February 13, 2005

My name is Anne L. Halverson. I am a 21-yr-old single mother of a one-year-old son,
Aidan. I take motherhood very seriously and I take my employment seriously. In order to
be employed and provide the best childcare environment for my son, I rely on a state
funded child care subsidy. That means, based on my income, I pay a percentage of my
son’s child care expenses and the State of Minnesota subsidizes the rest.

My son thrives at his day care center, Noah’s Ark, in Hopkins, MN. He is cared for by
well trained providers who, like me, want him to meet his growth milestones, be happy
and well adjusted, understand about sharing, learn about tolerance, and be prepared for
kindergarten. My son and I also rely on state subsidized health care. His pediatric clinic
monitors his growth, advises me about his medical needs and has helped me become a
confident parent. I know how fortunate I am to live in a state that values children by
providing these opportunities.

Minnesota’s governor, Tim Pawlenty, has proposed a budget that will slash child care
and health care subsidies for single mothers like me and our children. Without the aid of
these subsidies, I will be forced to quit my job and surrender opportunities to advance in
the workforce. I will have to stay at home with my child and apply for welfare benefits.

If you believe in the right of all to have adequate healthcare and if you support parents
who want their children in safe, regulated childcare centers; parents who are proud to be
part of Minnesota’s workforce, please sign the attached petition. I will present this
petition when I speak before a Minnesota Senate Committee that is convening on
Wednesday, February 16, at the Minnesota State Capital.

Thank You,

:{{uu VINTUN N
e L. Hal¥erson

33 6™ Ave. No. #212
Hopkins, MN 55343




We, the undersigned, want the State of Minnesota to continue to value
the health and welfare of its children by providing adequate health care
coverage and child-care subsidies for low income families.
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PETITION: We, the undersigned, want the State of Minnesota to continue to value the health and
welfare of its children by providing adequate health care coverage and child-care subsidies for

low income families.
Signatures 1 to 44 of 168

B First Name Surname Email ‘ Address Town/Suburb - State Zip
Anne Renstrom stellafour@comcast.net Not Given Robbinsdale Mn. 55422
Jeanette LeVesque janrose88@aol.com 651 NE Jefferson St. Mpls MN 55413
Belle Scott rscott7@mn.rr.com 1376 W. Minnehaha Minneapolis MN 55419

Pkwy
Shona Dockter dochaas@cpinternet.com 2479 Churchill St Roseville MN 55113
Sharon Brakke sharon.e.brakke@healthpartner | 4228 Beard Ave. S. Minneapolis MN 55410
s.com
Judy Strohl jdjstrohi@yahoo.com Not Given Mpla MN 55414
Judith Hinck jhinck@aol.com Not Given Minneapolis MN 55417
Nicole Messinger Post nicolem@mpls.k12.mn.us Not Given Minneapolis MN 55412
David Byfield dbyf@aol.com Not Given Minneapolis MN 55403
Celeste Haynes celestemh@excite.com 3024 Bryant Ave S#2 | Minneapolis MN 55408
Kristin Nilsen-Noonan babygarten2000@yahoo.com Not Given Minneapolis MN 55410
Lisa Lindesmith 12doc@comcast.net Not Given Golden Valley | MN 55422
Angela Shifrin angela.l.shifrin@aexp.com Not Given Minneapolis MN 55417
Bonita Everts everburd@msn.com Not Given Minneapolis MN 55417
Vickey Weiss victoria.weiss@target.com Not Given Stillwater mn 55082
Kelly Vossberg murphvoss@yahoo.com 5538 Edgewater Blvd Minnneapolis | MN 55417
Jane Balster jbalster@mn.rr.com Not Given Bloomington MN 55437
Andrea Culbertson aec1973@scicable.com 206 3rd Street SE Hinckley MN 55037
Boyd Lebow boyd.lebow@medica.com Not Given Savage MN 55378
Samantha LaVoie samanthalavoie@hotmail.com Not Given Minneapolis MN 55408
kim king kim_king411@hotmail.com 3237 grand ave. s apt. | minneapolis mn 55408
1
Carey Demaris careydemaris@hotmail.com Not Given St. Paul MN 55106
Susan Weedman sweedman@valspar.com 5056 Penn Ave S Minnneapolis | MN 55419
Mollee Francisco molleef@aol.com Not Given Chanhassen MN 55317
Melissa Scott melissascott20@hotmail.com 3401 Colfax Ave. S. Minneapolis MN 55408
Apt#308
Rita Haugh rhaugh@winonacotter.org 714 West Howard Winona MN 55987
joanne berg jberg@swpub.com 7159 derby drive chanhassen mn 55317
Judith Ranheim jranheim@mn.rr.com 5506 Edgewater Blvd. | Minneapolis MN 55417
heather rocheford heinoushh@comcast.net Not Given maplewood mn 55119
Jessica Effress jesseffress@yahoo.com Not Given Minnetonka MN 55345
Barbara hodne hodn@aol.com Not Given edina MN 55424
Judith Kashtan kasht002@umn.edu 2828 Huntington Ave. | St. Louis Park | MN 55416
S.
Ann Jurewicz ann_jurewicz@hotmail.com Not Given Mpls MN 55408
Colleen Peplinski pepper@hbci.com Not Given Winona MN 55987
Jessica Cohen jessicacohe@earthlink.net Not Given Minneapolis MN 55418
Beverly Cashman 44bc01@medford.k12.mn.us Not Given Medford,ZMN | MN 55049
55049
Jennifer Spiller jennifer@spillerfamily.net 3846 Richfield Road Minneapolis MN 55410
Linda Logan lindalogan@msn.com 11336 Xavier Rd S Bloomington MN 55437
Kurtis Nelson kurtdrum@hotmail.com 302 W 7th St. Morris MN 56267
Donald Echelard yke@hbci.com 1108 Gilmore Ave Winona Mn 55987
Paul Gunther pgunther@mnorch.org Not Given St Louis Park | MN 55416
Judith Melander judithmagnificent@yahoo.com | 233 Peninsula Rd Medicine Lake | MN 55441
PAMELA BAHE pbahe1@peoplepc.com 214 NW 7TH AVE FARIBAULT MN 55021
Rita Drury drurylane1103@hotmail.com Not Given Minneapolis MN 55416




PETITION: We, the undersigned, want the State of Minnesota to continue to value the health and
welfare of its children by providing adequate health care coverage and child-care subsidies for

low income families.

Signatures 45 to 87 of 168
Jacqueline Butchert roisin15@aol.com 3590 Blue Jay Way Eagan MN 55123
#201
Meridith Hoisington merig4@rconnect.com Not Given Apple Valley MN 55124
Lora Dundek Ihdundek@usfamily.net Not Given St. Paul MN 55104
Leah Drury Idrury@mn.rr.com 3010 E Minnehaha Minneapolis MN 55406
Pkwy
Carmella Zagone carmella@bigplanet.com 1750 Stanford Avenue | Saint Paul MN 55105
Kelly Barnhill bam0179@umn.edu Not Given Minneapolis MN 55406
Karna Haan khaan@mchsi.com 165 Gideon’s Point Tonka Bay, MN 55331
Road
Gayle Carlson fraucarlson@hotmail.com Not Given Eagan MN 55123
Carol Peterson carol.peterson@northstarfinanci | Not Given Apple Valley MN 55124
al.com
Monica Schultz mschultz1649@comcast.net Not Given St. Paul MN 55106
Terry Bernhardt tbernhardt1@comcast.net Not Given Birchwood MN 55110
Village
Anita Martinez scamp41@mn.rr.com Not Given Minneapolis MN 55417
Joanne Spencer spencerhouse@att.net 818 Clayland Street St. Paul MN 55104
RAYMOND TUENGE tuengefamily@aol.com Not Given MAPLE MN 55369
GROVE
Heather La Faye hellokitty2317 @yahoo.com 2617 3rd ave S #5 Minneapolis MN 55408
Julie Haskovitz jlhaskovitz@aol.com 2554 Cedar Hills Drive | Minnetonka MN 55305
Suzann Ellis maigheoyank@yahoo.com 2705 Canby Court Northfield MN 55057
Jaime Wickander jaime@wickander.net 9875 Lucerne Trail Lakeville MN 55044
Robyn DuPuis dup7772001@yahoo.com Not Given Duluth mn 55803
lisa kamunen weehelvie@hotmail.com 311 20 th st. cloquet mn 55720
Alex Westberg alex.j.westberg@hotmail.com Not Given Minneapolis MN 55403
Emma Eskelson janemma@prodigy.net Not Given Minneapolis MN 55417
Diana Villella dianavillella2001 @yahoo.com Not Given minneapolis mn 55414
Alissa Fountain afountain79@hotmail.com Not Given Minneapolis MN 55406
Lindsay Kaylor-Brice lkaylorbrice@gmail.com Not Given Minneapolis MN 55412
Jennifer Reise jenreise@yahoo.com 2832 29th Ave S Minneapolis MN 55406
Karen Boyum boyum1to5@aol.com 5525 St. John’s Ave. Edina MN 55424
Jodi Atsidakos jodi_pauison@hotmail.com Not Given Chaska MN 55318
sue purchase planetaide@yahoo.com Not Given Tacoma WA 98406
susan jones sjones5960@aol.com Not Given minneapolis mn 55407
Caroline Griepentrog carrie@griepentrog.us Not Given Minneapolis MN 55404
Garrie Itzin gmitzin@yahoo.com 504 Winslow Avenue St Paul MN 55107
Haddayr Copley-Woods haddayr@yahoo.com 3253 15th Av. S. Minneapolis MN 55407
Clara Boyum klarab@hotmail.com Not Given Minneapolis MN 55408
Robin Kutil bobkutii@yahoo.com 250 E. 6th St. Apt 714 | St. Paul MN 55101
Laura Nymoen nymoeni@hotmail.com 2539 Lyndale Ave S minneapolis mn 55405
Beth Haney bethhaney@yahoo.com Not Given St. Paul MN 55116
Jessica Jemney jessicaj@graffiti.net 1401 Adams St NE #1 | Minneapolis mn 55413
Justine Lee justinel@vet.upenn.edu Not Given St Paul MN 55105
Nancy Johnston njohnsto@che.umn.edu 2833 E Lake of the Isles | Minneapolis MN 55408
Pkwy
Greg Holmbeck holmbeck.greg@slpschools.org | Not Given Minneapolis MN 55403
Teresa Trost ptfarmtree@comcast.net 327 West Baker Street | Saint Paul MN 55107
Ketti Nolte nolt0012@hotmail.com Not Given Blaine MN 55449




PETITION: We, the undersigned, want the State of Minnesota to continue to value the health and

welfare of its children by providing adequate health care coverage and child-care subsidies for

low income families.

Signatures 88 to 131 of 168

s First Name Surname Address Town/Suburb
Kari Rasmussen kariras@yahoo.com 2621 Girard Ave. So. #1 | Minneapolis MN 55408
Ryan Maloney grandmarais53@yahoo.com 1958 Co Rd 138 Int’l Falls MN 56649
Madalyn Cioci joemadalyn@earthlink.net Not Given Minneapolis MN 55410
Kristin Beckmann kbeckmann@seiumn.org 1078 Linwood Ave St. Paul MN 55105
Sara Franklin saraalicefranklin@yahoo.com 3503 W. 29th Street Minneapolis MN 55416
Jill Davidson zina_davidson@hotmail.com Not Given Minneapolis MN 55406
Crystal Rudell cdrudell@hotmail.com Not Given St. Paul MN 55116
Ann Phillips phill037@umn.edu 2815 Burnham Blvd. Minneapolis MN 55416
Ryan Brux ryanbrux@hotmail.com 5035 19th Ave NE Seattle WA 98105
Jim Carlson jimacarlson@comcast.net 1247 Carlson Lake Eagan MN 55123
Lane
Courtney Poja poja0003@umn.edu Not Given Minneapolis MN 55404
Sarah Runholt sarahtheredperil@hotmail.com | Not Given Fergus Falls MN 56537
miles carlson mcarlson12@mn.rr.com Not Given minneapolis mn 55417
Dana Borowski dborowski@uwalumni.com 1785 Bryant Ave. South | Minneapolis MN 55403
#2
Trish Welte trish.welte@gmail.com 222 State Street, Apt. Madison wi 53703
207
Maria Hainlen mhainlen@aol.com Not Given Edina MN 55410
Gretchen Ortenzio frauo27@mn.rr.com Not Given Eden Prairie MN 55347
Elizabeth Price jbprice@mn.rr.com Not Given Minneapolis MN 55417
Alison Schneider schneider_alison@yahoo.com Not Given Chaska MN 55344
Corinne Alfeld c_alfeld@earthlink.net Not Given Minneapolis MN 55405
Anu Kamath htamakuna@yahoo.com Not Given Brooklyn Park | MN 55443
Tamara Pelowski pelo0033@morris.umn.edu 409 E 9th St. Morris MN 56267
sherray scroggins smscroggins2000@yahoo.com | Not Given Minneapolis MN 55409
Michael Hindin mhindin@mn.rr.com Not Given StLouis Park | MN 55426
Rachel Davison rachel.davison@yviromed.com 12013 Co Rd 11 Burnsville MN 55337
Danushka Wanduragala danushka_w@yahoo.com 1168 W Roselawn Ave | Roseville MN 55113
Rob Peterson rpeterso77@hotmail.com Not Given Morris MN 56267
Michelle Rougier michellerougier@yahoo.com Not Given Apple Valley MN 55124
Kathleen Ellis kellis@hhh.umn.edu Not Given St. Paul MN 55104
Pat H. patsway001@yahoo.com Not Given St. Louis Park | MN 55426
Tina Higgins tinah@prochoiceminnesota.org | 705 Village Parkway Circle Pines MN 55014
Laura McCarty unlevel_seas@hotmail.com Not Given Minneapolis MN 55407
Elisabeth Malm malisha@infionline.net 2615 Park #614 Minneapolis MN 55407
Mary Susan Medina jillibeansmom@aol.com 5520 W 142nd St Apple Valley MN 55124
Wendy Berghorst wberghor@isd.net Not Given Excelsior MN 55331
Ron Hal verson ronhalverson@yahoo.com 3141 Pennsylvania Ave | Saint Louis MN 55426
So Park
Jessica Engelking jessicaengelking@yahoo.com Not Given Morris MN 56267
Kelly Betteridge kbetteridge@hhh.umn.edu 2104 22nd ave S Minneapolis MN 55404
Derrick Braaten derrickbraaten@hotmail.com 11 27th Ave. SE Minneapolis MN 55414
Abby Korte akorte02@aol.com Not Given Apple Valley MN 55124
Sherri Green sherrigg@aol.com 5619 Bimini Drive Minnetonka Mn 55434
Scot Hall meisgenius@yahoo.com 1260 W Larpenteur Ave | St Paul MN 55113
#115
Gary Lehr glehr@pointoffrance.com 6566 France Ave. So. | Edina MN 55435
Stephanie owen stephamati@hotmail.com 5732 Dupont Ave South | Minneapolis, 55419 55419
MN




