenatal and
parenting services, the greater the benefits to society. Alaska
can reduce the $51 million a year it spends annually to support
needy families of Alaska mothers who had children when they were
teenagers and the $4 million a year spent to support parents who
are still teenagers. While these figures cover only the costs of
AFDC, Food Stamps and Medicaid, other costs such as those for child
care, protective services for abused adolescent mothers and their
children, housing and counselling can also be reduced.
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RECOMMENDATION:

ldentify the Governor®s Commission on Children and Youth as the
oversight body for implementation of the Adolescent Pregnancy and
Parenthood Task Force recommendations.

Issue

The Task Force recommendations were designed to help Alaska-“s
adolescents avoid pregnancy, as well as to help adolescents who do
become pregnant to receive prenatal <care and help 1in 1improving
their parenting skills. However, simply making recommendations
will not bring about the desired goals. If we stop here, without
some organization pushing the recommendations through the
legislature and through their implementation and follow up stages,
the Task Force®"s efforts will have been wasted. Adolescents will
continue to become pregnant, and the rate of adolescent pregnancy
will continue to escalate.

Not all programs suggested here will be perfect, and none will be
effective over night. Minor adjustments to programs will be
necessary to assure their maximum effectiveness, and some

organization must be responsible to see that these programs are
both implemented and adjusted accordingly.

The Governor®s Commission on Children and Youth was set up to deal
with the problems of all of Alaska®a children, including
adolescents; and as such, 1is the logical organization to follow up
on the Task Force recommendations.

Cost

The Governor®™s Commission on Children and Youth has already set up
a network to address problems of children 1in Alaska. Making use
of this network and experience would be the most efficient means
of assuring the effectiveness of the Adolescent Pregnancy and
Parenthood Task Force recommendations. No additional cost to the
State 1iIs anticipated.
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Benefits

With an oversight agency such as the Governor®s Commission on

Children and Youth, all of the recommendations of the Adolescent
Pregnancy and Parenthood Task Force can be coordinated. This will
help assure that the duplication of services 1is minimized and those

areas where services are lacking are covered. Since our
recommendations 1include programs run at all 1levels of government,
and involve private agencies and organizations as well as state

agencies, the Chidren®s Commission would be best qualified to
coordinate the implementation of our recommendations. The
Children®"s Commission was designed to represent all sectors.
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FISCALNOTE
STATE OF ALASKA

1991 LEGISLATIVE SESSION BILL NO. SCR 16
Revision Date: Department Affected: University of Alaska
Title: Requesting the University of Alaska to compile certain types BRU: UAA/Organized Research

of information relating to adolescent pregnancy & Parenthooc Component:
Sponsor: Pearce, Uehling, zharoff, Collins
Requestor: Pearce Component Serial No.

Expenditures/Revenues: (Thousands of Dollars)

OPERATING FY92 FY93 FY94 FY95 FY96 FYQ7
PERSONAL SERVICES
TRAVEL
CONTRACTUAL 75.0 75.0 75.0 75.0 75.0 75.0
SUPPLIES
EQUIPMENT
LAND & STRUCTURES
GRANTS, CLAIMS

MISCELLANEOQOUS
TOTAL OPERATING 75.0 75.0 75.0 75.0 75.0 75.0

CAPITAL
REVENUE

FUNDING: (Thousands of Dollars)
GENERAL FUND 75.0 75.0 75.0 75.0 75.0 75.0
FEDERAL FUNDS

OTHER
TOTAL 75.0 75.0 75.0 75.0 75.0 75.0

POSITIONS:
FULL-TIME
PART-TIME
TEMPORARY
Estimate of current year impact:

ANALYSIS: (Attach a separate page Iif necessary.)

