Key Principles of Universal Health Care

Multiple calls for new solutions to the health care crisis facing Connecticut and the nation will lead
to an active debate in the Connecticut General Assembly regarding Universal Health Care. This
document, prepared by The Center for Public Health and Health Policy (CPHHP) at the University
of Connecticut, outlines the core principles that should be addressed in any proposal to provide
universal health care to all residents of Connecticut.

The CPHHP was formed in 2004 by the University to bring together faculty across the University’s
campuses who work in public health-related fields and to be the focal point for public health research
at the University. It has been asked to provide this framework to assist in deliberations at the

Capitol.
Background

Connecticut is one of the wealthiest states in the United States, based on per capita income. It also
has one of the highest percentages of residents with health insurance. However, approximately
12.9% of its residents have no health insurance. Studies have shown that lack of insurance causes
people to postpone or forgo health care, even for serious conditions. The uninsured are less likely to
have a regular provider of medical care and are more likely to use more expensive emergency care.
They are also less likely to be able to comply with recommended treatments when they do seek care,
because of lack of prescription drug coverage. They are less likely to receive timely preventive care
and are more likely to be hospitalized for avoidable health problems. (Kaiser Commission on
Medicaid and the Uninsured, 7he Uninsured: A Primer. October 2006)."> The National Academy of
Sciences estimates that nationally, 18,000 excess deaths each year can be attributed to a lack of health
insurance.

The many calls for universal health care today are based on the premise that the availability of health
insurance will result in better access to health care; better compliance with treatment
recommendations; dollar savings due to provision of care in a more effective, more efficient and less
costly manner; and ultimately, better health status for Connecticut’s residents. The various
proposals for providing universal health care should be evaluated against these goals.

In order to evaluate universal health care proposals, it is first important to define what is meant by
universal health care. It is here defined in relation to its ultimate goal, which is the improved health
status for those who are covered by it. The means to achieve this goal necessarily includes creating
better and continuous access, quality, and affordability of medical care.

Most existing universal health care programs or proposals focus on making some form of health
insurance available to all or most residents. This can be done through a single payer (e.g.,
Medicare and Medicaid), through the competitive insurance market, or through a combination
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(e.g., Husky). However, the availability of an insurance card does not necessarily guarantee access to
medical care (as is evident with some aspects of Medicaid in Connecticut), nor does it guarantee the
quality, efficacy, or efficiency of the medical care obtained.

Several recent studies and reports have addressed the elements required for successful universal health
coverage plans. The Institute of Medicine (IOM), in its recent report, [nsuring America’s Health
(January 2006),” set forth five principles for the assessment of universal coverage proposals and made
it clear that any effort to provide universal coverage will require balance and trade-offs between
competing goals. The IOM said that coverage should be: universal (cover everyone who lives in the
United States); continuous (allows for early detection of disease and uninterrupted treatment);
affordable for individuals and families (including financial assistance for low-income individuals
and families); affordable and sustainable for society (including cost and inflation controls and
incentives for use of most efficacious and cost-effective services); and it should enhance the health
and well-being of those it covers (including preventive services, health screenings, prescription drug
benefits, and mental health services). This last element requires a system that will strive to achieve
the six elements of quality health care outlined by the IOM Committee on Quality of Health Care
in America: effectiveness, efficiency, safety, timeliness, patient-centeredness, and equity.

The Citizens Health Care Working Group (CHCWG) was established under the Medicare
Prescription Drug Improvement and Modernization Act of 2003, and charged to research and report
to Congress the health care benefits the American people want, how such health care should be
delivered, what insurance coverage they want, and how they are willing to pay for it. The
CHCWG’s report4, issued in September 2006, sets forth six goals for health care for America. These
include universal coverage, protection from catastrophic health care costs and improvement of
the current system of health care, both in terms of accessibility and quality.

The Kaiser Commission on Medicaid and the Uninsured (Kaiser Commission) issued its report,
Health Coverage for Low-Income Americans in October 2006.” This report outlines what the Kaiser
Commission sees as the key elements of any program to provide health insurance to the low-income
uninsured. These elements are: eligibility, participation, affordability, scope of benefits, use of
cost-sharing, access to care and financing of the insurance.

Principles
We have integrated the recommendations of these national reports to develop the attached matrix of
key principles for evaluating proposals for universal health care in Connecticut. The key principles

included are not listed in order of priority. Each principle is important in a comprehensive scheme
of universal health care coverage.