PETITION: We, the undersigned, want the State of Minnesota to continue to value the health and

welfare of its children by providing adequate health care coverage and child-care subsidies for

low income families.

Signatures 132 to 168 of 168

First Name Surname Address Town/Suburb
Stacey Burns stacey.burns@gmail.com 2315 Irving Ave S Apt 8 | Minneapolis MN 55405
Suzanne Foley suzannelavellefoley@yahoo.co | 1249 James Avenue St. Paul MN 55105
m
Derek Reise burrowsreise@prochoiceminnes | 2832 29th Ave S Minneapolis MN 55406
ota.org
Erin Broton erinb@prochoiceminnesota.org | Not Given St. Paul MN 55103
Sydnee Woods sydnee.woods@mn.ir.com 1711 Girard Avenue Minneapolis MN 55411
North
Kasandra Church petition@kassiechurch.net 925 30th Ave S #103 Minneapolis MN 55406
Andrew Wilson andrew_t_wilson@hotmail.com | Not Given Saint Paul MN 55104
Megan Brick mebrick@stthomas.edu Not Given St Paul MN 55105
Holly Kuisle hmkuisle@hotmail.com Not Given St. Paul MN 55104
Melissa Kovach lisskovach@hotmail.com Not Given Minneapolis MN 55408
Debby Bluem debbydts@mn.rr.com 11800 Runnel Cirlce Eden Prairie MN 55347
Jitt - Farris jillfarris@yahoo.com 3441 23rd Ave S #2 Minneapolis MN 55407
Robynne Curlee robynnecurlee@yahoo.com 737 Marshall Ave Saint Paul MN 55104
Nancy Chinander njchinander@yahoo.com Not Given Stillwater MN 55082
Peggy Flanagan peggyflanagan2004@yahoo.co | 5045 Fremont Ave N Minneapolis MN 55430
m
Aaron Blechert aaron.blechert@moundsviewsch | Not Given Minneapolis MN 55409
ools.org
Jedd Hanson leafseh@juno.com 5640 15th ave minneapolis mn 55417
Kathy Flaminio flaminiotony@qwest.net 1882 Princeton Ave. St. Paul MN 55105
Katharina Halverson k8thegr817@hotmail.com 3503 West 29th Street | Minneapolis MN 55416
Gabrielle Civil gfcivil@stkate.edu Not Given Minneapolis MN 55404
Kendra Brodin kendrabrodin@yahoo.com Not Given Blaine MN 55449
Michael Battaglia michael.battaglia@hopkinshond | Not Given Hopkins MN 55343
a.com
Megan Peterson petersnm@hotmail.com Not Given St. Paul MN 55105
Melissa Reed melissyd@hotmail.com 4940 Sheridan Ave. S | Minneapolis MN 55410
Nikki Madsen nikkimadsen@hotmail.com Not Given Saint Paul MN 55105
Terri Taylor taylorsoj@hotmail.com Not Given Minneapolis MN 55416
Leah Hebert leah@birdsandbees.org Not Given Minneapolis MN 55412
Heidi Munson hformo@mn.rr.com Not Given Minneapolis MN 55417
Shannon Berg shannonberg@yahoo.com Not Given Minneapolis MN 55417
Marie Failinger mfailinger@hamline.edu 1425 Hewitt Avenue St. Paul MN 55104
Willie Pearl Evans wpevans4037 @yahoo.com 5625 Boone Avenue New Hope MN 55428
North, #231
Judith Malmon judymalmon@netzero.net Not Given Minneapolois | MN 55417
Samantha Gemberling samanthajg@comcast.net Not Given St. Paul MN 55117
Melissa Riethof mdriethof@mn.rr.com Not Given Minneapolis MN 55409
LASHAWN WALKER babymama_03@hitmail.com 11370 MINNETINKA MINNETONKA | MN 55305
MILLS RD
Carol Just caroljust@hotmail.com 2233 Oregon Court St. Louis Park | MN 55426
Anne Halverson annehalverson@hotmail.com Not Given Hopkins MN 55343




58 FAIRVIEW
Fairview-University Medical Center

- Hemophilia & 420 Delaware Strewi SE, MMC 713
February 8, 2005 Thromhasis Center Mirneapolis, MN 55155

A collaboration with Tel 612.626-6455

Children’s Hospitsls & Clinics - Fax £)24625-4955

Minneapolis & St. Paut 1-800-688-5252 axt. 66455

RE: Senate File 65
House File 153

To Whom [t May Concern; -

The purpose of this communication is to clarify information about the current provigion of
comprehensive health care and supply of coagulation factor products to patients with hemophilia and
other bleeding disorders in the State of Minnesota. We hope that this information will be taken into
consideration in the wording and execution of the above-referenced Bill,

As you may be aware, Fairview-University Medical Center (F-UMC) and the Mayo Clinic are
federally-funded Hemophilia Treatment Centers (HTC) within the state whose mandate it is to provide
comprehensive health care to persons with bleeding disorders in Minnesota. In addition, the HTCs in
Fargo, ND and Sioux Falls, SD provide care for some Minnesota residents who live closer to those
cities. Currently however, only F-UMC and the Roger Maris Cancer Center in Fargo have 340B
programs that purchase and dispense clotting factor concentrates under the Public Health Service (PHS)

pricing system. :

We are concerned that the wording of the Bill as currently written in SF 65 (section 45 lines 61.17 &
61.18) implies that all Minnesota residents receiving state financed health care will be required to
receive their factor concentrates through F-UMC as the State’s ‘sole source provider’, We wish the
State to note that federal law prohibits 340B HTCs from dispensing product at the PHS price + mark-up
to any individual who is not a registered paticnt at that center, Thus, the patients with hemophilia who
ar¢ receiving excellent care at one of the other three MTCs in our region will not be eligible to obtain
product through a 340B HTC pharmacy at Fairview without transferring their care to F-UMC. Also the
~ language of this Bill is not clear about the issue of whether Minnesota patiénts receiving care at the
Fargo HTC, which does have a 340B program, would be able to obtain their clotting fuctor concentrate

there.

Because of the chronic care needs of this patient population, the close relationship that is necessary
with their care providers, and the difficulty that patients may have in traveling to our center, we belicve
that it would not be feasible to require all residents of the State of Minnesota to be seen by our center
sulely for the purpose of obtaining their medications,

We are commitied to continuing dialogue regarding appropriate and cost effective treatment of this

patient population and attempts to control health care costs. If you have questions or would like further
information, plcase feel free to contact either Dr, Key or Beverly Christie at the numbers listed below.

Sincerely,

' A Chridlae,
Nigel Key, Bmie, RN
Medical Diregtor Program Manager
Hemophilia & Thrombosis Center . Phone 612-626-2722
Phone 612-624-0123 Pager 612-899-6165
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Minnesota Association of = m

COMMUNITY HEALTH CENTERS 1113 E. Franklin Avenue, Suite 211 | Minneapolis, MN 55404 612.253.4715 | Fax 612.872.7849

7 www.mnachc.org

Minnesota Association of Community Health Centers

Testimony

Health & Human Services Budget Division,
Senate Finance Committee
February 15, 2005
Governor’s Budget Proposal 2006-2007

Madame Chair, committee members, my name is Rhonda Degelau. | am the
Executive Director of the Minnesota Association of Community Health Centers.
I’m here today to testify in opposition to the Governor’s proposals to cut

eligibility for MinnesotaCare.

The Governor’s plan to cancel health insurance on 46,000 Minnesotans will
bring tremendous personal hardship to many low-income workers in the state.
It will also create a tremendous strain on the safety net of community clinics
throughout the state, already hit hard by the budget cuts of 2003-2004, that

care for the state’s public programs patients and for the uninsured.

My organization represents 18 community clinics - located throughout
Minnesota - that care for 129,000 patients, 39% of whom are uninsured and 37%
of whom are enrolled in Medicaid or MinnesotaCare. The clinics provide

medical, dental and mental health services to all, regardless of ability to pay.

Our community clinics already serve 50,000 uninsured patients. Thanks to the
budget cuts of 2003-2004, we have seen our uninsured numbers grow by 10% in

only two years. These clinics simply do not have the capacity or the funds to

‘ %fkingTogether for Affordable Health Care



absorb the projected increases in uninsured that would seek care at these
clinics if the Governor’s proposals are enacted. At least half of those who
would become uninsured under the Governor’s plan live in the 12 counties

served by our clinics.

| do not mean to suggest in any way that the newly uninsured are not welcome
at our clinics. Of course they are welcome. It’s the mission of each of these

clinics to care for those most vulnerable. Many have been doing so for over 30
years. However, if this state continues to balance its budget by creating more
uninsured year by year, we will reach a tipping point at which time clinic doors

will be forced to close.

| urge the committee to consider revenue alternatives to the Governor’s
proposal - whether it be a tax, a surcharge, a fee - that would keep our public
programs intact and would shore up the safety net. We can do better than
this!




Minnesota Association of m

COMMUNITY HEALTH CENTERSE

Sawtooth Mountain Clinic

Lake Superior Community Health Center

Family HealthCare Center

Migrant Health Services, Inc.

ndian Health Board, Mpls. (1)

Open Cities Health Center, 8t. Paul {(2)

4——West Side CHS, St. Paul (7)
United Family Practice, St. Paul (7)

Hennepin Cnty. Health Care for the Homeless, NMpls.

ve American Community Clinic, Minneapolis (1)
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HOW DO COMMUNITY HEALTH
CENTERS BENEFIT MINNESOTA?
FQHCs help prevent illness and disease by supplying
preventive and primary care for low-income
individuals and families who might otherwise delay .
seeking medical attention. Not only do FQHCs reduce
expensive emergency room visits, but FQHCs cost-

. gffectively save bath lives and dollars for Minnesota.

HOW ARE FQHCs FUNDED?

FQHCs are unique among health care providers in
the fact that nearly 40 percent of their patients are
Uninsured. Uninsured and low-income patients
contribute, as they are able, to their cost of care.
less than one-third of FQHC revenue car'
attributed to federal funding sources. *

WHY SUPPORT FQHCs?

The number of uninsured in Minnesota is on the
rise. FQHCs provide a safety net for these
individuals with sliding-scale fees, culturally
competent care, translation and transportation
services, and geographically convenient locations.




18 member organizations serving
129,000 patients annually at 54 sites.

Minnesota Association of

COMMUNITY HEALTH CENTERS
E. Franklin Avenue, Suite 211 | Minneapolis, MN 55404 | Tel: 612.253.4715 | Fax: 612.872.7849 | info@mnachc.org | www.mnachc.org i




 COMMUNITY HEALTH CLINIC PATIENTS IN MINNESOTA

22% AFRICAN-AMERICAN 9% ASIAN

| |
e & @

6% AMERICAN
l INDIAN

36% WHITE 27% LATINO

PATIENT INSURANCE STATUS AT MINNESOTA'S FQHCs

31%
MINNESOTA
HEALTH ’
39% CARE e
UNINSURED ~ PROGRAMS 0? a0

5%
MEDICARE
l

Visit www.mnachc.org for comprehensive data analysis.

