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Stronger Together

N

E Management and labor
working together

E Of the education
community

i E By the education
community

&= & C For the education
| community



CECHCR Strategies

E Share policy information

EDevel op and
Practi ceso

E Coordinate legislative
Initiatives, such as:

AStudy of a
A Transparency

A Health Families

A National health care reform




Three Education Programs
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Follow-up Services

q
yice® My
Ad Module I\N Fe Trgy,.

U Additional Training

U Follow-up consultations

U Assistance in engaging
health benefits plans

N

Help with your Bargaining Team?




Cost Trends

Trends are Unsustainable for Districts,
Employees, and the Population We Serve
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Projected Health Insurance Premiums for Family Coverage,
Assuming Average Growth Rates, from 1999-2009 and 2004-1999
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Note: Health insurance premiums projected for 2010-2019 assuming (1) that the average growth in premiums between 1999 and 2009
(8.7%) continues or (2) that the average growth in premiums between 2004 and 2009 (6.1%) continues. Source: Kaiser Family Fou ndations FAMITY
projections based on data from Kaiser/HRET Survey of EmployerSponsored Health Benefits, 19992009. FOUNDATION
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2010. Bureau of Labor Statistics, Consumer Price Index, U.5. City Average of
Annual Inflation (April to April), 1999-2010; Bureau of Labor Statistics, —B—Workers' Earnings
Seasonally Adjusted Data from the Current Employment Statistics Survey,




The I ndustryos
Higher Costs

EAS8O0O% of al l cPaOi ms ar e

I a quote from a Blue Cross of California
representative

E Excess utilization
E New technology
E Aging population




What the Research Shows

E Waste, inefficiency, high administrative cost:
E Poor quality

E Inappropriate care
E Huge variation in costs|g




Welcome to the
Health Care Industrial Complex

Industry Growth Since 1970
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Source: US Bureau of Labor Statistics; Himmelstein, Woolhandler, Lewontin analysis of CPS data

12



Deaths from Medical Errors

Figure 25. Deaths from Medical Errors per 100,000 Population,
2004
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Source: OECD Health Data 2006 (October 2006).

Notes: Excludes surgical and medical procedures that are performed correctly but cause abnormal
reactions in patients. Data for Greece, Hungary, Iceland, Japan, Norway, Poland, Portugal, and Spain
are from 2003; for Australia, Canada, France, Ireland, Ttaly, Korea, the Slovak Republic, Sweden, the
United Kingdom, and the United States, the data are from 2002; for Denmark, the data are from 2001,
for New Zealand, the data are from 2000. Recent data are available only for 26 of the 30 OECD
countries. The reported differences could be due to differences inreporting methodologies across the
OECD, higher rates of surgeries performed by doctors in some countries, or actual differences in care.



Health Care In

the U.S.

CRS-7

Figure 4. Doctor Visits per Capita, 2004
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Source: OECD Health Data 2006 (October 2006).
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Notes: The OECD defines doctor visits per capita as ambulatory contacts with physicians (both
generalists and specialists) divided by the entire population. The number of contacts normally includes
visits by patients to physicians’ offices, primary care clinics, outpatient departments of hospitals, and
visits made by a physician to a patient’s home. Numbers are from a previous year for 12 countries:
for Japan, Spain, France, Canada, the United States, and New Zealand, the data are from 2003; for
Korea and Switzerland, the data are from 2002; for Iceland and Sweden, the data are from 2001; and
for Germany and Italy, the data are from 2000. Recent data are only available for 27 of the 30 OECD

countries. Greece, Ireland and Norway are not included.

Utilization Is
lower in the
U.S. than it
IS In other
countries



CECHCROs Rol e

E To train local districts to be more
Informed purchasers of health care

E To educate and coordinate the
education community about various
reform proposals and how they
Impact school districts / unions

E To facilitate dialogue and
collaboration among schebhlsed
purchasers statewide
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The Joint Approach

Essential Elements

16



Joint LaborManagement Approac

E Advantages:

A Interaction among district management and unions
with health care professionals

A Joint opportunity to monitor expenditures
A Joint message to all constituency groups

17



Joint LaborManagement Approac

E Pitfalls:

A The parties allow hired
consultants to set the
agenda and control the
flow of information

A The parties pursue
Independent agendas




The Joint Approach: Examples

E Collective bargaining teams
A Selection / review at bargaining table

E Labor and Management, jointimanaged plan
A External board with representatives

E Joint labormanagement commlttee
4 Insurance committee or e |

health benefits committee

A Typically advisory only




Build Trust and Commonality

E Identity of interest
E Clarity of vision
E Honesty of intent

E Oneness of purpose ;
PR WAAE
oA AP &\/u»—
NS u\j’ -
v < T
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Develop a Clear Plan

|dentify:

E Long-term goals
E Shortterm goals
E Vision

E Interests

E Work Plan LA

21



Maintain Transparency of Informatior

. &S ~. E Allinformation and an
CArL) 4

recommendations go to both
parties.