December 2006 Page 2



University of Connecticut Center for Public Health and Health Policy
Eligibility

Eligibility criteria of any universal health care proposal should be reviewed to determine if there are
significant gaps in those who would be covered. For example, current Medicaid eligibility is defined
by categories as well as income. To be eligible for Medicaid, an individual must be a member of a
covered group (children, pregnant women, elderly or disabled) and have income and assets at or near
the poverty level. The requirements leave out many of the working poor, who earn too much to be
eligible for Medicaid, but whose employers do not provide health insurance or require cost-sharing
that the worker cannot afford. Medicaid also excludes non-disabled adults without children,
regardless of income level. Consequently, we have a patchwork of coverage, with many gaps. The
IOM, the CHCWG and Kaiser Commission have all recommended that coverage be available to all

Americans (or, as the [OM states, to everyone who lives in America).

Proposals for universal health care should be evaluated
for their inclusiveness of populations in Connecticut.

Participation

Universal health care proposals should be evaluated for ease of and barriers to participation. The
IOM report found that more than half of the children who are eligible for the State Children’s
Health Insurance Program (SCHIP) coverage are not enrolled. Burdensome documentation
requirements, complicated enrollment procedures, or significant premiums or cost sharing can make
it difficult or impossible for those who need the coverage most to obtain it. In addition,
Connecticut’s experience with Husky A and B has shown that extensive outreach and marketing, as
well as the removal of cultural barriers, are necessary to achieve significant participation in the
program. Enrolling those who are eligible to participate is important, because, otherwise, they are
likely to delay care, ultimately seeking acute care from emergency rooms and other more costly
venues.

Proposals for universal health care should be evaluated
for the likelihood that they will optimize participation.

Affordability

This element encompasses both affordability for participants and affordability for society. Low-
income participants have little or no disposable income with which to pay health insurance
premiums, deductibles and co-pays. Costs that are beyond their means will act as a barrier to
participation. This is the case presently with many of the uninsured working poor. Low-income
participants will likely need financial assistance in order to afford the uncovered costs of health care.
At the same time, as the IOM report points out, universal coverage must be affordable for society, or
it risks constant revision and/or discontinuance, which threatens the continuity of
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coverage that is necessary for good health outcomes. The principle of affordability for society
encompasses the means both to control health care cost inflation and to encourage efficacious, cost-
effective services.

Proposals for universal coverage should be evaluated for their
affordability, both for covered participants and for society.

Scope of Benefits

The CHCWG report takes the position that a consensus on a standardized core set of benefits

and services that are both affordable and sustainable must be developed for universal coverage.
Individuals could purchase private coverage for non-covered services (much as Medi-gap policies
function today for Medicare beneficiaries). However, the Kaiser Commission report makes the point
that, to the extent that such coverage will be the safety net for people with low incomes, the covered
services should be comprehensive in order to maximize health status. Low-income individuals often
have poorer health status than those with private insurance and have a greater need for
comprehensive medical services, prescription drugs, durable medical equipment, rehabilitative
services, and long-term care services (e.g., personal care assistance). This is particularly true of
Medicaid beneficiaries with disabilities, who often need rehabilitative and long-term care services.
The IOM report argues for a basic benefit package that includes preventive and screening services,
outpatient prescription drugs, and mental health care, in addition to outpatient and hospital services.
At a minimum, the CHCWG report argues for catastrophic coverage as necessary to protect
Americans against very high health care costs. Another important issue is coverage for oral health
(prevention and treatment).

Proposals for universal coverage should be evaluated for the extent of
covered services, which must be balanced against the need for
affordability.

If a basic benefit package is developed, consideration should be given
to the development of other means to provide more comprehensive
services needed by discrete low-income populations, such as people
with disabilities and the elderly.

Cost Sharing

The IOM report takes the position that all members of society benefit from universal coverage and
so all members should contribute to its cost through taxes, premiums, and cost sharing. However,
cost sharing requirements should be proportionate to the income of the insured person and should
not discourage people from seeking needed care. People living at or near the poverty level often have
to choose between food, rent, other necessities, and medical care. If there are
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significant deductibles or co-pays for services, even those who have coverage may postpone
or avoid treatment if they cannot afford the cost sharing.