Working Together for Affordable Health Care




A VOICE FOR COMMUNITY HEALTH CENTERS

MNACHC provides state and federal public policy analysis,
educational prcgrams and advocacy for member clinics.. We
advocate for policies that will maintain and increase access
to community health care services for low-income and
uninsured persons.

LEVERAGING FUNDS

At the state and federal levels, MNACHC fosters public and
private partnerships to support health center infrastructure
and opportunities for growth.

DATA CLEARINGHOUSE

MNACHC compiles data on patient demographics, clinic revenue
and market trends. Our Web site—www.mnachc.org—rprovides
timely data and analysis for member clinics, government
officials and the public at large.

COMMUNITY DEVELOPMENT

MNACHC identifies Minnesota communities that could
benefit from FQHC presence and then assists these
communities through the FQHC designation process. We also
work to support the expansion of existing FQHCs throughout
Minnesota.

TRAINING AND TECHNICAL ASSISTANCE

MNACHC equips community health centers with the
administrative, financial and clinical tools necessary to
sustain high-quality operations.




1113 E. Franklin Avenue, Suite 211 | Minneapolis, MN 55404 | Tel: 612.253.4715 | Fax: 612.872.7849

info@mnachc.org | www.mnachc.org
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Minnesota Association of

COMMUNITY HEALTH CENTERS

Fact Sheet 01, January 2005

An Introduction to
Federally Qualified Health Centers

S Federally Qualified Health Centers -- FQHCs, or simply “community health cen-
Member Clinics " . . . L : ;

o ’ ters” -- are private, non-profit or public organizations that provide primary and
e Feoples Center preventive health care services to medically underserved populations.

Community University Health Care Center,

Minneapolis Unlike other models of health care delivery, FQHCs focus not only on improving
Family Health Care Center the health of individual patients, but improving the health status of the entire

Moorhead .
, community.
Fond du Lac Tribal Health

Services, Cloquet
Fremont Commuriy Heslt ; There are several requirements that community health centers must meet before
" ics Hieopole they qualify as an FQHC. Among these, community health centers must:

Hennepin County Health Care for the
Homeless, Minneapolis

Indian Health Board of IZ Be located in a medically underserved area (MUA) or medically under-
Hinepcle served population (MUP).

Leech Lake Tribal Health Services
Cass Lake

Lake Superior Community Health Center,

| ok Be incorporated as a non-profit entity or public organization
Uluf

Migrant Health Services, Inc.

Moorhead ]Z[ Be governed by users of the health center - 51% of the Board of Directors
Native American Community Clinic are also patients at the health center

Minneapolis

NgrthPoint_ Health & Wellness Center
::::Z'::Heakh . Offer comprehensive preventive and primary health care for all age
Saint Paul groups and life cycles including:

S2oom Mountain Clinic o Health Services related to family medicine, internal medicine, pe-

Scenic Rivers Health Services diatrics, obstetrics and gynecology;
Cook

o Diagnostic Laboratory and Radiology Services;

Southside Community Health Services,
Minneapolis

United Family Practice e Dental Services

Saint Paul

Yool e Community Healn senvie o Mental Health / Substance Abuse Services: and

o Enabling Services such as transportation, outreach and language

www.mnachc.org translation services.
1113 E. Franklin Ave.
. Suite211 [V] Accept all patients regardless of their ability to pay by offering a
Minneapolis, MN 55404 sliding fee scale to those at or below 200% of federal poverty guide-
612.253.4715 lines.

info@mnachc.org

A majority of Minnesota’s FQHCs also participate in disease management
collaboratives. The collaboratives focus on reducing health disparities for
FQHC patients in the areas of cardiovascular health, diabetes and
asthma.




Health and Human Services Hearing
Tuesday, February 22, 2005
Brian Sperling—by Erin Sperling (Mom)

My name is Erin Sperling. Ilive in White Bear Lake, MN. I am a member of the Ramsey County
Citizens Advisory Council on Developmental Disabilities, the White Bear Lake Parent Advisory
Committee on Special Education, and Partners in Policymaking, Class 22. I also work and attend
school full-time at the University of Minnesota. My husband, Brad, works from home, in order to
help care for our 2 children: Sydney, age 9; and Brian, age 6, who was diagnosed with Autism
Spectrum Disorder (ASD) in March 2003.

Our goals for Brian are the same as those goals we have for our daughter. We want Brian to
become a happy, healthy, and productive member of society. To help him achieve these goals,
Brian has received speech, occupational, music, and craniosacral therapies; attended preschool and
swimming lessons; and he plays soccer and baseball. Medical Assistance (MA) helps defray the
costs of co-pays and school therapy services, while also making it possible for us to hire Brian’s
Personal Care Attendant (PCA), who works hard to help Brian with issues related to behavior
management, personal hygiene, and social development. Increases in the MA parental fees,
however, have made it difficult for us to continue providing these opportunities for him.

Like many families, the majority of our decisions are dictated by our finances. We elected health
insurance from the lowest cost provider, for example, so our out-of-pocket expenses for health
insurance are currently just $73 per month. Our medical choices are rather restricted as a result of
our decision, however. In addition, a number of services Brian receives are not covered by health
insurance. Each monthly craniosacral therapy session is $80, while each weekly music therapy
session is $45. One appointment with a homeopathic physician cost us $500. While these amounts
may not seem like much, they do add up.

MA initially provided us with an incredibly cost-effective way to fund some services. With a 2002
adjusted gross income of $32,486. In 2003, my husband dissolved his home business, and our
adjusted gross income increased to just over $68,000—a primarily artificial increase. Because of
this increase, our monthly fee increased by almost $400. While I would like to emphasize that we
are willing to pay our fair share of fees for services to keep our son in the community, any further
increases will price MA out of our financial reach, leaving us with little choice but to either pay for
all services out-of-pocket or discontinue many of the very services which have benefited our son.

When Brian was first diagnosed, I spoke with a number of parents and professionals about the
options available for providing Brian with services. The Community Alternatives for Disabled
Individuals (CADI) and the Mental Retardation and Related Conditions (MR/RC) waivers, were
specifically mentioned as flexible, cost-effective resources that we could utilize in order to provide
needed therapies and other services for Brian. I found out, however, that these waivers were
essentially frozen to new enrollment. We have been on the waitlist for the MR/RC waiver since
Brian was diagnosed in 2003, and we just got on the waitlist for the CADI waiver earlier this




month. If the number of available slots for the CADI is limited to 95 per month, while the MR/RC
waiver is restricted to 50 emergency slots over two years, it seems all but certain that Brian, and
many others like him, will be waiting a very, very long time for waivered funding which, according
to David Osborne and Peter Hutchinson’s book, “The Price of Government: Getting the Results We

Need in an Age of Permanent Fiscal Crisis”, “greatly improves customer satisfaction at less cost (p.
15).”

As Minnesota now faces a projected deficit of $1.4 billion, including inflation, I ask you, the State,
to please consider individuals like my son as you make the difficult decisions that lie ahead of you.
Keeping individuals in the community now may cost more money up front, but this proactive
investment is much better for everyone than the reactive policies that will need to be put in place to
work with individuals with disabilities later on. Thank you
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February 18, 2005

Senator Linda Berglin
309 State Capital
St. Paul, MN. 55155

Re: Governor Pawlenty’s Proposed Budget Cuts to Minnesota Care

Dear Senator Berglin:

I am writing to express my concern for the possible budget cuts proposed per Governor
Pawlenty. Please add my letter to the file for public testimony scheduled for February
22" and 23", 2005. Thank you for your hard work and willingness to assist your
constituents in the community regarding this important matter.

I am a single 45 year old female who does not have dependents. I have been enrolled in
the program as of August 2004 to the present date. I faithfully pay my monthly premiums
and copays. The coverage I have is Medica Minnesota Care- Basic+1. I have also been
enrolled in Minnesota Care in the past and find the health care provider coverage a decent
and reliable way of treatment of my health care needs.

I have been employed for one year with a temporary employment agency. My rate of pay
is $10.00 - $11.00 hourly. I can not afford the health insurance benefits offered through
my employer.

I was recently diagnosed with an illness that requires surgery. This has become a chronic
condition that has developed over time into a potentially serious condition. This
condition could have been treated previously and not have developed to the point of
requiring surgery. I share this because I lost my job lost my job last February and my
COBRA coverage terminated on December 2003. There is a four month waiting period
for Minnesota Care if one has previous health insurance coverage. That meant I had a gap
or lapse of health insurance coverage. I could not afford to pay for M.D. visits and I did
not want to be responsible for a large debt that I could not pay to a health care provider
(s). Thad no other choice but to risk lack of treatment and care of a doctor.

It is my concern that myself and others should not have to be put in these situations of
having to choose between paying for rent or paying for health insurance coverage. It is
simply unconscionable. Govemor Pawlenty is incorrect to state “this is a welfare driven
program”. He seems to view individuals such as myself as “looking for a free ride” from
the state of Minnesota. He does not seem to understand or empathize with individuals of
lower income brackets who can’t afford out of pocket health care costs.

e e B
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I understand his need to balance a budget but it would seem a more humane approach
would benefit myself and others who would be harmed by a decision to terminate health
care coverage. Minnesota Care was developed in1992 for the express purpose of helping
those individuals in the community that could NOT afford to help themselves. It was
created to give coverage to those who desperately needed this type of program.
Individuals who for whatever reason must choose between food, rent or health care costs.

I honestly believe that the Governor’s proposal would harm individuals including the
children and the elderly who already live in poverty by denying the coverage they need to
stay healthy and productive. How can we deny the obvious fact the many individuals are
lacking proper health care coverage and do not have access any type of medical care.

My perspective is that of many individuals who will be greatly affected by this matter if it
becomes a reality. If I am terminated from Minnesota Care I will risk further decline of
my health and not have access to proper health care treatment. I need an eye exam and a
new prescription but I can’t afford the $25.00 copay with Minnesota Care now. How can
I afford this without health care coverage? I know $25.00 does not seem like much but I
have to pay for the cost from a limited income. I need bifocals so the cost is more than
the $25.00 copay.

I do wish to improve my educational experience so I can become more self-sufficient.
Then I would be able to afford to health insurance provided per an employer. Currently I
must depend upon Minnesota Care for that safety net. Please don’t take that away from
mel

I urge the Governor and the legislature to seriously consider everyone who will be
affected by budget cuts affecting the Minnesota Care program, I urge this panel to seek a
solution to this proposal and to find an alternative that meets the needs of myself and
others enrolled in this program. Minnesota Care is a solid program that serves the needs
of the community. ] wonder what would happen to Minnesota Care if the Governor or his
family had to depend upon this type of health care coverage. :

Thank you for letting me share my perspective with this committee.

Respectfully submitted,

© N&AW«Q’
Kimberly A. Howard

171 North McKnight Road
Apt 209

St. Paul, MN. 55119
651-731-7784
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February 22, 2005

Testimony of Dave Ulstrom, Greater Minnesota Health Care Coalition,
To the Minnesota Senate Health & Human Services Budget Division

My name is Dave Ulstrom, and I’m speaking on behalf of the Greater Minnesota
Health Care Coalition, or GMHCC for short. GMHCC is a grassroots citizen organiza-
tion with several thousand members, and we have extensive experience in health care
legislation. We proposed the legislation which became the Fair Drug Pricing Act, and
we were invited one year ago by the Senate Health & Family Security Committee to
help explain the new Medicare law.

I live Mora, and I'm retired. I served as a Kanabec County Commissioner for eight
years between 1990 and 2002, so I have direct experience with Kanabec County’s op-
eration of Medical Assistance and GAMC.

GMHCC believes that last year’s cuts, and the current proposed ones, for Medical
Assistance, MinnesotaCare and GAMC benefits and eligibility are very hurtful to the
citizens of this state. Cuts should be avoided if at all possible. Yet we also realize that
the state faces severe budget deficits.

We are here to say that the state can obtain more money to go towards the benefits
of these programs without raising taxes. How? By eliminating a certain kind of waste
that is currently in the operation of these programs. That waste is excessive administra-
tive expense, and it stems from having private sector managed care companies adminis-
ter these programs.

We all know that the legislature decided to use privatized administration in the
hope that it would save taxpayer dollars for these programs. Unfortunately, this has not
happened.