Cost to establish data base and provide analysis for public policy review

Prepared by: Marsha A. Hubbard® ! tiu-Q-fc-c(> Phone: 474-7593
Division: Statewide Budget Office Date: 4/11/91
Approved by: namVft5e "President for University Relations

Agency: Universitrof Alaska Date: 4711791

Distribution (by preparer): Legislative Finance. Legislative Sponsor, Requestor, OMB, & Impacted Agency(ies).
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3111 C Street, Suite 150
Anchorag)e, Alaska 99503
(907) 561-2038

Alaska State Legislature

During Session:
P.O. Box V
Juneau, Alaska 99811

(907) 465-4993

Senator Drue Pearce

District G

MEMORANDUM

TO: Senator Arliss Sturgulewski, Chair

Health Education & Social Services Committee
FROM: Senator Drue Pearce ~") y*
DATE: April 12, 1991
RE: Sponsor Statement for SCR 16
The purpose of this legislation 1is to create a source of
continued and compiled information about the problem of teen
pregnancy. This will serve as an aid to public policy makers as
to the progress or problem areas in the adolescent pregnancy
problem in our state.
In this resolution, ISER 1is requested to maintain this data as
they are uniquely suited for this task.
With this data, combating the crises of adolescent pregnancy and
the problems associate with 1it, our battle will be much more

effective.



RECOMMENDATION:

Develop a report on the costs of supporting adolescents and their
offspring as compared to the costs of preventing adolescent

pregnancies.

Issue

Both the causes and effects of adolescent pregnancy and parenting

are complex and far reaching. The state must examine not only the
costs of preventing adolescent pregnancy and supporting adolescent
parents, but must also examine the costs of not preventing these

pregnancies and the generational cycle of poverty thus created.

Implementation

1) Request that the Institute of Social and Economic Research
(ISER) =establish and maintain a body of statistical information
assessing the <costs to the state of adolescent pregnancies in
Alaska compared to the estimated cost of preventing these
pregnancies and of promoting healthy life-styles in existent
adolescent parent families.

2) Request that |ISER prepare an initial report which projects
comparative financial costs and social 1implications 1into the next
century (at least a 10 year projection), Data should be maintained

in such a way as to allow for the timely update of reports.
Cost
ISER estimates that the cost of this report would be approximately

$75,000.

Benefits

The development of a comparative costs report would: 1) provide
justification for state expenditures; 2) provide standards for the
measurement of program effectiveness; and 3) provide data for

public information and support of programs.






STATE OF ALASKA
1990 LEGISLATURE

BILL VERSION CS SCR 7 (Heas)
PUBLISH DATE 1Q-Apr-91

NOTE

FISCAL
REQUEST: SENATE HESS COMMITTEE
Revision D a te :
Title: Amend Uniform Rules, Create Educat
Sponsor: Kerttula

EXPENDITURES/REVENUES: (THOUSANDS OF DOLLARS)
FY 92

OPERATING
Personal Services
Travel
Contractual
Supplies
Equipment

Land & Structures
Grants, Claims
Miscellaneous

TOTAL OPERATING

CAPITAL

REVENUE

FUNDING: (THOUSANDS OF POL

General Fund
Federal Fund
Other

TOTAL

POSITIONS:
Full-Time
Part-Time
Temporary

ANALYSIS: (ATTACH A SEPARATE PAGE IF NECESSARY)

Prepared By:
Division:

Approved By: Sturgulewski
Agency: Legislature

DISTRIBUTION (BY PREPARER)
LEGISLATIVE FINANCE
LEGISLATIVE SPONSOR

FY 91

0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00

0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
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Affected Agency: Legislative Affairs Agency
BRU: Legislative Council

Component:Session Expenses

FY93 FY 94 FY 95
0.00 0.00 0.00
0.00 0.00 0.00
0.00 0.00 0.00
0.00 0.00 0.00
0.00 0.00 0.00
0.00 0.00 0.00
0.00 0.00 0.00
0.00 0.00 0.00
0.00 0.00 0.00
0.00 0.00 0.00
0.00 0.00 0.00
0.00 0.00 0.00
0.00 0.00 0.00
0.00 0.00 0.00
0.00 0.00 0.00
0.00 0.00 0.00
0.00 0.00 0.00
0.00 0.00 0.00
0.00 0.00 0.00
0.00 0.00 0.00
0.00 0.00 0.00
0.00 0.00 0.00
0.00 0.00 0.00
0.00 0.00 0.00
0.00i 0.00 0.00

465-3818

10-Apr-91

10-Apr-91
REQUESTOR Sturgulewski
OFFICE OF MANAGEMENT & BUDGET
AGENCY(IES)

FY 96

0.00
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FISCAL NOTE

No. 1

STATE OF ALASKA Bill Version: HCR 3

J991 LEGISLATIVE SESSION (H) Publish Date: 4/8/91

Revision Date: Department Affected: Legislative Affairs Agency

Title: Proposing an amendment to... Uniform BRU: Legislative Council

Rules... relating to Education comm... & H&SS comm..

