Doris Beaver’s

EYE ON GILPIN COUNTY . . . 




March 28, 2011

Gilpin County was one of many stops on the promotional tour for passage of Senate Bill 11-168 (SB 168) already introduced in the 68th Colorado General Assembly.  


SB 168 creates the Colorado Health Care Authority (the Authority), a statutory public entity.  The Fiscal Impact analysis by the Colorado Legislative Council makes these points, all of which are contingent upon receipt of sufficient gifts, grants and donations.  SB 168 specifically states that no moneys from the General Fund are to be used for implementation of the provisions in the legislation.  
· the Authority will be a political subdivision of the state;

· the Authority will not be an agency of state government or subject to the direction of any state agency; 

· the mission of the Authority is to design the Colorado Health Care Cooperative to be the benefits administrator and payer for health care services, and to make recommendation to the General Assembly; and

· a governing board is to be formed to employ a primary consulting contractor to prepare a report to the General Assembly.  

Elements for the cooperative are to include:

· design of a benefits package and systems capable of providing payments to health care providers;  
· a financing recommendation based on projected costs and each possible federal waiver;

· plans for dealing with budget shortfalls; 

· guidelines for electing the cooperative governing board;  

· standards for a confidential electronic records system; and

· methods for incorporating medical portions of liability insurance, workers’ compensation and auto insurance.  


SB 168’s mantra is “Healthcare for all of Colorado.”  Prior to the detailed presentation of the fine points of SB 168, attendees at Saturday’s meeting viewed a film presentation produced by PBS/Frontline.  Narration/appearance was by Frontline correspondent T. R. Reid who traveled to the United Kingdom (Britain), Japan, Germany, Taiwan and Switzerland to learn the details of healthcare in those countries.  Healthcare in those countries is based on a not-for-profit premise for both treatment and pharmaceuticals (prescription drugs).  


President Obama has been accused relentlessly of being a socialist obsessed with imposing socialistic health care on America because of his plans to provide healthcare to all in this country.  


Socialism is a subject matter for a different time, but this writer must ask the question, “Why is healthcare for all Americans socialism?”  


The Declaration of Independence (1776) includes this statement:  “We hold these truths to be self-evident:  that all men are created equal; that they are endowed by their Creator with certain unalienable rights; that among these are life, liberty and the pursuit of happiness.”  

Thus, those opposing healthcare for all Americans must ignore that founding principal of America:  “. . . that all mean are created equal; that all men are endowed by their Creator with certain unalienable rights; that among these are life, liberty and the pursuit of happiness.”  


A recent study found nearly 45,000 Americans die annually due to lack of health insurance.  That study was conducted by Harvard Medical School and the Cambridge Health Alliance, and was based on analysis of data from national surveys carried out by the Centers for Disease Control and Prevention (CDC).  


As you read the remainder of this edition, keep in mind this statement made to Harvard Science by Steffie Woolhandler (co-author of the study):   “Historically, every other developed nation has achieved universal health care through some form of non-profit national health insurance.  Our failure to do so means that all Americans pay higher healthcare costs, and nearly 45,000 Americans pay with their lives.”  (Emphasis added)  (Note:  Dr. Woolhandler is also a professor of medicine at Harvard Medical School and a primary care physician at Cambridge Health Alliance.)  

The following represents a recap of the primary points for each of the countries visited by Frontline Correspondent T. R. Reid.  Note:  The common thread of these five systems is that the systems as presently operated are not sustainable, and all are based on control of the prices charged for procedures and prescription medicine.  

UNITED KINGDOM:  

· Is classified as “socialized medicine” because government both provides and pays for health care;

· No premiums paid by patients; funded by taxation;

· No co-payments for most services except dental, eyeglasses and 5 percent prescriptions; young and elderly are exempt from all drug co-pays;  

· Patients must see a General Practitioner (GP) who serves as a gatekeeper for the system before seeing a specialist; and
· GPs receive incentives for keeping patients healthy;
JAPAN:

· Is classified as a “social insurance” system in which all citizens are required to have health insurance either through work or purchased from a nonprofit, community-based plan; public assistance is available to those unable to afford the premium;
· Most health insurance is private; doctors and almost all hospitals are in the private sector; 

· Average family premium is $280.00 per month with employers paying more than half; 

· Co-payment is 30 percent of the cost of a procedure with total amount paid in a month is capped according to income; 

· System has no gatekeepers unlike the U.K.; patients go to specialists when and as often as they like;
· Every two years Ministry of Health negotiates with physicians to set the price of every procedure which helps keep costs down; the Japanese also developed a cheaper MRI machine resulting in a $12.00 charge for an MRI whereas in the U.S. the charge runs $1,200.00;   

· Success in keeping costs down means half the Japanese hospitals are operating in the red due apparently to good health, but also possible overuse due to lack of a gatekeeper doctor; and

· Under this system, patients have no “medical home.”  