I have some proof of how you can get lower administrative cost by removing the
managed care companies. Kanabec County, plus eight other counties, formed a County-
Based Program for our MA and GAMC programs. These had been operated under the
PMAP system with managed care companies. In 2001, our nine counties began operat-
ing the programs ourselves, through our South Country Health Alliance, using direct
contracting with providers. Here is what our results have been:

In 2003 the South Country Health Alliance took in $46,649,674 in premium reve-
nue. The administrative expense was $3,718,816, which is 7.97 % of revenue. We also
generated a net revenue surplus of $5,731,386, which is 12.2 %. These figures are
posted right on the Department of Health’s website, at: www.health.state.mn.us/divs/
hpsc/mes/financial. htm. And by the way, the administrative expense of the IM Care
plan in Grand Rapids was even better than ours: 6.95 %.




How does our administrative expense of 7.97 % compare to the managed care companies?
The best figure is probably the one that Attorney General Mike Hatch found when he au-
dited Medica’s books. He discovered an administrative expense in 2000 of 18.7 %, even
though Medica had reported to the state only 12.7 %. We think that the higher number
that Hatch found is probably closer to the truth, and that the managed care companies are
under-reporting their true administrative expense to the state. We believe that they are still
under-reporting their administrative cost. If you doubt this, then you should require more
audits of the kind done by the Attorney General.

If you compare Medica’s 18.7 percent to the South Country Health Alliance’s 7.97
percent, you have a difference of 10.7 percent.

What does this mean to the state legislature? It means a potential savings of over 10
percent off the cost of MinnesotaCare, GAMC, and roughly one-third of Medical Assis-
tance, which is the portion of MA run by managed care companies. For fiscal year 2004,
the total cost of MinnCare is about $487 million and $245 million for GMAC. One-third
of MA’s cost is about $1.62 billion, with about half of that paid by the state. Therefore,
savings of 10 percent would be about $48 million for MinnCare, $24 million for GMAC,
and $80 million in state money for Medical Assistance. That’s a grand total of over $150
million a year, Senators. This is of course just a ballpark figure, but it shows there is a
strong likelihood that you can save an enormous amount of money for these programs, and
use it to prevent benefit cuts.

The way to capture these savings is for the legislature to return the administration of
these programs back to the counties or DHS with direct contracting. Twenty-three (23)
counties are already using direct contracting.

All Minnesota counties could potentially do pre-paid direct contracting like the South
Country Health Alliance, except for three: Hennepin, Ramsey, and St. Louis. Those are
the counties, of course, where the biggest amount of administrative savings could be cap-
tured. However, they are prohibited by federal rules from doing pre-paid direct contract-
ing with selected providers, although we don’t understand why they couldn’t be allowed to
do direct contracting on a non-exclusionary basis. For these three counties, perhaps the
only way to remove the managed care company involvement is to have a fee for service
payment system with all providers. The same could be done with any other counties that
did not choose to be part of a pre-paid direct contracting plan.

The bottom line is that the insurance companies just can’t administer health care
more cheaply than the government. In fact, it’s just the opposite.

Thank you.

Dave Ulstrom
Mora, MIN
(320) 679-4049
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What will the 2005 Minnesota
legislature do about health care?

It’s a good question, that nobody
really knows the answer to. There are
important reforms that groups like
Greater MN Health Care Coalition
(GMHCC) want to tackle, but there is
also “unfinished business” to deal with
the changes that the legislature has made
recently, and especially in the last ses-
sion. Let’s look at those first:

On the radar screen

A high priority for many legislators is
to deal with the cutbacks that were made
in MinnesotaCare, the state’s health care
system for many low income (mostly
working) families. Deep cuts were
made last year to help reduce the state’s

huge budget deficit. One of the changes
was to place a $5,000 yearly limit on
care. This has proven to be a disaster
for people with high-cost chronic dis-
eases like diabetes, whose usual care for
their conditions greatly exceeds the
limit.

Adding insult to injury, the legisla-
ture also decided to take the Health Care
Provider tax, which was created in order
to fund MinnCare, and put it directly
into the General Fund -- instead of keep-

ing it dedicated for MinnCare program
expenses.

The Medicaid program (called Medi-
cal Assistance in Minnesota) has also
suffered cuts, and is in danger of being
cut even more as Congress contemplates
reducing its portion of Medicaid fund-
ing.

Good ideas - if we can get com-

mon sense to prevail

Meanwhile, groups such as GMHCC
have proposals that would save health
care dollars, including those that are
paid by the taxpayers. Examples of
these ideas are: Making the transition to
a public health insurance system, that
would save enormous amounts of
money for everyone; Using prescription
drug imports that cost much less money;
Eliminating the waste of administrative
dollars that results from having insur-
ance companies run the state’s health
care programs; and Limiting the expen-
sive waste of duplicated, unnecessary
equipment and surgical facilities. Good
ideas such as these face the danger of
being “drowned out” in the legislature’s
scramble to deal with its immediate
health care funding crises.

Don’t hold your breath
Unfortunately, whether the legislature
makes any progress on health care de-
pends a lot on the degree to which law-
makers get preoccupied with other
pressing issues. One of these is approv-
ing the bonding projects that should
have been agreed upon this last session
but weren’t. Another is revisiting the
system of revenues from fees and taxes.
The famous “no new taxes” pledge by
Governor Pawlenty and many legislators

will have to be reconsidered. It will
have to be acknowledged that the pledge
has already been broken, in terms of
state fees that were raised, and by shift-
ing of expense to the local level, which
resulted in raising many people’s prop-
erty taxes.

Four “Seniors”
Groups Campaigned

for Pro-PhRMA
Candidates

With its eyes on passage of an indus-
try-friendly Medicare prescription drug
bill, the Pharmaceutical Research and
Manufacturers of America (PhRMA)
appears to have quietly channeled as
much as $41 million to four stealth
PACs in 2002 to help elect a Congress
sympathetic to the pharmaceutical in-
dustry’s interests, according to a new
Public Citizen report.

Money that likely came from
PhRMA, the drug industry’s trade asso-
ciation, enabled the United Seniors As-
sociation, 60 Plus Association, the Sen-
iors Coalition and America 21 to broad-
cast ads and send direct mail in 39 U.S.
Senate and House contests that year,
supporting candidates friendly to
PhRMA'’s agenda and criticizing those
who weren’t, the report reveals.



At least one of the groups, United
Seniors Association (USA), was again
active in the 2004 elections, recently
sponsoring TV ads in 17 or more House
races that praise incumbents who sup-
ported the PhRMA-backed Medicare
drug law pushed by President Bush and
passed by Congress in 2003.

Released in September, Big PARMA’s
Stealth PACs: How the Drug Industry
Uses 501© Non-profit Groups to Influ-
ence Elections report is available at
www.stealthpacs.org, a new Public Citi-
zen Web site and comprehensive data-
base to track 501© non-profit groups ac-
tive in elections, which Public Citizen
has dubbed the “new stealth PACs.”

“The Medicare drug bill is a gold mine
for the pharmaceutical companies be-
cause it expands their base of paying cus-
tomers for brand-name drugs and pro-
tects them from lower-cost foreign im-
ports and government attempts to negoti-
ate price discounts,” said Frank
Clemente, director of Public Citizen’s
Congress Watch. “PhRMA’s apparent
bankrolling of these stealth PACs left
voters with no way of knowing whether
the campaign messages aimed at them
were bought with the drug industry’s
money or whether PARMA helped elect a
Congress that will do its bidding and en-
act industry-friendly bills like the Medi-
care drug law.”

The four groups PhRMA apparently
financed are registered within Section
501c(4) of the tax code as social welfare
organizations. These and other politically
active groups also registered under Sec-
tions 501c(5) and 501c(6) of the tax code
are allowed to accept unlimited amounts
of money from any donor without ever
having to publicly divulge the source of
the funds, according to Public Citizen.

Groups with these three tax statuses
are permitted to make substantial politi-
cal expenditures, which the IRS defines
as expenditures intended to influence the
outcomes of elections, but they are pro-
hibited from making electoral activities
their primary purpose.

The group Public Citizen asked the
agency to “consider initiating a formal
investigation into the financial transac-
tions and electioneering activities” of the
four groups that appear to have been
funded by PhRMA. Public Citizen be-
lieves that in 2002, the PhRMA stealth
PACs may have engaged in enough ac-

tivities intended to influence elections to
raise the question of whether they vio-
lated the prohibition against allowing
political work to be their primary activ-

ity.

Further, each of the four PhRMA
stealth PACs declared zero political ex-
penditures to the IRS, claims that do not
seem plausible given the content of the
groups’ television commercials and di-
rect mailings, the timing of their mes-
sages, and the groups’ decisions to direct
the messages disproportionately to vot-
ers who lived in politically competitive
states and congressional districts.

Additionally, PhRMA failed to dis-
close its grants to USA and 60 Plus, to
which it is known to have given money
in 2002. And if PhRMA is the source of
the other large contributions to the Sen-
iors Coalition and America 21 identified
in the Public Citizen report, it again
failed to disclose these grants.

(from Public Citizen)

News sources around the country
reporting that the ad campaign for pr -
moting Social Security changes is in ex-
cess of $50 million dollars. The focus of
the ads will be the current proposals from
the White House to change Social Secu-

rity through what is called
“privatization.”

Although there is no clear cut plan at
this point, the ad campaign is designed to
spur debate among people and nudge
them towards moving Social Security
dollars out of the traditional government
run system.

Under the most often proposed sce-
nario, these diverted dollars would then
be placed into private accounts (stocks).
There would be no guarantee of any re-
turn on these dollars, but advocates for
this plan say that it’s “likely” that people
will end up with more retirement income
under this method.

There are at least two sides to t
debate. On one side, you have the cu.-
rent administration, under the lead of
President Bush, saying that there is an
“imminent crisis” and that the Social Se-
curity system is “flat bust” (the Presi-
dent’s term). They report that the current
system is broke and that future retirees
will likely see a disappearing ability for
the program to pay full benefits after
2018.

On the other side, you have other
members of Congress, including a num-
ber of Republicans, that say the system
isn’t broke but that it does require a few
common sense adjustments. Supporting
their arguments against radical change
are economic projections that show that
the existing system can pay full benefits
until the year 2042, and perhaps longer.
They also worry that putting retirement
dollars into the stock market is always a
risky proposition. '

With an issue this large there are also”
dozens of other complications and un-
knowns. One of the biggest items to be
considered is the group of disabled peo-
ple current receiving Social Security
benefits. The question of how these
changes will affect them is subject to
much debate.

Social Security disability benefits
may not be safe from the across-the-



board cuts that are likely in President
Bush's proposal to allow personal invest-
ment accounts.

Retirement and disability benefits are
calculated using the same formula, so if

_ future promised retirement benefits are

", then disability benefits also would be

““reduced _ unless the program is some-

how separated.

That also raises big questions about
how investment accounts would be struc-
tured for disabled people, especially if
they get injured at a young age or are
dependent on a parent. Disabled benefi-
ciaries typically work less and need
benefits sooner, so the accounts would
not provide enough income to these peo-
ple.

Currently, disabled workers move
through the Social Security system, often
unaware they draw their benefits from
the disability program until they reach
retirement age and shift to the retirement
program. That would change with invest-
ment accounts, advocates claim, with
people falling through holes in a new
system.

About 16 percent of the 47 million
‘eople receiving Social Security benefits

“are disabled workers and their depend-

ents. The impact of accounts on benefici-
aries who aren't retirees hasn't been pub-
licly discussed yet by the Bush admini-
stration.

Q. Exactly what is meant by the -

term “privatization?”
A. “Privatization” is often used as
a synonym for the idea of taking
some of the money workers currently
pay into the Social Security system
and diverting it into individually
owned accounts, where each worker
would bear some risk for how his or
her investments performed. These
counts would be "carved-out" of

“Social Security.

Diverting money away from So-
cial Security and into individual ac-
counts can be risky. It involves trad-
ing some of today's inflation pro-
tected, lifetime guaranteed benefit for
an account subject to market risk and
not guaranteed to last a lifetime or
keep pace with inflation. Inflation,

market turns or loss of employment
can mean that your private account
may not have enough money to pro-
vide an adequate benefit.

There is a lot of debate on the se-
mantics rather than the substance. It
doesn't matter if you call the concept
"privatization," "personalization," or
anything else, diverting Social Secu-
rity revenues into individual accounts
shifts risk to the individual and weak-
ens the financial status of Social Se-
curity itself.

Q. Many elected officials say
they want to protect Social Secu-
rity. Do they all have the same po-
sition?

A. The debate over Social Secu-
rity reform can certainly be confus-
ing. While just about every elected
official says he or she wants to
"strengthen Social Security," ideas
about how to do that can be very dif-
ferent. Some plans to strengthen So-
cial Security would actually jeopard-
ize the program's guarantees.

Q. Is Social Security in financial
trouble?

A. Tt depends on who you listen
who and how they do their calcula-
tions. Social Security is projected to
have enough assets to pay 100% of
benefits until 2042. After that, in-
coming revenues will be enough to
pay more than 75% of benefits for
decades to come. Some changes are
needed and doing this mean some
hard choices.

