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Abstract

approved:

As researchers, policymakers and employers begin focusing

on consumer driven health plan models and medical savings

accounts (MSAs), a better understanding of the political

viability of such reform initiatives is necessary. The

purpose of this study was to survey state legislators'

knowledge and perceptions of medical savings accounts

(NSAs) and the U.S. health care system in order to identify

potential future compromises to health care reform. In

February 2004, 201 state legislators from nine states

(Alaska, Arizona, Florida, Hawaii, Iowa, Maryland,

Massachusetts, Minnesota and Washington) participated in an

on-line survey. The findings from this study revealed

significant differences between Republican and Democratic

state legislators in their attitudes towards MSAs, level of
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satisfaction of the U.S. health care system, and overall

perceptions of the current and future health care systems.

Republican state legislators were 24 times more likely to

support MSAs than Democrats. Results also indicated the

following three areas had possible bipartisan support for

future initiatives: making individuals aware of the actual

costs of health care services, providing equitable access

to health care services for all individuals, and providing

equal tax treatment for those individuals without employer-

sponsored health insurance.
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STATE LEGISLATORS'KNOWLEDGE AND PERCEPTIONS OF MEDICAL
SAVINGS ACCOUNTS AND THE U.S. HEALTH CARE SYSTEM:
IDENTIFYING FUTURE COMPROMISES TO HEALTH CARE REFORM

CHAPTER 1

INTRODUCTION

Over twenty years ago, David Mechanic (1981) wrote,

"health care policy in the United States does not suffer

from inattention." This statement is even more relevant

today, as the volume of policy analyses and research papers

appears to grow exponentially. Unfortunately, the

information has not solved significant policy questions or

moved the nation toward sustainable reform. This has led

many to highlight the paradox of health services research

that we continue to produce so much and utilize so little

(Shulock, 1999; Lavis, Ross et al., 2002). A main reason no

significant action has been taken is the lack of political

feasibility incorporated into current reform proposals

(Oberlander, 2003)

The policy questions before us today are not new.

Health economists have long grappled with models that

attempt to answer questions of both social justice and

market concerns (Arrow, 1963) . The uninsured, escalating

costs, and quality have been the driving concerns targeted

by researchers and policy makers for decades. The
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difference today is that since little progress has been

made in answering the questions, the magnitude of the

problem is far greater. For example, in 1980, the

uninsurance rate was approximately 8%, and by 2003, that

number had climbed to 15%, representing over 43 million

Americans (U.S. Census Bureau, 2003) . Total health care

expenditures as a percent of gross domestic product (GDP)

have also significantly increased from just under 9% in

1980 to over 14% in 2003 (Anderson, Reinhardt et al.,

2003)

Identifying health care cost drivers has been at the

forefront of health care research for years. To date, many

cost drivers have been well documented (Felder, Meier et

al., 2000; Cohen & Krauss, 2003; Enthoven, 2003;

Goetghbeur, Forrest et al., 2003; Hearle, Koenig et al.,

2003; Koenig, Siegel et al., 2003; Woolander, Campbell et

al., 2003; Alemayhu and Warner 2004). However, since the

backlash against managed care in the mid to late 1990s,

researchers, policymakers and employers have been looking

at new models to contain those cost drivers. Recently,

attention has shifted to consumer driven health plan models

and medical savings accounts (MSA5)

MSAs were first introduced in the Health Insurance

Portability and Accountability Act of 1996. An MSA health
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plan provides a health care savings account in combination

with a high-deductible health insurance policy. The savings

account is controlled by the insured person and is used to

pay for routine health care expenses. The accompanying

catastrophic insurance policy covers more substantial

health care costs. Conservatives have long favored this

approach to health care reform because they believe it

reintroduces personal responsibility and market forces to

health care (Butler, 1995; Pauly & Goodman, 1995a; Ozanne,

1996; Bodenheimer, 1998; Scandlen, 2003) . Republican U.S.

Senator William Roth, the sponsor of the original MSA

legislation in 1994, contends that MSA5 are an essential

component to health care reform. Roth believes that MSAs

incentivize consumers to educate themselves regarding

available options and cost of treatment, and that the

current payment system insulates consumers from these

problems (Roth, 1994)

More recently, President Bush in December 2003 signed

into law the Medicare Prescription Drug Improvement and

Modernization Act, which created health savings accounts

(HSA5) . HSAs are similar to NSAs but have fewer

restrictions. For example, a high deductible health plan

that accompanies an HSA has a markedly lower deductible

than is permitted for an NSA. In 2004, the annual
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deductible under an MSA's high deductible health plan had

to be at least $1,700 for individual coverage and $3,450

for family coverage, compared to $1,000 for individual

coverage and $2,000 for family under an HSA high deductible

health plan (U.S. Internal Revenue Service, 2004) . In

addition, HSAs can be offered by employers of all sizes,

funded by both employer and employee, and are free of any

sunset provision.

Like other health reform strategies throughout the

past thirty years, there is little consensus around medical

savings or health savings accounts. Those opposed to such

type of reform contend that buyers have insufficient

information to make informed decisions (Chollet, 1995) . In

addition, some argue that this type of insurance can create

adverse selection within the healthcare marketplace,

placing additional burden on the most vulnerable

individuals (NcCanne, 2003) . Individuals who anticipate

high medical expenses may be more likely to choose a more

comprehensive plan to avoid high out-of-pocket expenses.

Plans that concentrate on high-cost patients might then be

forced to increase premiums, which would eventually become

unaf fordable.

Identifying the questions about and problems within

the U.S. health care system has been a relatively simple



task for stakeholders and focus groups (Brown, 1993; Potter

& Settle, 1994) . In addition, designing the ideal system

which controls costs, assures access and improves quality

is an easier aspect of health care research (Oberlander,

2003) . Historically, the difficulty with health care reform

has been creating the political strategy to survive the

legislative process (Mechanic, 1981; Wong, 1995;

Schlesinger, 2002; Oberlander, 2003)

Failing to take into account the prevailing

ideological perspectives makes health care reform research

an exercise in theory only. It is the ideology that

establishes the parameters of political acceptability

concerning the desirability of health care reform (Wong,

1995; Bodenheimer, 1998; Lakoff, 2002) . Americans have

repeatedly had mixed feelings concerning health care reform

the majority want improved access to care, increased

efficiency, and high quality, but are also leery of higher

taxes and expanding the role of government (Jacobs, 1993;

Schlesinger & Lau, 2000) . Ultimately, politics determines

health care reform by affecting compromises between what is

ideologically desirable and economically feasible.

Health researchers and policy makers have repeatedly

found new reasons why national health reform would succeed,

only to be disappointed (Lavis, Ross et al., 2002;



Oberlander, 2003) . Pronouncements of a "health care crisis"

have been made for over thirty years, yet little has

changed during this time (Wong, 1995) . Momeyer (1990)

contends that progress has been hampered by researchers

focusing on theory-driven solutions. In reality, however,

theory is rarely welcome in the public policy process

rather it is power politics and powerful vested interests

that dictate the end result (Starr, 1982) . For these

reasons, researchers should never underestimate the status

quo (Oberlander, 2003)

Unfortunately, far less attention has been given to

the role state governments can play in health care reform.