Sponsor: Representative Carney Component: Session Expenses

Requestor:  House HESS

COMPONENT SERIAL NO: 782

Expenditures/Revenues: (Thousands of Pol

OPERATING FY 92 FY 93 FY 94 FY 95 FY 96 FY 97

PERSONAL SERVICES 0 0 0 0 0 0

TRAVEL 0 0 0 0 0 0

CONTRACTUAL 0 0 0 0 0 0

SUPPLIES 0 0 0 0 0 0

EQUIPMENT 0 0 0 0 0 0

LAND & STRUCTURES 0 0 0 0 0 0

GRANTS, CLAIMS 0 0 0 0 0 0

MISCELLANEQUS 0 0 0 0 0 0

TOTAL OPERATING 0 0 0 0 0 0

CAPITAL

REVENUE

:UNDING: (Thousands of Dollars)

GENERAL FUND 0 0 0 0 0 0

FEDERAL FUNDS 0 0 0 0 0

OTHER 0 0 0 0 0 0

TOTAL 0 0 0 0 0 0

POSITIONS:

FULL-TIME 0 0 o} 0 0 0

PART-TIME 0 0 0 0 0 0

TEMPORARY 0 0 0 0 0 0

Estimate of current year impact:
ANALYSIS: (Attach a separate page if necessary)
Zero fiscal impact.

L

Prepared By: Pamela A. Stoops. Director Phone: 465-3850
ADivision: Administrative Services Date: 3/7/91

Approved By: Warren W. Endicott, Executive Director

Agency: Legislative Affairs Agency Date: 3/7/91

Distribution (by preparer): Legislative Finance. Legislative Sponsor. Requestor, OMB, & Impacted Agency(fies).
Page 1 of t
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Alaska State Legislature

SENATE
Official Business P*0. Box V
State Capitol
Juneau, Alaska 99811
MEMORANDUM
TO: Senator Arliss Sturgulewski
Chair, Senate Health, Education & Social Services
Committee
FROM: Senator Sam Cottep”
DATE: March 11, 1991
RE: SCR 17 (Bone Marrow Donor Week)

SB 177 (Special Appropriation)

I have Introduced SCR 17 and SB 177 in an effort to educate persons
regarding bone marrow transplants and to provide funding for
efforts to increase enrollment in the donor program.

SCR 17 designates the week of April 14-20 as '"Bone Marrow Donor
Week'. The resolution asks that efforts be made, iIn conjunction
with the work being done by the Blood Bank of Alaska, to educate
and inform Alaskans about the bone marrow donor program.

SB 177 requests an appropriation of $222,000 as a grant to the
Blood Bank of Alaska to assist in increasing enrollment of bone
marrow donors in Alaska.

For the committee®s review, | have attached information concerning
bone marrow transplants and the bone marrow donor program.
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BLOOD BANK OF ALASKA, INC.
?ooo IAUOL S SEET . ANCHOFECE aiAsa* 99505 075 *,085 i0

March 12, 1991

Senate HESS Commltcee

Senator Arllaa Sturgulewski, Chair
P.0. Box V

Juneau, Alaska 99811

TESTIMONY BEFORE THE SENATE HESS COMMITTEE

Prepared by: Dale V. Coodloe, Operations Manager

Blood Bank Of Alaska, Inc.

An esctmaced 16,000 children and adults are stricken each year
with leukemia, aplastic anemia, or other blood related diseases
that can be successfully treated with bone marrow transplants.

More chan two thirds of these people can not find a suicable marrow
donor match with in their own family.

The National Marrow Donor Program was established in 1987, to

assist padenra in locating a suicable wunrelated marrow donor
with an idencical tissue type.

Finding a suitable marrow donor can be as high as one in a million
baaed on the rarity of the tissue type and the availability of
donors wich eh« same racial background aa the pacienc.

Currently Che National Marrow Donor Program registry is made up
of 917, Caucasian.

The Blood Bank of Alaska, Inc. became a recruicment cencer for
National Marror Donor Program in July 198? and remalna the only
recruicment center in the State.