) E Union and management have
| equal access to professionals.
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Keep Clear Lines of Governance

E Management/labor make their own appointments
the committees.

EThird party advisors d
E If disputes arise, have a plan to resolve them.

EManagement/ | abor shoul
position. s

E Always attend.
E Ask questions.

23



Clarify Roles and Responsibllities

E Union executive board members
A Advocate for units

A Communicate to respective
boards

E Union bargaining team member

A Understand the process and
Information

A Communicate to respective
bargaining teams
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Clarify Roles and Responsibllities
(continued)

E District administrators

A Advocate for the district

A Communicate to superintendent and
board

E District bargaining team member
A Understand the process and informati

A Communicate to respective bargaining
teams

p—
-




Third Party Advisors
S

E Advisors to the health and welfare plan:
A Funding mechanisms
A Negotiating rates for premiums
A How plans operate
A Plan design issues
A Interpreting utilization
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Advisorso Fi1 d

E Full disclosure
A Avoid secret profits

A Disclose all compensation broke
may receive from insurer -

E Obtain insurance on best possible
terms in accordantce
express needs or desires

27



Terms and Conditions

E Commissions
E Retainers

N\
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Questions for Third Party Advisor
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Checklist for Third Party Advisor:

E Fee

E Scope of Work

E Comparisons

E Employment Conditions
E References




Commission Arrangements

E What happens in a commissioned arrangement?

E Is the third party advisor paid a commission,
retainer, or fee for a particular job?

E If a premium goes up, does the commission (¢
up?

E Has the district entered into an agreement &
already? If so, what is the current fee agreen] |nt
(fixed dollar or %)?

V4



The Health Care Cost Equatior

Health Care
Costs =
Utilization x
Price




Health Care Utilization:
ProviderDriven

N T haenount and cost of hospital treatment in a
community have more to do with the number of
physiciansthere, their medical specialtiesand the
proceduresthey prefer than with the health of the
resi dent so

John Wennberg and Alan Gittlesohn,
Scientific American
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Health Care Pricing:

NChaos Behi nd a

EXHIBIT 1

Charges For A Chest X-Ray (Two Views, Basic) At Selected California Hospitals, 2004

Doctors Medical Center (Modesto

Sutter General (Sacramento

)
)
UC Davis (Sacramento)
)

Cedars Sinai (Los Angeles

West Hills Hospital (West Hills)

Scripps Memorial (San Diego)

San Francisco General

0 500 1,000 1,500

Dollars

SOURCE: L. Lagnado, “California Hospitals Open Books, Showing Huge Price Differences,” Wall Street Journal, 27 December

2004.

Uwe E. Reinhardt,

Health Affairs, Vol 25, Issue 1, 57-69

HEAITH

AFFAIRS
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Cash InLieu/Opting Out
\f»

A Impacts cost oﬁbeneflts

A Takes ?%s aﬁa from health

benefit

A Has a ega ect on group size

A Dlstorts rat

tors for premiums

35



What are the Potential Impacts?

\ -\ V.

Plan Déterioration

36



Health Benefits money is worth more
than salary money

A Salary = take home dollars

A Health Benefits = protection
A No district payroll costs
A Not taxable income

Goal: All eligible full -time employees
should make a contribution to health
care.

37



National Heath Care Reform
The Affordable Care Act

APPROVED

MAR 2 3 2010

Gl




About The Law

E Signed into law March, 23 2010

E Puts in place health insurance reforms to
A Hold insurance companies more accountab
A Lower health care costs
A Guarantee more choices
A Enhance quality of health ce




Increasing Access

E Uninsured with preexisting conditions
E Young adults

E Primary care workforce
E States to allow more on Medicaic
E Better payments for rural provide
E Community health centers

E Insurance companies unreasonable rate hikes




Partnership for Patients:
Better Care, Lower Costs

GOALS BY 2013
E 40% decrease in preventable hos ﬂahuired

cpndltlons /W%-jjﬁ;J
E 60,000 lives saved ~ - Cz;

E Reduce hospital readmissions by 20%
E 1.8 million patients would not suffer complications

Potential Savings of $35 Billion

http://www.healthcare.qov/



http://www.healthcare.gov/

California Health Benefit
Exchange

E Est. 2.4 million Californians eligible

E Subsidy based on family income
A Under 400% FPL w'"‘
» Unaffordable employer e

~9.5% of income
- 60% actuarial value

A Not eligible forMedi-Cal

May opt out of employebased covérage If cost is between 8%
and 9.8% of income.