From a health policy perspective, focusing on state

governments allows for the examination and comparison of

fifty potential policy laboratories. Since health delivery

systems differ substantially both across and within states,

federalism allows these differences to be reflected in

programs that allow for state variation (Parmet, 1993;

Nolahan, Weil et al., 2003)

"All politics are local" is an age-old maxim that is

often overlooked by health care reformers. States have a

history of activities designed to build capacity to monitor

health care delivery and finance (Dodson & Mueller, 1996)

In the 1970's, most states established regional health
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system agencies that allowed thousands of citizens to

participate in health policy planning at the local level.

While the system agencies were ultimately phased out, they

helped create an infrastructure of citizen involvement that

many states have continued to utilize. Today many states

have health policy organizations comprised of citizens

responsible for working with state legislators and

governors in developing statewide health policy'

Significance of the problem

State legislators have the ability to expand or

contract access to health care services. They can do this

by allocating public funds for public health care programs,

regulating the private health insurance industry, offering

tax incentives to or enacting mandates on employers to

insure their employees, or cutting health programs in favor

of other budget items. Developing a thorough understanding

of the factors associated with state policymakers'

knowledge and perceptions of medical savings accounts and

the U.S. health care system will help identify the

Such examples include: California Health Policy and Data Advisory
Commission, Colorado State Board of Health, Delaware Health Care
Commission, Idaho State Board of Health and Welfare, Illinois State
Board of Health, Iowa State Board of Health, Louisiana Health Care
Commission, Missouri State Board of Health, New Jersey Task Force on
Affordability and Accessibility of Health Care, North Dakota Health
Council, Oklahoma State Board of Health, Oregon Health Policy
Commission, Pennsylvania Health Care Reform Advisory Committee, South



similarities and differences between state policymakers,

laying the groundwork for future compromises.

Purpose of the study

The purpose of this study was to survey state

legislators' knowledge and perceptions of medical savings

accounts and the U.S. health care system in order to

identify potential future compromises to health care

reform.

Research Hypotheses

The following hypotheses were examined in relation to the

study:

1. There will be no difference in satisfaction of the
health care system among state legislators2 from
different political affiliations.

2. Republican state legislators will have more
familiarity with NSAs compared to Democratic state
legislators.

3. Republican state legislators will have more
favorable attitudes toward MSAs compared to
Democratic state legislators.

4. Political party will be the strongest predictor of
state legislator support for MSAs.

5. There will be no difference among state legislators
from different political affiliations in their

Dakota Health Care Commission, Texas State Board of Health, West
Virginia Health Care Authority, Wyoming Health Care Commission.
2 Denotes Alaska, Arizona, Florida, Hawaii, Iowa, Maryland,
Massachusetts, Minnesota, and Washington



perceptions of the current health care system in
terms of cost, access and quality.

6. Republican state legislators are more likely to
favor private sector strategies in a future health
care system in terms of cost, access and quality
compared to Democratic state legislators.

Research Questions

This study focused on the following research questions:

1. Is there a difference among state legislators from
different political affiliations on the level of
satisfaction of the U.S. health care system?

2. Is there a difference among state legislators from
different political affiliations on the familiarity
with medical savings accounts (MSAs)?

3. What are the attitudes of state legislators from
different political affiliations of MSAs?

4. How do political affiliation, state, gender, age,
and experience predict state legislator support for
MSA5?

5. How do state legislators from different political
affiliations perceive the current health care
system in terms of cost, access and quality?

6. How do state legislators from different political
affiliations perceive the future health care system
in terms of cost, access and quality?

Definition of Terms

Medical SavinQs Accounts

MSA5 work like Individual Retirement Accounts (IRAs) . Tax-

free deposits (by either the employee or employer, but not

both) are made each year and funds are withdrawn as needed
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to pay for medical care not covered by the health insurance

plan. Excess deposits remain in the account where they

compound tax-free for future use. MSAs must be coupled with

a high deductible health plan.

S Health Savings Accounts

HSAs are very similar to MSA5 but have fewer restrictions

(that is, contributions can be made by both employer and

employee).

Health Reimbursement Arranqements

HRA5 are another tax-favored vehicle that can fund medical

benefits. HRAs are funded soley by the employer, cannot be

used for any purpose other than to cover qualified medical

expenses, and are not portable.

Hicih Deductible Health Plan

A health plan is considered to be a high deductible plan if

it has an annual deductible between $l,700-$2,600 for

individual coverage and $3,450-$5,150 for family coverage.

In addition, the total out-of-pocket expenses of a high

deductible health plan cannot exceed $3,450 for individual

coverage and $6,300 for family coverage.

Adverse Selection

Adverse selection can occur within the healthcare

marketplace when individuals choose a specific insurance

plan based on their health status. When given the option,
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healthier individuals generally choose lower cost, high

deductible plans, while sicker individuals who anticipate

high medical expenses, choose more comprehensive plans to

avoid high out-of-pocket expenses. Ultimately, this results

in high-cost patients paying higher premiums, because the

premiums for low-cost patients would not be enough to

offset the premiums for high-cost patients.

Moral Hazard

A moral hazard occurs when payment of expenses is born by a

third party, either an insurance company or the government,

affecting the individual's own behavior. This can lead to

the overconsumption of medical services and increasing

costs.



CHAPTER 2

REVIEW OF LITERATURE

The purpose of this study was to survey state

legislators' knowledge and perceptions of medical savings

accounts (MSAs) and the U.S. health care system in order to

identify potential future compromises to health care

reform. State legislators have the ability to expand or

contract access to health care services by allocating

public funds for public health care programs, regulating

the private health insurance industry, offering tax

incentives to or enacting mandates on employers to insure

their employees, or cutting health programs in favor of

other budget items. Developing a thorough understanding of

the factors associated with state policymakers' knowledge

and perceptions of medical savings accounts and the U.S.

health care system will help identify the similarities and

differences among state policymakers, laying the groundwork

for future compromises. This literature review focuses on

the following topics: (1) voting behavior and health policy

perceptions of policy makers, and (2) medical savings

accounts, health reimbursement arrangements, and health

savings accounts.
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Voting Behavior and Health Policy Perceptions of

Policy Makers

Studies of legislators' voting behavior have focused

on identifying voting patterns and establishing the

determinants and implications of these patterns (Collie,

1984) . These studies have analyzed voting patterns and

decision making from a collective body (i.e., political

party) and individual legislators.

The results of several studies that analyzed the

collective body approach have highlighted conflicting

reasons for voting alignment. Some early research indicated

that voting patterns are linked to specific policies and

not necessarily to political party, and that "policies

determine politics" (Clausen, 1972; Lowi, 1972; Sinclair,

1977) . However, others have argued that voting behavior is

ultimately unidimensional and falls into one of three

blocs: conservative, liberal and progressive philosophies

(Schneider, 1979) . By reviewing voting records over several

decades, Schneider (1979) showed that legislators are

ideologically motivated in their voting behavior, creating

a unidimensional analysis. In addition, others have shown

that party cohesion drives voting patterns in two-party
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parliamentary systems (Epstein, 1980) . Since each party has

its own incentive for either maintaining the majority or

trying to show itself capable of becoming the majority, the

party's cohesion ultimately dictates voting patterns.