The Blood Bank of Alaska has become aware of people throughout
Alaska in need of marrow transplants.

As we became aware of Alaskans In need of marrow transplants,
we atepped wup our efforts to enroll a6 many donors as possible
into the National Marrow Donor Program; without a marrow transplant
these people cannot survive.

We have heen working with volunteers and family fundraisinv efforts

to recruit, test and enroll donor9 into the National Marrow Donor
Program.

With  the interest and support expressed by individuals and
communities throughout Alaska, we h3ve come co realize che potential

of recruiting thousands of Alaskana into the National Marrow Donor
Program.

Alaskans have lready stepped forward to enroll as donora but
we can only enroll as many as we have funds for.

The State of Alaska's support of the resolution and funding is
critical in not only che overall success of che National Marrow

Donor Program, but to che people of Alaska in dire need Of narrow
transplants.

The Blood Bank of Alaska, Inc. respectfully urges the senate HESS

Committee's support for Senate Bill 177 and Senace Concurrent
Resolution 17.

Respectfully submitted,

Dale V. Coodloe



BLCOD BANK OF ALASKA, INC.
REQUEST FOR STATE OF ALASKA FUNDING

The Blood Bank of Alaska, 1Ire., 1is a not-for-profit corporation serving the
blood needs of Alaskans for over 29 years. A year and one-half ago, the Blood
Bank of Alaska became the only Alaskan recruitment center for the National
Bone Marrow Donor Program (NMDP). The following explains the pu.pose and need
of the NMDP and the Blood Bank of Alaska.

0 There are close to 10,000 patient3 nationwide with leukemia and other
related blood diseases who cannot find a donor and will not survive
without a bone marrow "rancplant. One in 6,000 children alone will be
diagnosed with fatal childhood leukemia. The diseases are not thought
to be inherited and can happen to anyone, any age, anytime. Alaskans
and thousands of others have already died for lack of a "miracle match””
marrow donor. All of these numbers increase daily as new cases are

diagnosed and time runs out for thoBe who are searching for a matched
donor.

u For a transplant to be successful, the donor and the patient must have
the same 1immune system recognition signals, called Human Leukocyte
Antigens or HLA. To be a perfect match, "all six HLA locations on the
donor 3 white blood cells must be identical to the patients. The odd3
that two unrelated individuals will match r3 one 1in 20,000.

0 The NMDP was created to establish a national registry of individuals who
could donate marrow to unrelated patients. The more donors enrolled
into the registry, the greater the chance a patient has of finding a
match.

The Blood Bank of Alaska has received numerous requests from groups and
individuals throughout Alaska who are interested 1in enrolling into the NMDP
Registry. As a combined effort, we can offer hope and life to thousands of

people suffering from fatal, but now curable, Jleukemias and other blood
related diseases.

The Blood Bank of Alaska 1is requesting funding from the State of Alaska in the

amount of 3222,000 1in support of enrolling an additional 3,000 marrow donors
into the national registry.

Additional Expense for Remote Locations  SUBTOTAL

TOTAL EXPENSES: S 221,800



BUDGET DETAIL

1. _PERSQNTfBL

Clerical Position: 20 Hours Per Week 3 $9.50/Hr. S 12,150

23% Fringe Benefits

Mailing out information packages, making appointments, reviewing
medical history forms, typing labels k files, assembling information
(consent forms, donor data forms, medical history forms, etc.),
coordinating shipping, HLA data processing, data submission to
National Bone Harrow Program (NBMP) representative,

accounts
receivable and payable, correspondence.

PMetotoalai: 8 Hrs./Wk. (@ $13/Hr. 6,650
23% Fringe Benefits

Draws blood specimen, labels tubes, prepares package for shipping.

Technical Coordinator: 12 Hrs./Wk 3 $19.50/Hr. 14,975

23% Fringe Benfita

Provides information session for potential donors, determines
eligibility for program, oversees drawing and shipping of

specimens, coordinates HLA data and enrollment in National
Bone Marrow Program.