Actuarial Examples

Source: Congressional Research Service, ““Setting and Valuing Health Insurance Benefits,” April 6, 2000

— Benefit Package Summary Estimated
f— Actuarial
- Value
— Traditional Medicaid Mo cost shanng for “necessary™ health services 100%

— for children

— | Typical emplovyer- No deductible, $20 copay for office visits, $250 hospital | 93%:
— sponsored HMO copay, no cost shanng for lab and x-ray, three-fier copay

— for prescriptions ($10 generic and $25/$45 brand-name

A formulary/non-formulary’)

e Twpical emplover- $400 deductible, 20% coinsurance for office visits, 84%
— sponsored PPO (large | hospital, lab and x-ray, three-tier copay for prescnptions

— firm) ($10/525/545), $2.000 OOP Max

— Tvpical emplovyer- $1,500 annual deductible, 20% coinsurance for office 76%
- sponsored high- visits, hospital, lab, x-ray and prescrption drugs, $3,000 | excluding
— deductible plan with QOP Max emplover
— health savings account contribution
E— to HSA




Individual Mandate
2014

E Tax penalty
A Hardship waiver
A Sets minimum standards

E Establishes floor for
negotiations

E Limit on waiting periods to
90 days




Employer Penalties

A Firms with 50 or more FTEs
A No coverage offering

- $2,000 per fultime
employee

. At least one employee
receives subsidy

. 1530 exempt
A Unaffordable offering

- $3,000 per employee
receiving a subsidy




Maximum Out of Pocket

Maximum monthly premium spending

Federal Poverty | % of family 5 5

Level income (single) (family of 4)
100-133% 2.0% $18-24 $37-49
133-150% 3.0-14.0% $36-54 $73-110
150-200% 4.0-6.3% $54-114 $110-232
200-250% 6.3-8.05% $114-182 $232-370
250-300% §.05-9.5% $182-257 $370-524
300-400% 9.5% $257-343 $524-698

MNote: Federal Foverty Level 1= 31U, 530 Tor a smngle mdividual and 3220 U300 Tor a tamlby of 4.




Employee Only

Income

520,000

530,000

Percent of Federal
Poverty Level

185%

277%

Maximum %o of Income
Towards Premnun

5.6%

8.8%

Maximum Monthly
Towards Premnun™

593

$221

Maxmun Out of Pocket

51,983

$2.975

$3.967

*Actual coverage may cost less than maximum, depending enage of the worker.



Income Ranges In the
Exchanges

% of FPL Annual Dollar % of Income Actuarial
Amount Value of
Coverage
Individual
133 -150% $14,512 - §16,245 3-4% $36 - §54 94%
150 - 200% $16,245 - 21,660 4-6.3% $54 - 5114 87%
200 - 250% $21,660 - 527,075 6.3-8.1% $114 - §182 73%
250 - 300% $27,075 - 532,490 8.1-9.5% $182 - §257 70%
300 - 350% $32.,490 - $37,905 9.5% $257 - $300 70%
350 - 400% $37.905 - §43,320 9.5% $300 - $343 70%
Family of Four =
133 - 150% $29,547 - $33,075  3-4% §74 - $110 94%
150 - 200% $33,075 - 544,100 4-6.3% $110 - 232 87%
200 - 250% $44,100 - 855,125 6.3-8.1% $232 - $372 73%
250 - 300% $55,125 - $66,150 8.1-9.5% $372 - $524 70%
300 - 350% $66,150 - §77,175  9.5% $524 - 5611 70%
350 - 400% $77,175 - $88,200  9.5% $611 - $698 70%

48



Taxes

E Reportvalue of benefit®n W-2

A Includesemployer contributions to HSA, MSA or
FSA

A excludegental and vision.
E 2018-40% tax oniNSURERS
A $10,200 single
A $27,500 family
A Adjusted for age, CPIl, and gender
E Employersmust report annually to the IRS




A STATEWIDE SCHOOL POOL
FOR HEALTH CARE BENEFITS

itioducing a SusStaingdiite shitition:




The Health Care Crisis
In Public Education

E Unprecedented cuts in educational
budgets

E Health Care Premiums increased
by 114%

E No abatement of rate increases in
2010

E Districts receive double digit
Increases as high as 40% in 2009/1(




RELENTLESS INCREASES

siphon dwindling resources away from our educational mission

Public Education Spends $6.7 Billion on Health Care

Costs increased 226% faster than all
other educational expenditures