Research on individual decision-making initially

looked at the extent and variation of party cleavages, and

has since evolved into the prediction of individual voting

behavior (Collie, 1984) . To date, there is no consensus on

what determines individual legislator's decision making in

American politics. However, numerous models have attempted

to predict such behavior.

The most widely known model is the consensus model

developed by Kingdon (1977) , where six "actors" are

responsible for influencing a legislator's ultimate

decision: constituency, colleagues, party leadership,

interest groups, administration, and staff. In this model,

the legislator first determines whether the impending vote

has evoked any controversy in the legislative arena. If

not, he or she votes with "the herd." If there is

controversy, he or she determines whether there is

consensus in his or her "perceptual field of forces." If

the field is free of conflict, the legislator votes in that

direction, and if not, he or she votes with the majority of

actors.



15

Ray (1982) studied the sources of voting cues in three

state legislatures, Massachusetts, New Hampshire, and

Pennsylvania. Using the Kingdon model, legislators were

interviewed about how they made their voting decisions on

significant bills. Results indicated that voting cue

sources varied greatly from legislature to legislature.

However, fellow legislators, interest groups and

constituency were all found to be significant sources of

voting cues. In addition, the results did not show that

party leadership was a significant source in determining

voting behavior.

Songer, Underwood et al. (1986) examined the factors

that influence voting behavior in two state legislatures,

Oklahoma and Kansas. Using the Kingdon model, researchers

asked legislators the open-ended question, "How did you go

about making up your mind on this specific bill?" The

"actors" which were spontaneously mentioned as having

played a role were noted. Results showed that the most

frequently mentioned influence on decisions was the

personal values and opinions of the legislator. In

addition, the results differed from Ray's study, as there

was an absence of significant influence from fellow

legislators. The researchers concluded that the study of
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additional states is needed before any generalizations can

be made.

The limited research that exists on state legislators'

perspectives on health care legislation has focused on

tobacco taxes. The most notable study was conducted by

Flynn, Goldstein et al. (1998), which surveyed state

legislators' from North Carolina, Texas and Vermont about

their intentions to vote for cigarette tax increases.

Measures of potential predictors of voting intention were

based on the consensus model of legislative decision-making

and the theory of planned behavior. Multiple logistic

regression methods revealed significant odds ratios in

several areas. Intention to vote for a cigarette tax

increases were about three times greater for Democrats than

for Republicans. In addition, legislators from Texas were

nearly ten times more likely to vote for a cigarette tax

increase than North Carolina legislators. Vermont

legislators were twenty-one times more likely to vote for

cigarette tax increases than North Carolina legislators.

The results indicate that political party affiliation is a

strong predictor of state legislators' intent to vote for

cigarette tax increases and that states differ in their

readiness for such policy initiatives.



17

Cohen, deGuia, et al. (2001) analyzed Canadian

legislators' views on selected aspects of health promotion

according to political party. A unidimentional scale called

the Public Health Support Scale was used to calculate

responses. Support for public health interventions was

lower among legislators who placed themselves toward the

right of the ideology scale and thought there was too much

government regulation of the private sector. Conversely,

support was higher among legislators who believed

government has a role in health promotion.

Weissert and Weissert (2000) found that legislative

staff influences legislators' perceptions and voting

behavior. Since state legislators, like members of

Congress, deal with large volumes of policy issues, staff

assistance in synthesizing arguments, providing

recommendations and setting agendas can allow for more

analytic review of the issues. The factor found to be

essential to a legislator's use of staff was trust. When

legislators trust staff, they expect staff to act in their

best interest. It was also found that trust grows with

experience and varies based on the role of staff (e.g.,

budget committees, leadership offices) . Since there is high

turnover in many state legislatures, the researchers

concluded that the importance of state legislative staff
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and use of their institutional knowledge is essential to

future health care reform.

Medical Savings Accounts, Health Reimbursement Arrangements

and Health Savings Accounts

Background

In 1996, President Clinton signed into law the Health

Insurance Portability and Accountability Act of 1996.

Designed by Senator Edward Kennedy and Representative Nancy

Kasselbaum (Democrat and Republican, respectively) , this

law was intended to improve the availability of health

insurance to working families and their children. Medical

savings accounts (MSA5) were attached to the law as a trial

experiment from January 1, 1997 to January 1, 2001 for

companies with 50 or fewer employees. The original four-

year demonstration project was limited to 750,000

Americans3. In addition, the Balanced Budget Act of 1997

allowed MSAs in a Medicare demonstration project for

390,000 Medicare beneficiaries that began on January 1,

1999.

An MSA is a tax-advantaged account created for the

benefit of an individual covered under a high deductible

Congress extended the NSA pilot program in 2001 until 2003 and
recently extended it again until December 31, 2005.

L
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health plan4. Eligible individuals must be either an

employee of a small employer, or self-employed and enrolled

in a high deductible health plan. A health plan is

considered to be a high deductible plan if it has an annual

deductible between $l,700-$2,600 for individual coverage

and $3,450-$5,l50 for family coverage. In addition, the

total out-of-pocket expenses of a high deductible health

plan cannot exceed $3,450 for individual coverage and

$6,300 for family coverage.

Contributions to the MSA are deductible if made by an

eligible individual, and are excludable from income and

wages (for employment purposes) if made by an employer. In

2004, the maximum deduction and exclusion is $1,690 for

individual coverage and $3,862 for family coverage. In

addition, the deduction and exclusion cannot exceed 65

percent of he deductible for an individual coverage and 75

percent for family coverage. Contributions may be made

either by the employee or the employer, but not both.

Earnings in the account grow tax-free and distributions for

qualified medical expenses, as defined under Internal

The description of NSAs, HRA5, and HSAs is based on information
provided by the U.S. Internal Revenue Service, 2004,
[http://www.irs.gov/publications/p969/arO2.htrnl#d0e1129]



Revenue Code 213(d)5, are tax-free. Account balances that

are not distributed are carried forward. Nonqualified

withdrawals are subject to a 15 percent penalty tax.

Initial demand for NSA products was determined to be

lower than the health insurance industry anticipated (U.S.

General Accounting Office, 1997) . It was thought that the

lower demand was due to the complexity of the qualified NSA

product and an unwillingness of employers and insurers to

take the first step in a demonstration project that could

end in four years and limited to small employers (GAO,

1997) . In addition, the GAO found that various insurers

marketed NSAs more for their tax-shelter advantages rather

than as health plans.

In June 2001, the Internal Revenue Service announced

that Health Reimbursement Arrangements (HRA5) were another

avenue for employers to fund health insurance for their

employees. HRAs are funded soley by the employer and may be

offered to employees or former employees. There are no

statutory limits on the maximum deduction and exclusion for

HRA5. Depending on the terms of the HRA, coverage may or

may not continue if the employee terminates service.