TOTAL PERSONNEL

2. TRAVEL

Technical Coordinator: 2 Trips WR./Avg.
X 26 Centa/Mile

-hlebotonist: Trip Wk./Avg.
X 26 Cento/Mi. ie

20 Miles Roundtrip 550

14 Miles Roundtrip 175

TOTAL TRAVEL

ANNUAL

$ 33,775



Blood Bank of Alaska
Budget Detail

Page

-3-

5. QTHRB EXPENSES

Shipping (Federal Express Overnight Delivery Service);
32 specimens/shipment (4 boxes together) X 2600 donors,
plus 50 individual shipments for additional testing

Telephone/FAX Charges; long distance callLs re: shipping
information to lab, FAXir.g HLA data for enrollment

in registry, miscellaneous related calls

Printing “excluding information packages); handouts to
potential ,onors concerning future draw sites,

miscellaneous information for donors

Miscellaneous; donor acknowledgements, etc.

TOTAL OTHER



Blood Bank of Alaska
Budget Detail
Page -2-

3, EQUIPMENT
(One Time Purchase)
Fireproof Locking File Cabinet $

4 Each Blood Pressure Cuffs
Off-Site Phlebotomy Carrying Cases

TOTAL EQUIPMENT

4. SUEELIKil

Medical Supplies For Enrollment (test tubes,
needles, gauze, etc.); SI1.55 per saaple X 2600 r
donors plus additional supplies for further
typing (50/Yr.) $
D.0O.T. Approved Specimen Shipping Containers
(double-insulated, foam-lined, plastic barrier);

8 specimens/box @ $4.40 X 325 donors, plus separate-

individual box for additional specimen for DR

and MLC test (50/Yr.)

HLA Typing Charge (performed by NBMP-certified

lab (Alaska does not have an in-atate HLA Lab);
$50 X 2600 donors

Office Supplies (files, labels, envelopes, etc.);
15 cents/donor, plus $300inxerox paper

Postage (mailing information/consent package =

75 cents/each; enrollment letter = 29 cents/each)
X 2600 donor3, plus miscellaneous correspondence
of $100

Infectious Disease Marker Testing (performed only
on potential donor when additional HLA typing

requested); 50 X $28 (portion not reimbursed by
NBMP)

Information Package (contains Q & A, consent fora,
medical history, donor data sheet, cover Letter);
copying charge X 54 cents/t-ach X2500 donors

TOTAL SUPPLIES

800
300
275

4,100

1,650

130,000

700

2,700

1,400

1,400

ANNUAL

$ 1,375

$141, 950



Additional

The following additional

expenses are for the

APPENDIX 1

Expenses For Enrollment of Donors
at Remote Locations

recruitment of donors at six

remote locations. The figures are based on the following assumptions:

0 All coordinating site selection and organization for remote draws 1is
done from Anchorage.

0 Volunteers are available at the remote site to coordinate activities and
times.
A facility in which to perform information sessions and collect
specimens 1is providea for BBA to use (a hospital room, school room, fire
station, or cifice building).
The location of the site is no greater t(ian two hours air travel time

distant;
trips).

A minimum of 50 residents are

and a roundtrip can be made

in one

interested in enrolling

with a maximum of 100 per day.-

A hospital, lab,

a specific donor.

PERSONNEL

TechnicalLCoordinator:

Clerical:

clinic,

or physician™ office

16 Hrs. Coordinating/Site; 12 Hrs.
At Each Site; 6 Sites - 168 Hrs.
X 19.50 + 23% Fringe Benefits

12 Mrs./Site X 6 Sites -
X 59.50 + 23%

72 Hrs.
Fringe Benefits

12 Hrs./Site X 6 Sites -
X 313 + 23%

72 Hrs.
Fringe Benefits

ADDT"L PERSONNEL EXPENSE

in the community
willing to draw any future specimens needed for additional

HLA

working day (no overnight

in the program,

is
typing on

4,040

850

1,160

6,050



Blood Bank of Alaska
Appendix 1
Page -2-

travel

2 Each Roundtrip Tickets, Coach; Average 5333/Ticket X 2
Tickets/Site X 6 Sites

ADDT 1T TRAVEL EXPENSE $ 4,000

sjgmm

555.40 Per Donor X 450 (includes HLA typing charge)

ADDT 1 SUPPLIES EXPENSE 24,950
TELEPHONE/PAX

ADDT 1L TELEPHONE/FAX EXPENSE 500
SHIPPING SPECIMENS TO B9A

ADDT’L SHIPPING EXPENSES 300

TOTAL ADDITIONAL EXPENSES $ 36v300



March 12, 1991

Senate HESS Committee

Senator Arlise Sturgulewski, Chair
P.0. Box V

Juneau, Alaska 99811

Dear Senate HESS Committee Members:

I have leukemia and am searching for a compatible donor who may
save ray life through a bone marrow transplant. During my search,
I have discovered that 9000-10,000 other individuals throughout
Alaska and the United States share this need to find a compatible
marrow donor. I have also found that as the public becomes aware
of this urgent need, many of my fellow Alaskans are eager to atep
forward to become marrow donors, not just for myself, but for
anyone who might need a bone marrow transplant. Many of these
people have shared with me how their lives have also been touched
by parents, children, siblings, friends, and co-workers with
leukemia and other blood-related diseases that can be cured through
bone marrow transplants.

What started as a local Eagle River community vresponse to my
personal need ha® become a rapidly-growing effort in Anchorage and
the Matanuska-Susitna Valley to support the needa of other families
in similar catastrophic aituations. Through volunteer time,
private donations, and collaboration with the Blood Bank of Alaska,
my family and friends have enrolled 200 potential donors into the
National Marrow Donor Program in the past six weeks. Attached 1is
my "Gift of Life" Iletter which we are using 1iIn our recruitment
efforts.

We need your help now, Senate Bill No. 177 and Senate Concurrent
Resolution No. 17 provide funding for the Blood Bank of Alaska to
recruit an additional 3000 Alaskan marrow donors. This funding
will cover one-time atart-up coats to expand the Blood Bank*®
public education and blood-testing of potential bone marrow doners
from communities throughout our atate. This effort will also begin
to meet the Nt ids of ethnic minorities such as Alaska Natives, who
currently have little hope of finding compatible donors due to
their under-repreoentation in the donor registry.

I would appreciate the Senate HESS Committee ® oupport for Senate
Bill No. 177 and Senate Concurrent Resolution No. 17. Thank you
for your consideration.

Sincerely,

Eileen L. Albert

17708 Kiloana Circle

Eagle River, Alaska 99577
(907) 694-5781
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BLOOD BANK OF ALASKA, SMC.
4000 Laurel Street

ANCHORAGE, ALASKA 99508

(907) 563-3110



Dale V/ Goodloe

Operations Manager

BLOCD BANK CF ALAKA INC



March 11, 1991

Senator Arliss Sturgulewski
Senate

P.O. Box V Capitol, Room 427
Juneau, Alaska 99811

Dear Senator Sturgulewski:

Enclosed you will find information about our efforts to recruit
Alaskans as bone marrow donors.

I have leukemia and am searching for a compatible donor who may
save my life through a bone marrow transplant. During my search,
I have discovered that 9000-10,000 other individuals throughout
Alaska and the United States share this need to find a compatible
marrow donor. I have also found that as the public becomes aware
of this urgent need, many of my fellow Alaskans are eager to step
forward to become marrow donors, notjust for myself, but for

anyone who might need a bone marrow transplant. Many of these
people have shared with me how their lives have also been touched
by parents, children, siblings, friends, and co-workers with

leukemia and other blood-related diseases that can be cured through
bone marrow transplants.

What started as a local Eagle Rivercommunity response to my
personal need has become a rapidly-growing effortin Anchorage and
the Matanuska-Susitna Valley to support the needs of other families
in rimilar catastrophic situations. Through volunteer time,
private donations, and collaboration with the Blood Bank of Alaska,
my family and friends have enrolled 200 potential donors into the
National Marrow Donor Program in the past six weeks.

We need your help now. Senate Bill No. 177 and Senate Concurrent
Resolution No. 17 provide funding for the Blood Bank of Alaska to
recruit an additional 3000 Alaskan marrow donors. This funding
will cover one-time start-up costs to expand the Blood Bank’s
public education and blood-testing of potential bone marrow donors
from communities throughout our stave. This effort will also begin
to meet the needs of ethnic minorities such as Alaska Natives, who
currently have little hope of finding compatible donors due to
their under-representation in the donor registry.

I would appreciate your support for Senate Bill No. 177 and Senate
Concurrent Resolution No. 17. Thank you for your consideration.

Sincerely,

Eileen L. Albert

17708 Kiloana Circle

Eagle River, Alaska 99577
(907' 694-5781
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