GERMANY:  



System is like Japan’s – uses a “social insurance” model; is the birthplace of social insurance model.  
· Average family premium is $750 per month; pegged to patients’ income; 
· Co-pay is $15 every three months; some exemptions such as pregnant women; 
· Patients are not tied to buying through work and are not assigned to a community fund but are free to buy from one of more than 200 private, nonprofit “sickness funds.”  Poor receive public assistance to pay premiums;

· Nonprofit sickness funds cannot deny coverage based on preexisting conditions; they compete with each other for members; fund managers are paid based on size of their enrollments; 

· Single-payment system; sickness funds bargain with doctors as a group; patients can go directly to a specialist but may pay a higher price if they do so without seeing a gatekeeper doctor;  

· System leaves doctors feeling underpaid; family doctor makes about two-thirds what American doctors make; and
· Richest 10 percent allowed to opt out of sickness funds in favor of U.S.-style for-profit insurance, generally meaning such patients are seen quicker with doctors being paid more than from sickness funds.

TAIWAN:  
· Adopted “National Health Insurance” model in 1995; all citizens must have insurance from only one government-run insurer; 
· Average family premium is $650 per year for family of four; 

· Working people split premiums with employers; some fully subsidized (veterans and poor); 

· System is similar to Canada’s and U.S. Medicare program;

· System covered the 40 percent of population uninsured, leading to decreasing growth of health care spending with patients using smart card and all combined efforts, account for Taiwan’s lowest administrative costs in the world; also allows for monitoring by public health officials of standards making policy changes nationwide; and

· As in Japan, system is not sustainable as it does not take in enough to cover the costs of medical care provided.  
SWITZERLAND:
· Has social insurance system similar to Japan and Germany voted for in 1994; 95 percent of population already had coverage at that time; 

· Average monthly premium is $750 paid by consumer, with low-income citizens subsidized;

· Co-pay is 10 percent of cost of procedure up to $420 per year;

· Swiss system demonstrates universal coverage is possible even in highly capitalistic nation with powerful insurance and pharmaceutical industries, while operating without gatekeeper doctors; patients who do see a gatekeeper doctor first may receive a discount;

· Insurance companies cannot make profit on basic care and are prohibited from cherry-picking only young and healthy applicants;
· Swiss system is most expensive in world except for U. S. system with administrative costs at 5.5% as compared to 22% in the U.S.; and 
· Some Swiss drug companies make one-third of their profits in U.S. market, but in Switzerland, drug prices are set by government.  

Now, why sponsors/promoters of SB 168 believe it is good for Colorado.    

 1.
Assures that all residents have health care;

 2.
Solves the provider shortage and access problems in rural Colorado;

 3.
Makes health care affordable and efficient;

 4.
Lowers the average cost of health care for Coloradans;  

 5.
Guarantees small business and family farmers can afford health care;

 6.
Makes health care affordable for rural employers; 

 7.
Includes systems popular with rural Colorado; 

 8.
Offers freedom to choose a health care provider; 

 9.
Offers local control; and

10.
Decreases health care costs so that health care is fiscally sustainable.  

Opinion Time:  Colorado’s history for such complicated undertakings is dismal which is a very generous assessment.  


The type of agency being proposed is similar to what we have now, known as Pinnacole, the workers’ compensation provider, and its board who answers to no one, not even when it comes to $300,000.00 plus golfing trips paid with tax dollars.  

The other boondoggle that comes to mind is the Combined Benefit Management System (CBMS) which went online in September of 2004 at a cost of $204 million, and has been a nightmare to both state officials and Colorado citizens who rely on public assistance.  Federal oversight has been ongoing for way more than a year.  Recently, an additional $44 million was paid to a consultant for continuing effort to untangle the mess.
Lead Sponsors of SB 168:  Senator Irene Aguilar (also an M.D.), D-Denver/Jefferson, 866-4852 (11 other Senators are co-sponsoring); and Representative John Kefalas, D-Larimer, 866-4569 (13 other Representatives are co-sponsoring).
Mark Twain once said:  “The rule is perfect – in all matters of opinion our adversaries are insane.”  
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