Exceptions include payments for long-term care insurance; premiums for
health coverage during any period of continuation coverage required by
federal law; and premiums for health care coverage while an individual
is receiving unemployment compensation under federal or state law.
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HRAs cannot be used for any purpose other than to cover

qualified medical expenses. Unlike MSAs, HRAs are not

portable -

In December 2003, President George Bush signed into

law the Medicare Prescription Drug, Improvement and

Modernization Act of 2003. This bill created health savings

accounts (HSA5) , another tax-favored vehicle that can fund

medical benefits. A comparison of MSAs, HRAs, and HSAs can

be seen in Appendix A. HSAs are very similar to MSA5 and

were created for all employers not just employers with 50

or fewer employees. Contributions to HSAs can be made by

both employer and employee. In 2004, the maximum deduction

and exclusion for HSAs was $2,600 for individual coverage

and $5,150 for family coverage. The deduction and exclusion

cannot exceed the deductible under the high deductible

health plan. Individuals who are age 55 or older may deduct

an additional $500 in 2004. This catch-up amount will

increase in $100 increments annually, until it reaches the

limit of $1,000 in 2009. Distributions from the accounts

must be used for qualified medical expenses (same

exceptions as MSA5 with the addition of premium payments

for any health insurance other than a Medicare supplemental

policy for Medicare eligibles) or are subject to 10 percent

penalty tax.
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Proponents of new savings accounts

The emergence of MSAs, HRAs and HSAs in the U.S. has

provided policy makers, employers and individual consumers

a new avenue for health care delivery. These types of

accounts generally share three common elements: (1) a tax-

free savings account; (2) a linkage with catastrophic

health insurance coverage; and (3) the ability to "roll-

over" unspent funds to future years. Proponents of these

accounts believe that these products provide the necessary

incentives to cut medical spending by reducing covered

health insurance expenses and the moral hazard that

currently exists within the system. A moral hazard problem

has been defined by Heng and Low (1991) as the following:

A moral hazard problem is encountered when
payment of medical expenses is born by a third
party, either an insurance company or the
government, affecting the individual's own
behavior. It may lead the individual to
overconsume medical services and his doctor to
overtreat. It has nothing to do with morality but
represents a misallocation of resources by a
particular method of finance. Since the third
party, be it the government or the insurance
company pays the full cost, the individual bears
no financial burden or faces a zero price for
medical care. Consequently, consumption is
greater following the law of demand (p. 9).

Since the objective of these accounts is to confine health

insurance to catastrophic coverage, proponents believe that
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incentives will be realigned to avoid the current moral

hazard problem (Scandlen, 2003) . The goal is that monthly

premiums can be significantly reduced and the money saved

can then be deposited into an MSA, HRA or HSA. Money in the

accounts should be used to pay small bills covering routine

services and begin to create more competitive balance in

the medical marketplace (Pauly & Goodman, 1995b; Ozanne,

1996; Bodenheimer, 1998; Scandlen, 2003)

Opponents to new savings accounts

Those opposed to the new savings accounts contend that

buyers have insufficient information to make informed

decisions (Chollet, 1995; Davis, 2004) . In addition, some

argue that this type of insurance could create adverse

selection within the healthcare marketplace, placing

additional burden on those most vulnerable individuals

(McCanne, 2003) . Individuals who anticipate high medical

expenses may be more likely to choose a more comprehensive

plan to avoid high out-of-pocket expenses. Plans that

concentrate on high-cost patients could be forced to

increase their premiums, which would eventually become

unaffordable. This outcome is commonly referred to as a

"death spiral" in the insurance industry, as premiums for

low-cost patients would not be enough to offset the
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premiums for high-cost patients, eventually bankrupting a

health insurance plan or system (McCanne, 2003)

Consumer-Driven Health Care

As MSAs, HRAs and HSAs have evolved, so has the health

insurance marketplace. These types of accounts are now

commonly referred to as "consumer-driven health plans"

(CDHPs) and are now beginning to appear more frequently

(Scandlen, 2004) . The term generally refers to a health

benefit plan where consumers have a high deductible

insurance plan, a personal account funded in various ways

to pay for care, and a gap between the annual amount put

into the account and the deductible (Gauthier & Clancy,

2004)

Many believe that consumerism in health care is in its

infancy and has not yet reached its full potential

(Scandlen, 2004) . The limited studies that do exist

indicate that enrollment in CDHPS continues to grow, but

remains a small percentage of all employer-provided

coverage (Fowles, Parente et al., 2004; Lo Sasso, Rice et

al., 2004) . Lo Sasso, Rice et al. (2004) analyzed four case

studies of large employers offering CDHPs and found no risk

segmentation in all four cases, and that two demonstrated

substantial cost-savings. However, Tollen, Ross et al.
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(2004) found that risk segmentation occurred in a large

employer of 10,000, where healthier individuals were more

likely to choose the high-deductible option.

Recent studies have shown that employee choice of

CDHPs is strongly associated with preferences for a lower

monthly premium (Fowles, Parente et al., 2004; Parente,

Feldman et al., 2004). Christianson, Parente et al. (2002)

assessed the experience of enrollees in CDHP5 and found

similar levels of satisfaction between CDHP enrollees and

enrollees in traditional health plans. In addition,

Parente, Feldman et al. (2004) found that enrollees in

CDHPs had lower total medical expenditures than enrollees

in preferred provider organization (PPO), but higher

utilization of hospital resources.

A common element throughout the studies has been the

need for CDHP enrollees to have access to decision-support

tools from both the employer and health insurer (Bertko,

2004) . These studies suggest that CDHPs have high

information requirements in order for enrollees to

understand the plans and use them effectively and that

quality and cost information are often unavailable to

consumers (Davis, 2004; Rosenthal & Milstein, 2004)
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Economic Simulations

Keeler, Malkin et al. (1996) created the first

simulation of the potential impact of medical savings

account to the nonelderly population. The study showed that

if all nonelderly Americans switched to MSAs, personal

health care expenditures would decline between zero and 13

percent, depending on the design of the NSA. However, it

was also found that since not all nonelderly Americans

would participate in an NSA, certain adverse selection

could occur and keep health spending constant. It was

concluded that MSA5 would have little impact on containing

health care costs, but might reduce waste from the

excessive use of generously insured care.

Zabinski, Selden et al. (1999) also simulated the

results of widespread use of MSA5. However, this study

differed from others because it looked at the potential

impact of adverse selection by incorporating information

regarding the plans that families chose into the

simulation. Results showed that if MSA5 were offered

alongside comprehensive plans, adverse selection would

occur with healthier individuals choosing the NSA and high

deductible coverage. This would result in premium spirals

that would drive out comprehensive coverage. The authors

concluded that low-risk families would self-select into
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MSAs, leaving high-risk families with choosing between

paying higher premiums for their comprehensive plans or

enrolling in the MSA. In both cases, high-risk families

would be paying more.

Kendix and Lubitz (1999) studied the possible impact

of MSAs on Medicare costs. Using 1992 data from

approximately 23,500 Medicare beneficiares, different

scenarios were simulated based on differing assumptions. It

was found that cost savings would only occur if the

majority of Medicare beneficiaries enrolled in MSA5.