Q. Wouldn't these accounts give
me control over my own money?

A. Personal control can be appeal-
ing. In reality, investment choices
would likely be limited, at least ini-
tially. For example the President's
Commission to Strengthen Social Se-
curity, which proposed carve-out ac-
counts, structured them so that work-
ers had just a handful of investment
options. This was done to keep the
administrative costs down.

Q. Does this mean I shouldn't
invest money for retirement in the
stock market?

A. Social Security was never in-
tended to be your only source of re-

tirement income, just a safe, reliable
piece of a smart retirement plan. Ide-
ally, you should build on Social Se-
curity's base with a pension, an IRA,
a 401(k) or other investments. When
added to Social Security, these kinds
of private investments provide a
more adequate retirement income.

Q. How do carve-out accounts
affect Social Security's finances?

A. Diverting money out of Social
Security into individual accounts
weakens Social Security's long-term
financial health. Since current payroll
taxes are used to pay benefits to
beneficiaries, transferring money into
individual accounts means that less
money will be available to pay prom-
ised benefits. In order to avoid major
benefit cuts, younger workers would
have to pay twice—once to fund the
new account and again to meet Social
Security's current obligations.

Q. What will Congress say
about Social Security change?

A. It's not important whether you
call individual accounts carved-out of
Social Security "private accounts,"
personalization, or anything else.

What really matters is the impact.
You should ask the officials in-depth
questions about exactly how they
want to strengthen Social Security.
It’s always smart to be a bit skeptical
if they offer ideas that sound too
good to be true.

“The focus should
be on the financial
condition of
Medicare not on
Social Security.

Of the two issues,
Medicare is in need
of more immediate
attention...”

Dave Durenberger



Beware the "Seniors Coalition"

from: GMHCC Editorial Board

You can’t turn on the radio nowa-
days without hearing the most recent
propaganda from a group that calls itself
the “Seniors Coalition.” Who are they
and what are they all about? They are a
group of front people and lobbyists for
the U.S. pharmaceutical industry, some
of them former (perhaps current?) em-
ployees of drug companies. This group
has a message of fear that it hopes to
spread to seniors, and all Americans,
about the use of prescription drugs ob-
tained outside of the United States. They
want to even suggest that if you order
prescription medications outside of the
U.S. your actions are akin to aiding and
abetting terrorists. Another idea they
hope to promote is the lack of safety
with these prescriptions. That’s not true
and it’s certainly manipulative on their
part.

These lies and half truths are de-
signed to thwart efforts by many groups
to get fair treatment and fair drug prices
in the United States as compared to the
rest of the world. A recent U.S. Su-
preme Court ruling in Maine stated that
a law that passed there two years ago
was indeed constitutional and can be put
into place to lower prescription
prices. This is good news for all those
states waiting in the wings to enact simi-
lar bills.

Minnesota passed a weak version of
that (Maine) bill in 2003. It’s weak be-
cause it has restrictive income guide-
lines. The other weak part of the Minne-

sota legislation (Fair Drug Pricing Act)
is that it isn’t targeted to start until June
of 20035, or later.

Minnesota’s legislators used the
budget deficit as an excuse for not start-
ing the program immediately, but the
truth of the matter is that the program is
self funded and would repay any startup
costs within 24 months. There would be
no tax funding needed because the pro-
gram sustains itself by using a small
portion of the rebates required from
drug companies. This watered down
version of the bill offers some relief to
seniors, but what about everyone else?

There is also one other significant
drawback to the plans that have been
passed under Medicare. The Medicare
bill includes provisions that force or
coerce people into HMO’s for their
health care needs in order to also get
some prescription drug price assistance.
So how many HMO’s are serving your
rural township at this time? We don’t
see any around this part of the state or
most other rural communities in Minne-
sota. What happens to those folks?

Back to this whole matter related to
the claims of the “Seniors Coalition”
out of Washington, D.C. We agree that
there is danger in buying prescriptions
outside of the United States. The danger
is that pharmaceutical companies feel
threatened by the revenue loss and will
spend more than $35,000,000 (thirty-
five million dollars) over the next year

‘ (before the next elections) lobbying

your local and national elected officials
or buying more radio and television ads
to scare people away from thinkine -
about how high their drug prices are.

Wouldn’t this money be better spent .
in simply lowering prescription drug
prices to consumers?

There's also some very important
numbers to keep in mind: 1.) The drug
industry spends twice as much* for
marketing and administration as it does
for research and development. 2.) Pre-
scription drug sales totaled in excess of
$100 billion* for the first time in 1999.
3.) Drug companies spent $13.6 bil-
lion* in 1999 promoting their products
to the medical profession. 4.) They
spent over $1.1 billion* on advertising
their prescription drug products on tele-
vision, and spent a total of $1.8 billion*
promoting their products to the con-
sumer. 5.) The industry spent over $75
million* in 2001 lobbying Congress.
These are staggering numbers.

We agree with the original idea ¢
the recent radio commercials: There
terrorist actions, as the “Seniors Coali-
tion” suggests... it's the drug compa-
nies and their front groups spreading
lies and distorting the truth. If you don’t
want to aid terrorists, simply tum off
the radio or change the channel next
time you hear: “Here’s a message from
the Senior’s Coalition...”

- GMHCC Editorial Board -

*(IMS Health Industry Report 2002)

You can help fix the Health Care system in Minnesota (as well as America) by joining the
Greater Minnesota Health Care Coalition effort. Here’s how you can help:

AL VAR

[1] Attend “action” meetings in your area

[1] Become a member of the GMHCC ($12.00 per year)
[] Make a tax-deductible donation to the GMHCC
[]

I will
Name:
Address:
City, State and ZIP:
Phone: E-Mail:

|

|

|

I

i

l

clip and mail to: ‘
GMHCC
47 Park St. N.

Mora, MN 55051

We REALLY
need your help!

L———_————{
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218-722-5625 THE PROTECTION & ADVOCACY 218-233-8585
Fax: 218-722-7885 SYSTEM FOR MINNESOTA Fax 218-233-8586
Grand Rapids .
204 First Avenue NW, #4 430 FIRST AVENUE NORTH, SUITE 300 ;’Vghgar 1865

srand Rapids, MN 55744 MINNEAPOLIS, MN 55401-1780 Wit ;XMN S6201-1866
218-326-7044 Phone: 612-332-1441 320-23 5’-9600
Fax: 218-326-5376 Intake: 612-334-5970 Fax 320-235-1030

TDD: 612-332-4668
Toll Free 1-800-292-4150
Facsimile: 612-334-5755

www.mndlc.org
TO: Members of the Senate Health and Human Services Budget Division
FROM: Anne L. Henq@

RE: Governor’s Proposed 2006-2007 Budget for Human Services
DATE: February 15, 2005

Our office represents persons with significant disabilities and their families across Minnesota. We
have some serious concerns about the Governor’s proposed budget, both because of some of the
proposals and because a number of other issues are not dealt with in the budget proposal.

GOVERNOR’S BUDGET

1. Home and Community-Based Services Caseload Growth Limits, page 41.

The Governor proposes to continue to limit access to home and community-based
services which are an alternative to nursing facility, neurobehavioral hospital and
ICF/MR institutional care.

The three waiver programs, CADI (an alternative to nursing facility care), TBI (an
alternative to either nursing facility or neurobehavioral hospital levels of care) and
the MR/RC (alternative to ICF/MR) level of care have been tightly controlled during
the current biennium, resulting in waiting lists and disrupted lives for thousands of
Minnesotans affected by significant disability.

When examining the proposed caseload growth limits in the Governor’s budget, it is
important to remember that the savings reflect only the state portion of funding for
services cut for the coming biennium. The home and community-based waiver
services are funded under the Medicaid program, which means the federal
government matches dollar for dollar state funding. Over 4,500 persons with
disabilities qualifying for an institutional level of care will not have access to waiver
services under the Governor’s proposal and over $103 million in services will be lost.
Persons with disabilities use waiver services in order to improve their functioning
and increase their independence in the community. We urge that you fund the home
and community-based waiver programs at the level of need in the November 2004
forecast and not adopt the Governor’s proposed cuts.

Minnesota Disability Law Center is a project of the Legal Aid Society of Minneapolis - A United Way Agency
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Elimination of MinnesotaCare for Adults Without Children, page 29.

The Governor’s proposal to eliminate MinnesotaCare for adults without children and
leave as a safety net the General Assistance Medical Care (GAMC) program with an
income limit of $582 per month will cause significant hardship for many
Minnesotans with chronic illnesses and disabilities. A number of individuals with
chronic and disabling conditions use MinnesotaCare to obtain treatment in order to
remain as functional as possible to continue employment. Without access to needed
health care, many individuals will be forced to spend income needed for housing on
health care in order to qualify for GAMC. Rent or mortgage payments will not be
made and lives will spiral downward to total dependence. This proposal
impoverishes yet another group of Minnesotans with chronic illnesses and disabling
conditions because of their health care needs. We urge that MinnesotaCare for adults
without children not be eliminated.

Improvements in Mental Health Coverage, page 45.

We support the Governor’s recommended improvements in mental health coverage.
Treatment Foster Care and Assertive Community Treatment Services are positive
additions for children and adolescents. Use of consultation and interactive video to
improve access to psychiatric care are welcome additions to the MA, GAMC and
MNCARE programs.

Add Staff for DHS Licensing and Backsround Studies, page 8.

We support a strong licensing and background study effort at DHS. Vulnerable
adults and children must have oversight to reduce exploitation, abuse and neglect.
We support the Governor’s proposal for increased staff for this purpose.

Issues Not Addressed in the Governor’s Budget

1.

$500 Cap on Dental Care for Adults on Medical Assistance and General
Assistance Medical Care.

The $500 cap on dental care applied to adults with disabilities is a very serious
barrier to appropriate dental services and has worsened Minnesota’s significant
dental access problems. More and more individuals with disabilities are appearing in
Urgent Care and Emergency Rooms with dental pain because they cannot be seen by
dentists given the $500 limit. Persons with disabilities have significant needs for
regular dental care due to their health conditions, including side effects from
numerous medications, such as anti-seizure and anti-psychotic drugs. Infection and
loss of function will only increase health care costs and reduce the ability of persons
with disabilities to function. We urge that you remove the $500 service cap for
dental care for adults using Medical Assistance and General Assistance Medical
Care.
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2. Co-Payments.

The co-payments for adults with disabilities using Medical Assistance General Care
(GAMC) have had several negative impacts, including reducing assess to needed
health care and medicine. We urge that the co-payments for Medical Assistance and
General Assistance Medical Care adopted in 2003 be removed.

3. Medicare Part D Drug Benefits for Dual Eligible.

We are very concerned about the impact of Medicare Part D on persons who also are
eligible for Minnesota’s Medical Assistance program. We believe it is very likely
our state will need to provide more than information and enrollment assistance to
MA recipients who must turn to Medicare Part D for their prescriptions. One
significant preblem will be the loss of the $20 out-of-pocket co-payment limit for
prescriptions for the dual eligibles not living in facilities. The out-of-pocket costs
are going to be a serious hardship to those with very complex medical conditions
requiring a lot of medications.

4. Restore MFTP-SSI Cut.

We support restoring $125 per month for MFIP families with a member with
disabilities receiving SSI.

5. Reduce Steep Parent Fees

The steep increase in parent fees enacted in 2003 is creating a hardship for many
families. We urge that parent fees be reduced.

6. Service Provider Rate Increase Needed.

We support a rate increase for service providers to retain and attract staff needed to
provide services for children and adults with disabilities.

7. Restore Social Services Funding for Counties.

The 2003 cuts to County social services funding has hurt persons with disabilities.
Access to children’s mental health services, employment programs and day training
and habilitation services for adults has been reduced. The cut in social services
funding combined with cost shifts to counties such as the 10 percent payment for
large ICF/MR’s have resulted in serious cuts to services for persons with disabilities
at the county level. The $50 million cut in projects of regional significance, page 18,
is funding which should be restored to counties for social services.

Thank you for your consideration of the needs of persons with disabilities when deliberating on the
health and human services budget.

ATLH:nb



LISA BERGREN SALINAS’S LETTER, Child with
Disabilities on Waiting List for Waiver Services

Members of the committee:

Unfortunately, I can not be here today to give you my testimony in person as [ have done
in the past. Iam at home with my son and have not left home in a month as my son is in
need of 24 hour nursing care. My son Erik is 11 years old and is physically impaired, he
has Cerebral Palsy (CP). He is at home because he had a spinal fusion for Scoliosis due
to his CP. Erik has had many complex medical needs since he was diagnosed as having
CP as a new born, resulting in several surgeries over his short life. (Over 50).

Erik’s funding is through the Consumer Support Grant (CSG). Two years ago Erik had
complications that resulted in gangrene in both feet, a severe 3 degree burn in his
functional arm and Meningitis. With the help of his CSG we were able to have the
nursing care we needed in our home by paying nurses that we knew would help us out.
We never had to ask for help from social workers, hospital staff, or doctors. We cared for
him at home during this whole time until recovery.