Proposals for universal coverage should be evaluated for the level
of cost sharing required, and the extent to which such cost sharing
is proportionate to the income of the insured.

Access to Care

Universal health insurance means little to an individual if he or she cannot obtain needed medical
services on a timely basis, or does not understand the care plans developed by his or her providers.
Inadequate access can result from lack of providers, lack of transportation, refusal of providers to
participate in the plan, language or other cultural barriers, lack of time off from work, low health
literacy, and/or lack of care coordination. Any universal health care proposal should be evaluated for
the manner in which it addresses such issues.

Both the IOM and the CHCWG reports address the need to improve the quality and delivery
capacity of the current system of health care. CHCWG recommends the development of integrated
community health networks, which provide local access, continuity of care, coordination of services,
and the ability to combine several funding systems. These closely mirror the elements of a “medical
home,” which are viewed by the IOM as important to quality health care. The elements of a
medical home are accessibility (local and available), continuity, cultural competence, patient-
centeredness, coordination, and compassion for the individual patient.

Proposals for universal coverage should be evaluated for the extent
to which they are likely to encourage provider participation and
enhance access to care.

Financing

Financing is the issue that gets the most attention in proposals for universal health care. Whatever
financing mechanism is used, it must be sustainable and reliable. Financing mechanisms include at
least two distinct components: 1) development of revenue streams and 2) predictability and control
of costs. The experience with Medicaid is that participation, and therefore cost, is at a maximum
during bad economic times, when states are experiencing reduced revenue streams and looking for
ways to restrain spending. Capping expenditures, whether on the individual or the program level,
provides cost predictability, but the overall spending level may not be sufficient to accommodate the
needs of all beneficiaries.
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Uncontrolled costs, on the other hand, threaten to make universal coverage unaffordable for society
and can lead to efforts to reduce benefits and eligibility.

Proposals for universal health care must be evaluated for the extent to which the
method for collecting revenue is capable of being administered efficiently and
fairly and is likely to generate sufficient revenue to pay for covered services.

Proposals should also be evaluated for the method(s) used to control costs and
to ensure both the efficiency and the efficacy of the health care obtained.

Quality

Quality control and program evaluation are critical components of any universal health care program.
Such programs must not only provide mechanisms for accurately predicting costs, but also for
ensuring that the money is spent on services that are effective and appropriate. A number of studies
have been published in the last twenty years suggesting that quality improvement and cost control can
be accomplished together.””* The IOM has developed six criteria for the evaluation of quality health

care.

A proposal for universal coverage should be evaluated for the extent to which it
supports these six elements of quality of care: effectiveness, efficiency, safety,
timeliness, patient-centeredness, and equity".

Continuity of Coverage

Continuity of coverage is important to the ultimate goal of achieving improved health status for all
Americans (or people who live in America). Gaps in coverage often result in delayed care for the sick
and the lack of preventive care or health screening, both of which lead to lower health status. Gaps in
coverage make compliance with medical providers’ recommended plans of treatment and control of
chronic diseases more difficult. Guaranteeing continuity of coverage may also help to level out the
peaks and valleys of demand for health care services that make it difficult to predict costs and staffing
needs. The lack of continuity of coverage has significant economic impact. Job mobility is reduced
by approximately 30% due to the lack of portability of health insurance coverage.”

Proposals for universal coverage should be evaluated for the extent to which they
ensure continuity of coverage.
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Ongoing Evaluation

No program of universal health care coverage will get everything right at the beginning, no

matter how well designed it is. Therefore, it will be critical to include in the design a rigorous data-
tracking and evaluation component that will support monitoring of results and continuous
improvement in the nine key areas outlined above. The University of Connecticut, through its
Center on Public Health and Health Policy, is ready to assist in the evaluation phase of this endeavor.

Proposals for universal coverage should be evaluated for the adequacy
of their ongoing data collection and analysis capacity.

Matrix Tools

The attached matrix of key principles puts these principles in a graphic form, with key features and
concerns noted for each one. The placement of each criterion listed under the principles is somewhat
arbitrary, as many criteria apply to more than one principle. Furthermore, the criteria interact in
complex ways, and it may be necessary to consider the impact of each criterion on multiple other
criteria. We have also attached a second matrix listing criteria under each key principle, which can
serve as a checklist for the evaluation of individual proposals.

We would be happy to answer any questions you may have about the content of this memo at
any time. Thank you for the opportunity to address this important issue.
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