However, the authors concluded that MSAs would most likely

attract a small population since the majority of

beneficiaries currently have supplemental coverage through

a former employer and have first dollar coverage. The small

percentage who did transition to MSA5 would have to be

either healthier beneficiaries who were persuaded to forgo

supplementary insurance in exchange for an MSA, or sicker

beneficiaries for whom supplemental insurance was

unavailable or too expensive.

Goldman, Buchanan et al. (2000) simulated the impact

MSAs would have on the type and amount of coverage offered

by small businesses. Results showed that 56 percent of

small business employees that are currently offered a plan

would switch to an MSA. However, the percent of small
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business employees offered insurance would only increase

from 41 to 43 percent.

The Singapore Experience

While trying to design an appropriate NSA model for

the United States, researchers have analyzed the framework

of the longest running national MSA program. Since 1984, a

mandatory MSA program has financed personal heath care

expenditures in the Republic of Singapore (Ministry of

Health, Republic of Singapore, 2004) . There are three

components to the NSA program6: Medisave, the national

health care savings program; MediShield and MediShield

Plus, the catastrophic insurance programs; and Medifund,

the government-endowed trust that pays for care delivered

to the poor.

Medisave was designed to promote individual

responsibility by requiring individuals to save and pay for

health services. Each working person is mandated to

deposit a portion (6 percent for those aged 35 years and

younger, to 8 percent for those aged 45 years and older) of

his or her monthly earnings into a Medisave account. The

Nedisave account dollars can only be used to pay for

6 The description of Medisave, Medishield and Medifund is based on
information provided by the central Provident Fund and Sin9apore
Ministry of Health [http://www.moh.gov.sg/corp/financing/index.dol
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hospital services and few outpatient services (i.e.

surgery, radiotherapy, IVF, and hepatitis B vaccination)

Contributions are not pooled but set up individually and

are exempted from income tax. Patients have free choice of

providers but pay directly for the services they demand at

the point of delivery (they pay more when higher-level

services are demanded)

MediShield was created in 1990 to protect the people

who lacked Medisave funds to finance an expensive illness.

Unlike Medisave, MediShield is a voluntary risk-pooling

insurance plan and currently has over 88 percent of the

population enrolled (Hsiao, 1995) . MediShield offers a

high deductible plan that covers medical expenses incurred

during hospitalization, including normal room and board,

intensive care unit, surgical implants and surgical

procedure fees. After the deductible is met, MediShield pays

80 percent7. MediShield Plus is a more expensive version of

MediShield (premiums are 3 times the amount of traditional

MediShield coverage) and targeted at high-income earners

and has an even higher deductible. MediShield Plus coverage

is intended to enable a patient to be treated at a private

There is no deductible or copayment of outpatient services for kidney
dialysis, chemotherapy, and radiotherapy.
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hospital or in one of the top two classes of ward in the

public hospitals.

Nedifund was established in 1993 and is an endowment

fund that assists people who cannot pay their hospital

bills. The interest income from the endowment fund is used

to finance care for the poor. Medifund had an initial

capitalization of $200 million (equivalent to approximately

$125 million U.S. dollars) and now stands at $800 million.

Medifund is meant to be a help of last resort for patients

who, despite government subsidies, Medisave and MediShield,

are unable to pay for their medical expenses. Funds are

distributed case by case; preference is given to low-wage

Nedisave/MediShield contributors and elderly persons with

inadequate Medisave accounts (Massaro & Wong, 1995)

An interesting aspect to Singapore's MSA program and

universal access is the delivery of hospital services.

Equal access to basic medical services is assured through

government subsidies and classification of hospital beds

(Hsiao, 1995; Barr, 2001) . Eighty percent of hospital care

is delivered in public facilities and 75 percent of

ambulatory service is provided by the private sector

(Massaro & Wong, 1995) Table 1 illustrates the different

public hospital levels. The levels of hospital beds (C, B2,
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Bl and A) are determined by the number of beds per room

and the featured amenities (i.e. air conditioning, privacy,

television, telephone, etc.). Decreased government

subsidies result in higher patient contributions and

quality of hospital room.

Table 1. Singapore's Government Subsidies to Assure Access
for All Citizens (Hsiao, 1995)

Description
Patient
pays

Government
pays

Public Hospitals
Class C (open ward) 20% 80%
Class B2 (6 beds) 35 65
Class B1 (3-4 beds) 80 20
Class A (1-2 beds) 100 0

Public Outpatient Clinics
Adults 50 50
Children/elderly 25 75

To promote hospital efficiency, Singapore has

encouraged the competition between private and public

hospitals. The government creates market pressure on the

private sector to compete and minimize costs by subsidizing

public outpatient clinics and hospitals (Hsiao, 1995; Barr,

2001) . In theory, private-sector providers must compete

with public subsidized services by minimizing costs and

offering quality service.

Singapore's government also restructured some public

hospitals into private nonprofit companies operating under



their own board of directors (Hsiao, 1995; Barr, 2001) . By

making the hospitals financially independent, the

government uses a fixed formula to subsidize hospital beds

and does not take responsibility for the overall profit or

loss of hospitals. Each public hospital is independent and

recruits its own staff, sets terms for renumeration and

decides on allocation of resources (Hsiao, 1995) . This

unique arrangement of government subsidies has enabled

Singapore to structure a managed competition within the

delivery system. Massaro and Wong (1995) found that in

terms of hospital admissions and lengths of stay,

Singapore's experience matches the most efficient U.S.

health maintenance organizations.

Proponents of Singapore's MSA system often highlight

its low percent of gross domestic product spent of health

care8 (Pauly & Goodman, 1995; Pauly, 2001) . However, some

claim that comparing Singapore's GDP on health care to

other nations is misleading because Singapore does not

follow OECIJ standards in measuring health expenditures

(Hsiao, 1995; Barr, 2001; Hsiao, 2001) . In addition, Massaro

and Wong (1995) warn that Singapore's success could be due

to cultural differences, patients' preferences and market

In 2002, Sin9apore's percent GDP spent on health care was 4%, compared
to the U.S. at 14%.
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forces, making it difficult to extrapolate the results to

other countries.

Singapore's NSA system has also adjusted to overcome

obstacles. It has been found that hospitals do not always

compete on price. Hsiao (1995) found that the average

charge of private hospitals for an appendectomy was twice

that of the prestigious Singapore General Hospital. This

occurred because hospitals competed by offering the newest

and most expensive equipment, a source of provider induced

demand. This led to widespread duplication and higher

inflation rates in medical services. Realizing a rise in

health care inflation, the Singapore government concluded

that, ". .market forces will not suffice to hold down

medical costs to the minimum. The health care system is an

example of market failure. The government has to intervene

directly to structure and regulate the health system"

(Ministry of Health, Republic of Singapore, 2004)

Singapore policymakers are committed to a free market but

believe that government intervention is necessary to ensure

stability within the NSA program.
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CHAPTER 3

METHODS

The purpose of this study was to identify state

legislators' knowledge and perceptions of medical savings

accounts (MSAs) and the U.S. health care system in order to

identify potential future compromises to health care

reform. Two hundred and one state legislators participated

in the electronic State Legislator Health Care Survey. This

chapter includes the research methods and is divided into

the following five sections: (1) sample and data

collection; (2) survey instrument; (3) procedure for data

analysis; (4) study limitations and (5) study

delimitations.