~So, what is so different this time? We knew last spring that the exception part of CSG
was eliminated and that we had a big surgery coming. We are also paying four times
more in our parental fees due to funding cuts. We knew that financially we were in
trouble. With the grant cut to such a small amount we knew that we would not be able to
take care of our son at home. This lack of funding resulted in a longer hospital stay with
this surgery as we could not care for him at home. We did do everything we could to
change this from happening to our son. We asked to have his funding changed to a CAC
or CADI waiver in March. (He has always met these requirements but we could do a
better job with the flexibility of CSG even so he had less funding).

His status to date is he is on the waiting list for a waiver. He has not had the support he
needs. His primary care giver, mom (me), has not slept in weeks and his recovery is
taking longer as we are too exhausted to do everything he needs. He needs to be moved
in a different position every two hours at night when he is sleeping as he is still unable to
move on his own. He is still using home school and has not been able to rejoin his
classroom in our neighborhood school.

Please restore our funding to prior levels or open up the waiting list. I know people in
our state are compassionate and caring. Please listen to their voices, listen to the voices
of the disabled children of Minnesota.

Thank you.

Lisa Jo Bergren Salinas

4255 Dunrovin lane

Eagan, MN 55123

February 15, 2005
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Even universal coverage could leave many Americans
vulnerable to bankruptcy unless such coverage was
more comprehensive than many current policies.

4 David U. Himmelstein, Elizabeth Warren, Deborah Thorne, and
Steffie Wooihandler

ABSTRACT:

bankruptcy, we surveyed 1,771 personal bankruptcy filers in five federal courts and subsequently completed
in-depth interviews with 931 of them. About half cited medical causes, which indicates that|1.9-2.2 million
Americans (filers plus dependents) experienced medical bankruptcy. Among those whose illnesses led to
bankruptcy, out-of-pocket costs averaged $11,854 since the start of iliness; 75.7 percent had insurance at
the onset of iliness. Medical debtors were 42 percent more likely than other debtors to experience lapses in
coverage. Even middle-class insured families often fall prey to financial catastrophe when sick.

in 2001, 1.458 million American families filed for bankruptcy. To investigate medical contri%utors to

If the debtor be insolvent to serve creditors, let his body be cut in pieces on the third market day. It may
be cut into more or fewer pieces with impunity. Or, if his creditors consent {o i, let him be sold to
foreigners beyond the Tiber.

—Twelve Tables, Table lli, 6 (ca. 450 B.C.)

Our bankruptcy system works differently from that of ancient Rome; creditors carve up the debtor’s assets, not the
debtor. Even so, bankruptcy leaves painful problems in its wake. It remains on credit reports for a decade, making
everything from car insurance to house payments more expensive.! Debtors’ names are often published in the
swspaper, and the fact of their bankruptcy may show up whenever someone tries to find them via the Internet.
rotential employers who run routine credit checks (a common screening practice) will discover the bankruptcy,
which can lead to embarrassment or, worse, the lost chance for a much-needed job.2

Personal bankruptcy is common. Nearly 1.5 million couples or individuals filed bankruptcy petitions in 2001, a 360
percent increase since 1980.2 Fragmentary data from the legal literature suggest that iliness and medical bills
contribute to bankruptcy. Most previous studies of medical bankruptcy, however, have relied on court records—
where medical debts may be subsumed under credit card or mortgage debt—or on responses to a single survey
question.2 None has collected detailed information on medical expenses, diagnoses, access to care, work loss, or
insurance coverage. Research has been impeded both by the absence of a national repository for bankruptey filings
and by debtors’ reticence to discuss their bankruptey; in population-based surveys, only half of thpse who have
undergone bankruptcy admit to it.2

hfm://ccmtent.healthaffairs.org/cgi/content/full/hlthaff.wS .63/DC1 2/3/2005
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The health policy literature is virtually silent on bankruptcy, although a few studies have .Ioo'ke_d at irhpoven“st?ment
attributable to illness. In his 1972 book, Sen. Edward Kennedy (D-MA) gave an impressionistic accc?gnt of “sickness
and bankruptcy.”€ The likelihood of incurring high out-of-pocket costs was incorporated into older e§tlmates of the
number of underinsured Americans: twenty-nine million in 1987.Z About 16 percent of families now spend more than
~—~e-twentieth of their income on'health care.2 Among terminally ill patients (most of them insured), 39 percent

_ported that health care costs caused moderate or severe financial problems.2 Medical debt is common among the
poor, even those with insurance, and interferes with access to care.}l At least 8 percent, and perhgps as many as 21
percent, of American families are contacted by collection agencies about medical bills annually. 1! -

Our study provides the first extensive data on the medical concomitants of bankruptcy, based on a survey of dgbtors
in bankruptcy courts. We address the following questions: (1) Who files for bankruptcy? (2) How frgquently do iliness
and medical bills contribute to bankruptcy? (3) When medical bills contribute, how large are they and for w_lhat
services? (4) Does inadequate health insurance play a role in bankruptcy? (5) Does bankruptcy compromise access
to care? .

A Brief Primer On Bankruptcy

“Bankrupt” is not synonymous with “broke.” “Bankrupt” means filing a petition in a federal court asking for protection
from creditors via the bankruptcy laws. A single petition may cover an individual or married couple. The instant a
debtor files for bankruptcy, the court assumes legal control of the debtor’s assets and halts all collection efforts.

Shortly after the filing, a court-appointed trustee convenes a meeting to inventory the debtor’s assets and debts and
to determine which assets are exempt from seizure. States may regulate these exemptions, which.often include work
tools, clothes, Bibles, and some equity in a home. :

About 70 percent of all consumer debtors file under Chapter 7 of the Bankruptcy Code; most others file under
Chapter 13. In Chapter 7 the trustee liquidates all nonexempt assets—although 96 percent of debtors have so little

nencumbered property that there is nothing left to liquidate. At the conclusion of the bankruptcy, the debtor is freed
.~om many debts. in Chapter 13 the debtor proposes a repayment plan, which extends for up to five years. Chapter
13 debtors may retain their property so long as they stay current with their repayments.

Under both chapters, taxes, student loans, alimony, and child support remain payable in full, and debtors must make
payments on all secured loans (such as home mortgages and car loans) or forfeit the collateral.

Study Data And Methods

This study is based on a cohort of 1,771 bankruptcy filings in 2001. For each filing, a debtor compl:eted a written
questionnaire at the mandatory meeting with the trustee, and we abstracted financial data from public court records.
In addition, we conducted follow-up telephone interviews with about half (931) of these debtors.

Sampling strategy. We used cluster sampling to assemble a cohort of households filing for personal bankruptcy in
five (of the seventy-seven total) federal judicial districts.12 We collected 250 questionnaires in each district,
representative of the proportion of Chapters 7 and 13 filings in that district. These 1,250 cases constitute our “core
sample.” For planned studies on housing, we collected identical data from an additional 521 homeowners filing for
bankruptcy. We based our analyses on all 1,771 bankruptcies with responses weighted to maintain the
representativeness of the sample. A3 f

Data collection. With thé cooperation of the judges in each district, we contacted the trustees who officiate at
meetings with debtors. The trustees agreed to distribute, or to allow a research assistant to distribute, a self-
_administered questionnaire to debtors appearing at the bankruptcy meeting. Questionnaires (which were available in
‘nglish and Spanish) included a cover letter explaining the research project and human subjects protections and
encouraging debtors to consult their attorneys (who were almost always present) before participating.

The questionnaire asked about demographics, employment, housing, and specific reasons for filing for bankruptey; it
also asked whether the debtor had medical debts exceeding $1,000, had lost two or more weeks of work-related
income because of iliness, or had health insurance coverage for themselves and all dependents at the time of filing,
and whether there had been a gap of one month or more in that coverage during the past two years. In joint filings,
we collected demographic infarmation for each spouse.

During the spring and summer of 2001 we collected questionnaires from consecutive debtors in each district until the
target number was reached. 14

http://content.healthaffairs.org/cgi/content/full/hlthaff.w5.63/DC1 2/3/2005
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Follow-up telephone interviews. The written questionnaire distributed at the .time of bankruptey filing myﬂed
debitors to participate in future telephone interviews, for which they would receive $50; 70 percent ag‘r.eed to such
interviews. We ultimately completed follow-up telephone interviews with 931 of the 1,771 debtqr famllfes, aresponse
rate of 53 percent.12 The telephone interviews, conducted between June 2001 and February 2002 using a )
structured, computer-assisted protocol, explored financial, housing, and medical issues. Many debtors also provided
a narrative description of their bankruptcy experience.

—etailed medical questions. Each of the 931 interviewees was asked if any of the following had been a significant
cause of their bankruptcy: an iliness or injury; the death of a family member; or the addition of a family memper
through birth, adoption, custody, or fostering. Those who answered yes to this screening questio.n were queried
about diagnoses, health insurance during the iliness, and medical care use and spending. Interviewers collected _
information about each household member with medical problems. In total, we collected in-depth medical information
on 391 people with health problems in 332 debtor households.

Data analysis. We used data from the self-administered questionnaires (and court records_) obtained from all 1,771
filers to analyze demographics, health coverage at the time of filing, and gaps in coverage in the two years before
filing. -

We also used the questionnaire to estimate how frequently iliness and medical bills contributed to bankruptcy. We
developed two summary measures of medical bankruptcy. Under the rubric “Major Medical Bankrupicy” we included
debtors who either (1) cited illness or injury as a specific reason for bankruptcy, or (2) reported uncovered medical
bills exceeding $1,000 in the past years, or (3) lost at least two weeks of work-related income because of
iliness/injury, or (4) mortgaged a home to pay medical bills. Our more inclusive category, “Any Medical Bankruptcy,”
included debtors who cited any of the above, or addiction, or uncontrolled gambling, or birth, or the death of a family
member.18

Data from the 931 follow-up telephone interviews were used to analyze hardships experienced by debtors in the

period surrounding their bankruptey, including problems gaining access to medical care. The in-depth medical

interviews regarding 391 people with medical problems are the basis for our analyses of which household members

—ere ill, diagnoses, health insurance at onset of iliness, and out-of-pocket spending. Two physicians (Himmelstein
.1d Woolhandler) coded the diagnoses given by debtors into categories for analysis.

: SAS and SUDAAN were used for statistical analyses, adjusting for complex sample design. To extrapolate our
findings nationally, we assumed that our core sample was representative of the 1,457,572 households filing for

bhankruptcy during 2001. Human subject committees at Harvard Law School and the Cambridge Hospital approved
the project.

Study Findings

Who files fqr bankruptcy? Exhibit 1 displays the demographic characteristics of our weighted sample of 1;771
bankruptcy filers. The average debtor was a forty-one-year-old woman with children and at least some college

education. Most debtors owned homes; their occupational prestige scores place them predominantly in the middle or
working classes.

Exhibit 1.

View larger version

[in this window

[in a new window]

Jn average, each bankruptcy involved 1.32 debtors (reflecting some joint filings by married couples) and 1.33
dependents. Extrapolating from our data, the 1.5 million personal bankruptcy filings nationally in 2001 involved 3.9
miliion people: 1.9 million debtors, 1.3 million children under age eighteen, and 0.7 million other dependents.

Medical causes of bankruptey. Exhibit 2 shows the proportion of debtors (N = 1,771) citing various medical
contributors to their bankruptcy and the estimated number of debtors and dependents nationally affected by each
cause. More than one-quarter cited illness or injury as a specific reason for bankruptcy; a similar number reported
uncovered medical bills exceeding $1,000. Some debtors cited more than one medical contributor. Nearly half (46.2
percent) (95 percent confidence interval = 43.5, 48.9) of debtors met at least one of our criteria for “major medical
bankruptcy.” Slightly more than half (54.5 percent) (95 percent Cl = 51.8, 57.2) met criteria for “any medical
bankruptcy.”

httD://cbnte‘nt.heélthaffairs.org/cgi/content/full/hlthaff.wS.63/DC1 2/3/2005
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A lapse in health insurance coverage during the two years before filing was a strong predictor of a medical cause of
bankruptcy (Exhibit 3). Nearly four-tenths (38.4 percent) of debtors who had a “major medical bankrugtqy” had .
experienced a lapse, compared with 27.1 percent of debtors with no medical cause (p < .0001). Surprisingly, medical
debtors were no less likely than other debtors to have coverage at the time of filing. (More detailed coverage and
cost data for the subsample we interviewed appears below.)

Exhibit 3.

View larger version
[in this window]

[in a new window]

Medical debtors resembled other debtors in most other respects (Exhibit 1). However, the “major medical

bankruptcy” group was 16 percent (p < .03) less likely than other debtors to cite trouble managing money as a cause
of their bankruptcy (data not shown). '

Privations in the period surrounding bankruptcy. In our follow-up telephone interviews with 931 debtors, they
reported substantial privations. During the two years before filing, 40.3 percent had lost telephone service; 19.4

rcent had gone without food; 53.6 percent had gone without needed doctor or dentist visits because of the cost;
and 43.0 percent had failed to fill a prescription, also because of the cost. Medical debtors experienced more
problems in access to care than other debtors did; three-fifths went without a needed doctor or dentist visit, and
nearly half failed to fill a prescription (Exhibit 4).