Sample and Data Collection

In August 2003, approval to conduct the study was

received from the Oregon State University Institutional

Review Board. In February 2004, 1,006 state legislators

from nine states (Alaska, Arizona, Florida, Hawaii, Iowa,

Maryland, Massachusetts, Minnesota and Washington) were

contacted via email to participate in the on-line survey.

States were selected based on their level of uninsurance
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over the past several years. States were ranked using the

U.S. Census Bureau's three-year average for percent of

people without health insurance from 2000-2002 (see

Appendix B) . States were then separated into three groups

(top third, middle third, and bottom third) . States were

then selected from each group based on the most available

email addresses.9

From the nine selected states, 1,006 state legislators

had listed email addresses and were sent an electronic

invitation to participate in the on-line survey (see

Appendix C) . Twenty-seven legislators sent emails back

declining to participate in the study. Two reminder emails

spaced two weeks apart were sent to legislators who did not

respond. Those who responded were not re-contacted with

reminder emails. Incorrect email addresses accounted for

137 of the 1,006 invitations, and 201 completed surveys

(out of 869 invitations) were returned by the end of study

period for a response rate of 23%. An a priori power

analysis was conducted and found that a group sample size

of 200 exceeded 80 percent power to detect a medium effect

Hawaii, Iowa, Massachusetts and Minnesota were in the bottom third
(lowest levels of uninsurance) ; Maryland and Washington were in the
middle third; Alaska, Arizona and Florida were in the top third
(highest levels of uninsurance)



36

size between political parties with a significance level

(alpha) of 0.05.

Survey Instrument

A 75-item questionnaire was developed to assess state

legislators' perceptions and knowledge of medical savings

accounts and the current and future health care system (see

Appendix D) . The survey was separated into the following

ten sections: (1) Assessment of the U.S. Health Care

System; (2) Health Care Costs; (3) Medical Savings

Accounts; (4) Benefits of Medical Savings Accounts; (5)

Problems with Medical Savings Accounts; (6) Single Payer

System; (7) Benefits of a Single Payer System; (8) Problems

with a Single Payer System; (9) What is Now?; (10) What

Should Be?. The survey used the following five-point Likert

scale to measure most responses: strongly disagree;

disagree; unsure; agree; strongly agree. The Delphi

technique was used to establish validity of the survey

instrument. Delphi participants were selected based on

their level of expertise in survey design and health policy

research and most did not have a professional relationship

with the author prior to the study. Thirteen health policy

researchers and academicians from across the nation

reviewed and edited the survey on three separate occasions



spaced two weeks apart. Changes were made to the survey

after each round based on the reviewers' input.

A pilot study was completed in October 2003. Ninety

Oregon state legislators were contacted via email to

complete the pilot on-line survey. Forty-four legislators

completed the survey, for a response rate of 49 percent.

Internal consistency scores using Cronbach's alpha were

calculated to test the reliability of survey questions in

each section. Three questions had scores of .70 or lower

and were determined not to be internally consistent and

were eliminated.

Procedure for Data Analysis
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All data analysis was conducted through SPSS Base 11.5

(for Windows, SPSS Inc., Chicago, IL) . Seventy-four cases

were found to have missing data that exceeded 15 percent

and were subsequently deleted from the sample. Eight cases

had less than 15 percent missing data but were found to

have patterns that prohibited the use of imputing data.

These cases were also deleted from the sample. Responses

from the five-point Likert scale questions were classified

as ordinal, nonparametric data, thus Mann-Whitney U tests

were used to compare legislators' responses. A stepwise

logistic regression analysis was performed to determine the



variables most responsible for predicting legislator's

support for MSAs. For this analysis, the variable party was

coded as Republicans=l and Democrats=O. The variable gender

was coded as Males=l and Females=O. The variable state was

coded 1 for each state and 0 for all other states. For

example, Alaska=l and all other states=0; Arizona=l and all

other states=0, etc.

Study Limitations

The following limitations applied to the study:

State legislators who participated in the study were

from states that met specific uninsurance

requirements.

Survey participation decreased from the beginning to

end. Two-hundred and eighty three state legislators

began the survey, yet only 201 completed the entire

survey. This may be attributed to the survey's

complexity and the time required to complete the

survey. However, other variables (i.e. health care

knowledge) could be associated with those who
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completed the entire survey and may not be

representative of the sample.

Study Delimitations

The following delimitations applied to the study:

Delimitations exist within our sample since the state

legislators who participated, voluntarily elected to

do so. Because of this, generalizability of study

findings will be compromised with respect to other

types of public officials (e.g. U.S. Congressmen and

Senators, state governors, county and local

officials)

The response rate for the survey was marginal (23%)

therefore we cannot be confident that our results

truly represent our sample of state legislators.

The survey relied on a Likert scale to record most

responses, thus nonparametric Mann-Whitney U tests

were used to compare groups.
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CHAPTER 4

RESULTS

The purpose of this study was to identify state

legislators' level of satisfaction of the current health

care system, their attitudes toward medical savings

accounts (MSAs) , and their perceptions of the current and

future health care system. This chapter presents the

results of the survey based on the following hypotheses:

1) There will be no difference in satisfaction of the
health care system among state legislators from
different political affiliations.

2) Republican state legislators will have more
familiarity with MSAs compared to Democratic state
legislators.

3) Republican state legislators will have more
favorable attitudes toward MSAs compared to
Democratic state legislators.

4) Political party will be the strongest predictor of
state legislator support for MSAs.

5) There will be no difference among state legislators
from different political affiliations in their
perceptions of the current health care system in
terms of cost, access and quality.

6) Republican state legislators are more likely to
favor private sector strategies in a future health
care system in terms of cost, access and quality
compared to Democratic state legislators.
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Response Rate

In February 2004, 1,006 state legislators from nine

states were contacted via email to participate in the State

Legislator Health Care Survey. One hundred and thirty-seven

email addresses were found to be invalid and 201

legislators consented and completed the survey,

representing a response rate of 23%.

The following nine states were included in the survey:

Alaska, Arizona, Florida, Hawaii, Iowa, Maryland,

Massachusetts, Minnesota, and Washington. Iowa legislators

returned the most surveys with 37, accounting for 18.4%

(Table 2) . Alaska, Maryland and Massachusetts legislators

returned the fewest surveys with 16, accounting for 8%

each.

Sample Characteristics

Sample characteristics are presented in Table 2. The

survey allowed for responses for political affiliation as

Republican, Democrat, Independent and Other. Only

Republican and Democratic state legislators replied.

Democratic state legislators returned 113 surveys,

accounting for 56.2%.

The majority of respondents were male, accounting for

64.2%. State legislators between the ages of 46-55
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Table 2. Sample Characteristics
Subjects Sample Sample
(n = 201) Population

State
Alaska 16 8.0 4.7
Arizona 27 13.4 7.1
Florida 30 14.9 12.6
Hawaii 18 9.0 6.0
Iowa 37 18.4 11.6
Maryland 16 8.0 14.8
Massachusetts 16 8.0 15.7
Minnesota 21 10.4 15.7
Washington 20 10.0 11.6

Party
Democrat 113 56.2 57.2
Republican 88 43.8 42.8

Gender
Female 72 35.8 28.3
Male 129 64.2 71.7

Age
Under 25 1 0.5
25-35 8 4.0
36-45 40 19.9
46-55 67 33.3
56-65 65 32.3
66-75 19 9.5
76-85 1 0.5

Education
High school or less 3 1.5
Some college 30 14.9
College degree 63 31.3
Graduate/prof. degree 105 52.2

Years in Public Office
0-1 2 1.0
1-2 48 23.9
3-4 32 15.9
5-6 23 11.4
7-8 28 13.9
9-10 25 12.4
10+ 43 21.4

Number of Health Committees
0 62 30.8
1-2 76 37.8
3-4 46 22.9
5-6 7 3.5
7-8 2 1.0
9-10 0 0.0
10+ 8 4.0
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accounted for the largest number of responses, with 67, or

33.3%. Over 80% of state legislators had a college or

graduate/professional degree.

There was a wide range of years in public office. Over

20% of state legislators had served in public office for

ten or more years, while 25% had only served from zero to

two years. Over 68% of state legislators had not served or

had only served on one legislative health committee.

The sample of respondents closely mirrored the sample

population around party affiliation. The survey sample had

56.2% Democrats and 43.8% Republicans, while the sample

population had 57.2% Democrats and 42.8% Republicans.

Survey Data

The State Legislator Health Care Survey used the

following five point scale to measure state legislators'

responses: strongly disagree = 1; disagree = 2; unsure = 3;

agree = 4; strongly agree = 5.
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Hypothesis #1: There will be no difference in satisfaction
of the health care system among state legislators from
different political affiliations.

Results of the differences between Republican and

Democratic state legislators' level of satisfaction with

the U.S. health care system are presented in Table 3. A

Mann-Whitney U test revealed that there was a significant

difference between Republican and Democratic state

legislators' level of satisfaction with the U.S. health

care system (Z = -8.55, p = .000) . One hundred and ten

Democratic state legislators strongly disagreed, disagreed

or were unsure that they were satisfied with the current

health care system compared to only 42 Republican state

legislators (see Appendix D for all cross tabulation

results)

Table 3. Democratic and Republican State Legislators' Level
L.DLb.LLLiL)i1 (.JL Li1 r1d.JL-11 LctL .Dy.DLcLt1

Democrat Republican
Mean Rank Mean Rank Asymp. Sig

Survey Statement: N = 113 N = 88 Z (2-tailed)
Overall, you are 72.22 137.95 .000
satisfied with the 8.55
U.S. health care

system.
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Hypothesis #2: Republican state legislators will have more
familiarity with MSAs compared to Democratic state
legislators.

Results of the differences between Republican and

Democratic state legislators' familiarity with MSAs are

presented in Table 4. A Mann-Whitney U test revealed that

there was a significant difference between Republican and

Democratic state legislators' familiarity with MSAs

(Z -4.27, p = .000) . Thirty Democratic state legislators

strongly disagreed, disagreed or were unsure that they were

familiar with MSAs compared to only six Republican state

legislators.

Table 4. Democratic and Republican State Legislators'
Familiarity with MSA5

Democrat Republican
Mean Rank Mean Rank Asymp. Siq

Survey Statement: N = 113 N = 88 Z (2-tailed)
I am familiar with 87.65 118.14 -4.27 .000
MSAs.

Hypothesis #3: Republican state legislators will have more
favorable attitudes toward MSA5 compared to Democratic
state legislators.

The survey dedicated two sections to state

legislators' attitudes toward MSAs. The first identified



benefits of MSAs (6 questions) , while a second identified

problems with MSA5 (5 questions)

Benefit #1 MSAs make individuals more responsible
for the costs of health care.

Results of the differences between Republican and

Democratic state legislators' perceptions of whether MSA5

make individuals more responsible for the costs of care are

presented in Table 5. A Mann-Whitney U test revealed a

significant difference between Republican and Democratic

state legislators' perceptions of whether MSAs make

individuals more responsible for the costs of care

(Z = -8.18, p = .000) . Seventy-three Democratic state

legislators strongly disagreed, disagreed or were unsure

that MSAs make individuals more responsible for the costs

of health care compared to only nine Republican state

legislators.

Benefit *2 - MSAs eliminate the expense of paying for
first-dollar coverage.

Results of the differences between Republican and

Democratic state legislators' perceptions of whether MSAs

eliminate the expense of paying for first-dollar coverage

are presented in Table 5. A Mann-Whitney U test revealed

that there was a significant difference between Republican
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and Democratic state legislators' perceptions of whether

MSAs eliminate the expense of paying for first-dollar

coverage (Z = -6.76, p = .000) . Ninety-six Democratic state

legislators strongly disagreed. disagreed or were unsure

that MSA5 eliminate the expense of paying for first-dollar

coverage compared to only 36 Republican state legislators.

Benefit #3 MSAs create a more competitive
marketplace in the medical community.

Results of the differences between Republican and

Democratic state legislators' perceptions of MSAs ability

to create a more competitive marketplace are presented in

Table 5. A Mann-Whitney U test revealed that there was a

significant difference between Republican and Democratic

state legislators' perceptions of MSAs ability to create a

more competitive marketplace (Z = -9.73, p = .000) . One

hundred and two Democratic state legislators strongly

disagreed, disagreed or were unsure that MSAs create a more

competitive marketplace in the medical community compared

to only 18 Republican state legislators.

Benefit #4 - MSAs decrease unnecessary patient
utilization.

Results of the differences between Republican and

Democratic state legislators' perceptions of whether MSAs



48

decrease unnecessary patient utilization are presented in

Table 5. A Mann-Whitney U test revealed that there was a

significant difference between Republican and Democratic

state legislators' perceptions of whether MSAs decrease

unnecessary patient utilization (Z = -8.37, p = .000)

Ninety-six Democratic state legislators strongly disagreed,

disagreed or were unsure that MSAs decrease unnecessary

patient utilization compared to only 28 Republican state

legislators.

Benefit #5 MSAs decrease administrative costs.

Results of the differences between Republican and

Democratic state legislators' perceptions of whether MSAs

decrease administrative costs are presented in Table 5. A

Mann-Whitney U test revealed a significant difference

between Republican and Democratic state legislators'

perceptions of whether MSA5 decrease administrative costs

(Z = -7.73, p = .000) . One hundred and five Democratic

state legislators strongly disagreed, disagreed or were

unsure that MSAs decrease administrative costs compared to

only 42 Republican state legislators.