Exhibit 4.

View larger version
[in this window]

[in a new window]

Medical debt was also associated with mortgage problems. Among the total sample of 1,771 debtors, those with
more than $1,000 in medical bills were more likely than others to have taken out a mortgage to pay medical bills (5.0
percent versus 0.8 percent). Fifteen percent of all homeowners who had taken out a second or third mortgage cited
medical expenses as a reason. Follow-up phone interviews revealed that among homeowners with high-cost

mortgages (interest rates greater than 12 percent, or points plus fees of at least 8 percent), 13.8 percent cited a
medical reason for taking out the loan.

Following their bankruptcy filings, about one-third of debtors continued to have problems paying their bills. Medical
Ir interviews occurred soon after the bankruptcy filings (seven months, on average), many debtors had already
peen turned down for jobs (3.1 percent), mortgages (5.8 percent), apartment rentals (4.2 percent), or car loans (9.3

percent) because of the bankruptcy on their credit reports.

Medical diagnoses, spending, and type of coverage. Our interviews yielded detailed data on diagnoses, health
insurance coverage, and medical bills for 391 debtors or family members whose medical problems contributed to
bankruptey. In three-quarters of cases, the person experiencing the illness/ injury was the debtor or spouse of the
debtor; in 13.3 percent, a child; and in 8.2 percent, an elderly relative.

liness begot financial problems both directly (because of medical costs) and through lost income. Three_-ﬁfths (59.9
percent) of families bankrupted by medical problems indicated that medical bills (from medical care provuders)
contributed to bankruptcy; 47.6 percent cited drug costs; 35.3 percent had curtailed employment because of iliness,

http://content.healthaffairs.org/cgi/content/full/hlthaff. w5.63/DC1 2/3/2005
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often (52.8 percent) to care for someone else. Many families had problems with both medical bills and income loss.

Families bankrupted by medical problems cited varied, and sometimes multiple, diagnoses. Cardioyascular disorders
were reported by 26.6 percent; trauma/orthopedic/back problems by nearly one-third; and cancer, diabetes,
pulmonary, or mental disorders and childbirth-related and congenital disorders by about 10 percent each. Half (51.7
“percent) of the medical problems involved ongoing chronic ilinesses.

uur in-depth interviews with medical debtors confirmed that gaps in coverage were a common problem. Three-
fourths (75.7 percent) of these debtors were insured at the onset of the bankn,_lptmg jliness. Three-flﬁhs (60.1
percent) initially had private coverage, but one-third of them lost coverage during the course of their iliness. Of
debtors, 5.7 percent had Medicare, 8.4 percent Medicaid, and 1.6 percent veter_ans/mlhtary coverage. Thqse
covered under government programs were less likely than others to have experienced coverage interruptions.

Few medical debtors had elected to go without coverage. Only 2.9 percent of those who were uninsuyed or suffered
a gap in coverage said that they had not thought they needed insurance; 55.9 percent said that premiums were
unaffordable; 7.1 percent were unable to obtain coverage because of preexisting medical conditions; and most
others cited employment issues, such as job loss or ineligibility for employer-sponsored coverage.

Debtors’ out-of-pocket medical costs were often below levels that are commonly labeled catastrophic. In the year
prior to bankruptcy, out-of-pocket costs (excluding insurance premiums) averaged $3,686 (95 percent Cl = $2,693,
$4,679) (Exhibit 5). Presumably, such costs were often ruinous because of concomitant income loss or because the
need for costly care persisted over several years. Out-of-pocket costs since the onset of illness/injury averaged
$11,854 (95 percent Cl = $8,532, $15,175). Those with continuous insurance coverage paid $734 annually in
premiums on average, over and above the expenditures detailed above. Debtors with private insurance at the onset
of their ilinesses had even higher out-of-pocket costs than those with no insurance (Exhibit 5). This paradox is
explained by the very high costs—$18,005—incurred by patients who initially had private insurance but lost it.
Among families with medical expenses, hospital bills were the biggest medical expense for 42.5 percent, prescription
medications for 21.0 percent, and doctors’ bills for 20.0 percent. Virtually all of those with Medicare coverage, and -
most patients with psychiatric disorders, said that prescription drugs were their biggest expense.

Exhibit 5.

View larger version
[in this window]
[in a new window]

The human face of bankruptcy. Debtors’ narratives painted a picture of families arriving at the bankruptcy
courthouse emotionally and financially exhausted, hoping to stop the collection calls, save their homes, and stabilize
their economic circumstances. Many of the debtors detailed ongoing problems with access to care. Some expressed
fear that their medical care providers would refuse to continue their care, and a few recounted actual experiences of
this kind. Several had used credit cards to charge medical bills they had no hope of paying.

The co-occurrence of medical and job problems was a common theme. For instance, one debtor underwent lung
surgery and suffered a heart attack. Both hospitalizations were covered by his employer-based insurance, but he
was unable to return to his physically demanding job. He found new employment but was denied coverage because
of his preexisting conditions, which required costly ongoing care. Similarly, a teacher who suffered a heart attack
was unable to return to work for many months, and hence her coverage lapsed. A hospital wrote off her $20,000
debt, but she was nonetheless bankrupted by doctors’ bills and the cost of medications. ‘

~ second common theme was sounded by parents of premature infants or chronically ill children; many took time off
.rom work or incurred large bills for home care while they were at their jobs.

Finally, many of the insured debtors blamed high copayments and deductibles for their financial ruin. For example, a
man insured through his employer (a large national firm) suffered a broken leg and tomn knee ligaments. He incurred
$13,000 in out-of-pocket costs for copayments, deductibles, and uncovered services—much of it for physical
therapy.

Discussion

Bankruptcy is common in the United States, involving nearly four million debtors and dependents in 2001; medical
problems contribute to about half of all bankruptcies. Medical debtors, like other bankruptcy filers, were primarily
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middle class (by education and occupation). The chronically poor are less likely to build up debt, have fewer assets
(such as a home) to protect, and have less access to the legal resources needed to navigaie a comptex fmanc!al
rehabilitation. The medical debtors we surveyed were demographically typical Americans who got sick. They differed
from others filing for bankruptcy in one important respect: They were more likely to have experienceq alapse in
health coverage. Many had coverage at the onset of their illness but lost it. In other cases, even continuous
~overage left families with ruinous medical bills.

Study strengths and limitations. Our study’s strengths are the use of multiple overlapping data sources; a large
sample size; geographic diversity; and in-depth data collection. Although our sample may not be fully representative
of all personal bankruptcies, the Chapter 7 filers we studied resemble Chapter 7 filers nationally (the only group for
whom demographic data has been compiled nationally from court records).\Z Several indicators suggest that
response bias did not greatly distort our findings.1#

As in all surveys, we relied on respondents’ truthfulness. Might some debtors blame their predicament on socially
acceptable medical problems rather than admitting to irresponsible spending? Several factors suggest that our
respondents were candid. First, just prior to answering our questionnaire, debtors had filed extensive financial
information with the court under penalty of perjury—information that was available to us in the court records and that
virtually never contradicted the questionnaire data. They were about to be sworn in by a trustee (who often
administered our questionnaire) and examined under oath. At few other points in life are full disclosure and honesty
so aggressively emphasized.

Second, the details called for-in our telephone interview—questions about out-of-pocket medical expenses, who was
ill, diagnoses, and so forth—would make a generic claim that “we had medical problems” difficult to sustain. Third,
one of us (Thorne) interviewed (for other studies) many debtors in their homes. Almost all specifically denied
spendthrift habits, and observation of their homes supported these claims. Most reflected the lifestyle of people
under economic constraint, with modest furnishings and few luxuries. Finally, our findings receive indirect
corroboration from recent surveys of the general public that have found high levels of medical debt, which often
result in calls from collection agencies.12 :

ven when data are reliable, making causal inferences from a cross-sectional study such as ours is perilous. Many
debtors described a complex web of problems involving iliness, work, and family. Dissecting medical from other
causes of bankruptcy is difficult. We cannot presume that eliminating the medical antecedents of bankruptcy would
have prevented all of the filings we classified as “medical bankruptcies.” Conversely, many people financially ruined
by iliness are undoubtedly too ill, too destitute, or too demoralized to pursue formal bankruptey. In sum, bankruptcy
is an imperfect proxy for financial ruin.

Trends in medical bankruptey. Although methodological inconsistencies between studies preclude precise
quantification of time trends, medical bankruptcies are clearly increasing. In 1981 the best evidence available
suggests that about 25,000 families filed for bankruptcy in the aftermath of a serious medical problem (8 percent of
the 312,000 bankruptcy filings that year).22 Qur findings suggest that the number of medical bankruptcies had
increased twenty-threefold by 2001. Since the number of bankruptcy filings rose 11 percent in the eighteen months
after the completion of our data coilection, the absolute number of medical bankruptcies almost surely continues to
increase.2!

Policy implications. Our data highlight four deficiencies in the financial safety net for American families confronting
iliness. First, even brief lapses in insurance coverage may be ruinous and should not be viewed as benign. While
forty-five million Americans are uninsured at any point in time, many more experience spells without coverage. We
found little evidence that such gaps were voluntary. Only a handful of medical debtors with a gap in coverage had
chosen to forgo insurance because they had not perceived a need for it; the overwhelming majority had found
coverage unaffordable or effectively unavailable. The privations suffered by many debtors—going without food,
telephone service, electricity, and health care—Ilend credence to claims that coverage was unaffordable and belie
~the common perception that bankruptcy is an “easy way out.”

Second, many health insurance policies prove to be too skimpy in the face of serious illness. We doubt that such
underinsurance reflects families’ preference for risk; few Americans have more than one or two health insurance
options. Many insured families are bankrupted by medical expenses well below the “catastrophic” thresholds of high-
deductible plans that are increasingly popular with employers. Indeed, even the most comprehensive plan available
to us through Harvard University leaves faculty at risk for out-of-pocket expenses as large as those reported by our
medical debtors.

Third, even good employment-based coverage sometimes fails to protect families, because illness may lead to job

loss and the consequent loss of coverage. Lost jobs, of course, also leave families without health coverage when
they are at their financially most vuinerable.
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Finally, illness often leads to financial catastrophe through loss of income, as well as high medical bills. Hence,
disability insurance and paid sick leave are also critical to financial survival of a serious iliness.

Only broad reforms can address these problems. Even universal coverage could leave many_Amencgns vulnerablg
to bankruptcy unless such coverage was much more comprehensive than many current policies. As in Ca_nada anh
~ost of western Europe, health insurance should be divorced from employment to 9\{01d coverage disruptions at the
1e of illness. Insurance policies should incorporate comprehensive stop-loss provisions, closing coverage
loopholes that expose insured families to unaffordable out-of-pocket costs. Additionally, improved programs are
needed to replace breadwinners’ incomes when they are disabled or must care for a loved one. The low rate of
medical bankruptcy in Canada suggests that better medical and social insurance could greatly ameliorate this

problem in the United States.?2

In 1591 Pope Gregory XIV fell gravely ill. His doctors prescribed pulverized gold and gems. According to Ieg-e.nd,ztshe
resulting depletion of the papal treasury is reflected in his unadorned plaster sarcophagus in >St. P_eter’s Basilica.==
Four centuries later, solidly middle-class Americans still face impoverishment following a serious illness.

This paper was supported by Grant no. 042425 from the Robert Wood Johnson Foundation. The Ford Foundation,
Harvard Law School, and New York University Law School provided funding for other portions of this project. Teresa
Sullivan, Jay Lawrence Westbrook, Robert Lawless, Bruce Markell, Michael Schill, Susan Wachter, Katherine Porter,
and John Pottow played key roles in the overall project. Joel Cantor reviewed the medical questionnaire.
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http://content.healthaffairs.org/cgi/content/full/hithaff.w5.63/DC1 2/3/2005




02/03/05 15:16 FAX 6512969663 ATTY GENERAL/A00 lg]009

) MavrketW'étch: Illness And Injury As Contributors To Bankruptcy -- Himmelstein et al., 10.1377/... Page 8 of 8

marital status. See E. Flynn et al., “Bankruptcy by the Numbers,” ABI Journal 20, no. 10 (2002): 28—29; 21, no. 3
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18. We achieved high response rates to our initial questionnaire, and rates of medical banlgruptc_y varied little
between districts despite some variation in response rates. It seems plausible that more-stigmatized causes of
bankruptcy (such as addiction, mental iliness, or profligate spending) may be underreported. .

19. Twelve percent of households reported unpaid medical debts in 1997, with 691,000 households reporting
~itstanding medical debts greater than $5,000. SMR Research Corporation, The New Bankruptcy Epidemic
wlackettstown, N.J.: SMR, 2001), 127. A high incidence of collection agency calls was reported in NPR/Kaiser et al.,
“National Survey on Health Care”; May et al., Tough Trade-Offs, and Collins et al., The Affordability Crisis.

20. For the total number of bankruptcies, see U.S. Bureau of the Census, Statistical Abstract of the United States:
1986 (Washington: GPO, 1985). The estimate that 8 percent of these were medical is from T.A. Sullivan, E. Warren,
and J.L. Westbrook, The Fragile Middle Class: Americans in Debt (New Haven, Conn.: Yale University Press, 2000).
21. Administrative Office of the U.S. Courts, “Bankruptcy Cases Continue to Break Federal Court Case Records:
Total Bankruptcy Filings and Non-Business Filings Hit Highs,” Press Release, 18 August 2003,
www.uscouris.gov/Press Releases/603b.pdf(13 December 2004). ’

22. Between 7.1 percent and 14.3 percent of Canadian bankruptcies are attributable to “health/misfortune.” See J.S.
Ziegel, “A Canadian Perspective,” Texas Law Review 79, no. 5 (2001): 241-256.

23.Rome/Vatican City (Clermont-Ferrand, France: Michelin Travel Publications, 2001).

David Himmelstein (dhimmelstein @challiance.org) is an associate professor of medicine at Harvard medical School
and a primary care physician at Cambridge Hospital in Cambridge, Massachusetts. Elizabeth Warren is the Leo
Gottlieb Professor of Law at Harvard Law School in Boston. She was chief adviser to the National Bankruptcy
Review Commission. Deborah Thorne is an assistant professor in the Department of Sociology and Anthropology at
Ohio University in Athens. Steffie Woolhandler is an associate professor of medicine at Harvard where she codirects

the General Medicine Faculty Development Fellowship Program. She practices primary care internal medicine at
- Cambridge Hospital.

DOI: 10.1377/hithaff.w5.63
~©2005 Project HOPE-The People-to-People Health Foundation, Inc.

Home | Current Issue |Archive§; Topic Collections | Search/Browse | Subscribe | Contact Us |Help
© 2001-2005 Project HOPE - The People-to-People Health Foundation, Inc.
Terms and Policies

hitp://content.healthaffairs.org/cgi/content/full/hlthaff.w5.63/DC1 2/3/2005




02/03/05 15:16 FAX 6512969663 ATTY GENERAL/A00

EXHIBIT 1

Demographic Characteristics 0f Primary Debtors In Bankruptey Filings, 2001

All Major medical
bankruptcies bankruptcies’

Median age (years) 41 42

Percent malg® : 45.1% 44.2%

Percent of households filing under Chapter 7 62.2% 52.3%

Average number of debtors and dependents per bankruptcy 2.65 2.75

Percent with at least some college education 53.5% 55.8%

Percent current homeowners or lest home in past 5 years B55.3% 56.5%

Percent with occupational prestige scores above 20 21.2% 20.0%

Median income in year prior to bankruptey filing $25,000 $24,500

SOURCE: ALrhars” analysis of data from the Consumer Bankruptey Project.

NOTE: P » .05 for all comparisons between debtors with a major medical cause and other debtors,

“Bankruptcies meeting at least one of the following criteria: Iliness or injuty listed as specific reason, uncovered medical ills
exceeding $1,000, |ost ot least tvo weeks of work-related income because of iliness/ injurs, or mongaged home to pay medical

bills.
*Data are for primary and secondary debtors combined.
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EXHIBIT 2
Medical Causeas Of Bankruptey, 2001

Mumber of debtors and
Percent of tependents in affected
bankruptcies U.S. families annually®

Specific reason Tor bankruptoy cited by debtor

Iiness or injury 28.3 1,038,880

Birth/addition of new family member T 421,256

Death In family 7.6 281,309

Alcohnl or drug addiction 2.5 109,180

Uncontrolled gambling 1.2 39,566
Debtor or spouse lost at least 2 weeks of worlerelated

income because of illness/injury 21.3 825,113
Uncovered medical bills exceeding $1,000 in 2 years ’

before filing . 21.0 1,150,302
Mortgaged home to pay medical bills : 2.0° 64,000

Major medical cause (lliness or injury listed as specific

reason. or uncovered medical bills exceeding $1.000,

or lost at least 2 weeks of work-related income because

of illness/injury, or mortgaged home to pay medical bills) 46.2 1.850,088
Any medical cause (any of the above) 54.5 2,227,000

SOURCE: Authars® analysis of data from the Consumer Bankruptey Project.
*Exwrapolation based on number of bankruptey filings during 2001 and housshold size of debtors citing each cauee.
*Percentage based on homeowners rather than all debtors,
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EXHIBIT 3 ‘
Health Insurance Status Of Pebtors With And Without Medical Causes Of Bankruptcy,
2001

Percent of debtors Percent of debtors Percent of debtors
citing any medical citing major medical citing no medical
cause of hankruptey® cause of bankruptey” cause of bankruptey

Debter or a dependent

uninsured at time of

bankruptey filing 32.0% 32.6° 345
Debtor or a dependent had a :

iapse in coverage during

past 2 years Erars it 38. 4% %#% 27.1

SOURCE: Authors' analysis of data fram the Congumer Bankruptey Project

*Bankruptcy meeting one or mone of the following criteria: lliness, injuty, addition to family, death, alcoholism, drug acddiction,
of uncontrolled gambling as reason for bankruptey; or debtor/spouse lost at least 2 weeks of worlerelated income because of
illness/injury; o uneovered medical bills exceeding $1.000; or mortgaged home to pay medical bills.

"Bankruptey meeting one or more of the following criteria: [iness or injury o specific reason for bankruptey; or uncovered
medical bills exceeding $1,000; ar debtor/spouse lost &t lsast 2 wesks of work-related income because of liness/injury; or
mortgaged home to pay medical bills.

¢ p nia significant for comparison to debtors citing no medical cause of bankruptcy.

FHI¥p < 001 for comparison to debtors citing no medical cause of bankruptcy.
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EXHIBIT 4 ) . ' "
Privations Experienced By Households In The Period Surrounding Bankruptcy, 2001
- Privation in households reporting ‘

Jroblems due 1o finances in the 24 Any medical cause Major medical cause Mo medical cause
months before filing for bankruptcy of bankruptey® of bankruptey® of bankruptey
Wentwithout food 21.1%° 2LB%° 17.0%
Water or electricity shut off 30.2° 29.82 264
Lost phone service 43.4°¢ 43'6,~ , 350
toved because of financial difficulties 17.0° 17.8* 14.3
Lost insurance thome, car, life, or health) 47 4xk¥ A8 FH¥* 34.6
Wentwithout a needed doctor/dentist visit 5Q, ¥ B0, 7 #¥k* 45.0
Failed to fill & presocription A5, T** 40, 5% F¥ 376
Changed care arrangements for an elderly

refative BF+* §.7+¥* . 2.7

Privation in households reporting
continuing fina ncial» problems 3~12
months after flling for bankruptey -

Any problam paying bills 32.7° 31.1° 2

7.5
Problem psying mortgape/rent 13.8%* 12.9° .1
Prolllem paying utilities 15.7+* 14.9° 9.6

SOURCE: Authors® analysis of data from the Consumer Bankruptcy Prciecp

*Banluruptey meeting ane or more of the following criteria: lliness, injury, addition to family, death, alcoholism, drug addiction,
F uhcontrolled gambling as reason for bankruptey; or debtor/spouse lost at least two waeks of work-related income beocause
of liness/Injury; or uncovered medical bills exceeding $1,000; or mortgaged home to pay medicsal bills, P valueg are for
comparisons to bankrupt households titing no medical cause of bankruptcy.

*Banlruptcy meeting one or mare of the fol towing criteria: lliness or injury as specific reason for bankruptey; or urcovered
medical bills exceeding $1.000; or debtor/spouse lost at lsast tvo weeks of work-lelated income because of iliness/injury: or-
mortgaged home to pay medical bills. Pvalues are for comparisons to bankrupt househelds citing no major medical cause of
bankruptcy. : .

“Not sighificant {p > .05}

Ip< .10 **p < .05 #Ep < 01 #H*Fp < 001
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EXHIBIT 5 N )
out-0f-Pocket Medical Spending Since lliness Onset Of Debtors Citing Medical

Reasons For Bankruptcey, By Insurance Coverage And Diagnosis, 2001

Group Mean out-of-pocket expenditure ($)
All debtors citing medical reasons 11.854
Insurance at onset of illness
Private 13,460
Medicare 8,118
Medicaid 8,195
Uninsured 10,8583
Covered at onset of iliness but gap since then
Yes ' 14,339
No 5,898
Highestcost diagnoses
Cancer 35.878
Neurologic diseases 16.580
Mental disorders 15,478
Death (any cause) ' ' 17.283

SDURCE: Authors™ analysis of data from the Consumer Bankru ptcy Project.
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Sick and Broke
By Elizabeth Warren
The Washington Post

Wednesday 09 February 2005

Nobody's safe. That's the warning from the first large-scale study of medical
bankruptcy.

Health insurance? That didn't protect 1 million Americans who were financially
ruined by illness or medical bills last year.

A comfortable middle-class lifestyle? Good education? Decent job? No
safeguards there. Most of the medically bankrupt were middle-class homeowners
who had been to college and had responsible jobs -- until illness struck.

As part of a research study at Harvard University, our researchers interviewed
1,771 Americans in bankruptcy courts across the country. To our surprise, half said
that iliness or medical bills drove them to bankruptcy. So each year, 2 million
Americans - those who file and their dependents -- face the double disaster of
illness and bankruptcy.

But the bigger surprise was that three-quarters of the medically bankrupt had
health insurance.

How did iliness bankrupt middie-class Americans with health insurance? For
some, high co-payments, deductibles, exclusions from coverage and other
loopholes left them holding the bag for thousands of dollars in out-of-pocket costs
when serious illness struck. But even families with Cadillac coverage were often
bankrupted by medical problems. '

- Too sick to work, they suddenly lost their jobs. With the jobs went most of their
income and their health insurance -- a quarter of all employers cancel coverage the
day you leave work because of a disabling iliness; another quarter do so in less
than a year. Many of the medically bankrupt qualified for some disability payments
(eventually), and had the right under the COBRA law to continue their health
coverage - if they paid for it themselves. But how many families can afford a
$1,000 monthly premium for coverage under COBRA, especially after the
breadwinner has lost his or her job?

Often, the medical bills arrived just as the insurance and the paycheck
disappeared.

Bankrupt families lost more than just assets. One out of five went without food. A
third had their utilities shut off, and nearly two-thirds skipped needed doctor or
dentist visits. These families struggled to stay out of bankruptcy. They arrived at the
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bankruptcy courthouse exhausted and emotionally spent, brought low by a health
care system that could offer physical cures but that left them financially devastated.

Many in Congress have a response to the problem of the growing number of
medical bankruptcies: make it harder for families to file bankruptcy regardless of
the reason for their financial troubles. Bankruptcy legislation -- widely known as the
credit industry wish list — has been introduced yet again to increase costs and
decrease protection for every family that turns to the bankruptcy system for help.
With the dramatic rise in medical bankruptcies now documented, this tired
approach would be no different than a congressional demand to close hospitals in
response to a flu epidemic. Making bankruptcy harder puts the fallout from a
broken health care system back on families, leaving them with no escape.

The problem is not in the bankruptcy laws. The problem is in the health care
finance system and in chronic debates about reforming it. The Harvard study
shows:

e  Health insurance isn't an on-off switch, giving full protection to everyone
who has it. There is real coverage and there is faux coverage. Policies that
can be canceled when you need them most are often useless. So is bare-
bones coverage like the Utah Medicaid program pioneered by new Health
and Human Services Secretary Mike Leavitt; it pays for primary care visits
but not specialists or hospital care. We need to talk about quality, durable
coverage, not just about how to get more names listed on nearly-useless
insurance policies.

e  The link between jobs and health insurance is strained beyond the
breaking point. A harsh fact of life in America is that iliness leads to job loss,
and that can mean a double kick when people lose their insurance.
Promising them high-priced coverage through COBRA is meaningless if they
can't afford to pay. Comprehensive health insurance is the only real solution,
not just for the poor but for middie-class Americans as well.

Without better coverage, millions more Americans will be hit by medical
bankruptcy over the next decade. It will not be limited to the poorly educated, the
barely employed or the uninsured. The people financially devastated by a serious
illness are at the heart of the middle class.

Every 30 seconds in the United States, someone files for bankruptcy in the
aftermath of a serious health problem. Time is running out. A broken health care
system is bankrupting families across this country.

(In accordance with Title 17 U.S.C. Section 107, this material is distributed without
profit to those who have expressed a prior interest in receiving the included
information for research and educational purposes. trut h o u t has no affiliation
whatsoever with the originator of this article noristruth o u t endorsed or .
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