Benefit #6 NSAs decrease overall health care
spending.
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Results of the differences between Republican and

Democratic state legislators' perceptions of MSAs ability

to decrease overall health care spending are presented in

Table 5. A Mann-Whitney U test revealed a significant

difference between Republican and Democratic state

legislators' perceptions of MSAs ability to decrease

overall health care spending (Z = -8.93, p .000) One

hundred and three Democratic state legislators strongly

disagreed, disagreed or were unsure that MSAs decrease

overall health care costs compared to only 28 Republican

state legislators.

Problem #1 With MSAs, patients lack information to
make informed decisions in the marketplace.

Results of the differences between Republican and

Democratic state legislators' views of whether patients

lack information to make informed decisions with MSAs are

presented in Table 5. A Mann-Whitney U test revealed a

significant difference between Republican and Democratic

state legislators' views of whether patients lack

information to make informed decisions with MSAs

(Z = -8.30, p = .000) . One hundred and one Democratic state

legislators strongly agreed, agreed or were unsure that
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patients lack information with MSAs compared to only 26

Republican state legislators.

Problem #2 - MSAs create adverse selection of
healthier versus sicker individuals.

Results of the differences between Republican and

Democratic state legislators' perceptions of MSA5 ability

to create adverse selection are presented in Table 5. A

Mann-Whitney U test revealed a significant difference

between Republican and Democratic state legislators'

perceptions of MSA5 ability to create adverse selection (Z

= -6.14, p = .000) . One hundred and two Democratic state

legislators strongly agreed, agreed or were unsure that

MSAs create adverse selection compared to 56 Republican

state legislators.

Problem #3 - MSAs place too much responsibility on the
individual.

Results of the differences between Republican and

Democratic state legislators' perceptions of whether MSA5

place too much responsibility on the individual are

presented in Table 5. A Mann-Whitney U test revealed a

significant difference between Republican and Democratic

state legislators' perceptions of whether MSAs place too
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much responsibility on the individual (Z = -10.01, p

000) . Ninety-three Democratic state legislators strongly

agreed, agreed or were unsure that MSAs place too much

responsibility on the individual compared to only 11

Republican state legislators.

Problem #4 MSAs deter patients from seeking needed
preventive services.

Results of the differences between Republican and

Democratic state legislators' perceptions of whether MSAs

deter patients from seeking needed preventive services are

presented in Table 5. A Mann-Whitney U test revealed a

significant difference between Republican and Democratic

state legislators' perceptions of whether MSAs deter

patients from seeking needed preventive services

(Z = -8.32, p = .000) . One hundred and seven Democratic

state legislators strongly agreed, agreed or were unsure

that MSAs deter patients from seeking needed preventive

services compared to only 23 Republican state legislators.

Problem #5 MSAs increase overall health care costs.

Results of the differences between Republican and

Democratic state legislators' perceptions of whether MSAs

increase overall health care costs are presented in Table
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5. A Mann-Whitney U test revealed a significant difference

between Republican and Democratic state legislators'

perceptions of whether MSA5 increase overall health care

costs (Z = -8.928, p = .000) . Eighty-nine Democratic state

legislators strongly agreed, agreed or were unsure that

MSAs increase overall health care costs compared to only 14

Republican state legislators.



53

Table 5. Summary of Democratic and Republican State
Legislators' Perceptions of MSAs

Benefits of MSAs
Democrat Republican
Mean Rank Mean Rank Asymp. Sip

Survey Statement: N = 113 N = 88 Z (2-tailed)

MSAs make individuals 77.06 136.88 -8.18 .000

more responsible for the
cost of health care.
MSA5 eliminate the 78.52 129.87 -6.76 .000

expense of paying for
first-dollar coverage of
health care services.
MSAs create a more 67.51 144.00 -9.73 .000

competitive marketplace
in the medical community.

MSAs decrease unnecessary 72.21 137.97 -8.37 .000

patient utilization.
MSAs decrease 74.98 134.41 -7.73 .000

administrative costs.
MSAs decrease overall 70.28 140.44 -8.93 .000

health care spending.

Problems with MSAs
Democrat Republican Asymp. Sip

Survey Statement Mean Rank Mean Rank Z 2-tailed)

With MSAs, patients lack 129.35 64.60 -8.30 .000

information to make
informed decisions in the
marketplace.
MSAs create adverse 121.42 74.78 -6.14 .000

selection of healthier
versus sicker
individuals.
MSAs place too much 135.96 56.11 -10.01 .000

responsibility on the
individual.
MSA5 deter patients from 129.39 64.54 -8.32 .000

seeking needed preventive
services.
MSAs increase overall 129.43 64.49 -8.56 .000

health care spending.



54

Research Hypothesis #4: Political party will be the
strongest predictor of state legislator support for NSAs.

Results of a stepwise logistic regression of

legislators' support for MSAs for potential predictor

variables are shown in Table 6. Variables found to be

significant included political party, gender, and being a

state legislator from the states of Alaska and Minnesota.

The odds ratio for political party was 24.15, indicating

that the odds of supporting MSAs were 24 times greater for

Republicans than Democrats. The odds ratio for gender was

2.29, indicating that men were over two times more likely

to support MSAs than women. The odds ratio for the state of

Alaska was .24, indicating that Alaska legislators were the

least likely to support MSA5 in comparison to the eight

other states. Lastly, the state of Minnesota had an odds

ratio of 5.51, indicating that Minnesota state legislators

were over five times more likely to support NSA legislation

than state legislators in the other eight states.

In addition, the regression model had a Nagelkerke R2

of .54, indicating that the model accounted for over 50% of

the variance.
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Table 6. Odds Ratios for Potential Predictors of
Legislators' Support for MSAs (N=20l)

Potential Predictors Si9. Odds Ratio 95% confidence
Interval

Political Party
Republican/Democrat .00 24.15 10.77, 54.17

Gender
Male/Female .05 2.23 1.01, 5.18

State
Alaska/All States .04 0.24 0.62, 0.92
Minnesota/All States .01 5.51 1.49, 20.39

Hypothesis *5: There will be no difference among state
legislators from different political affiliations in their
perceptions of the current health care system in terms of
cost, access and quality.

The survey focused on three areas regarding the

current health care system access (2 statements) , quality

(2 statements) and finance/delivery (6 statements) . The ten

statements were structured so participants completed the

following phrase, "The U.S health care system CURRENTLY..."

There were significant differences in state legislators'

perceptions to all areas based on political party.

Access #1 - The U.S. health care system CURRENTLY
provides equitable access to health care for all
individuals.



Results of the differences between Republican and

Democratic state legislators' perceptions of whether the

current system provides equitable access are presented in

Table 7. A Mann-Whitney U test revealed a significant

difference between Republican and Democratic state

legislators' perceptions of whether the current system

provides equitable access (Z = -6.57, p = .000) . One-

hundred and twelve Democratic state legislators strongly

disagreed, disagreed or were unsure that the current health

care system provides equitable access to health care for

all individuals compared to 72 Republican state

legislators.

Access #2 The U.S. health care system CURRENTLY
allows patients access to almost any medical provider
he or she chooses.

Results of the differences between Republican and

Democratic state legislators' perceptions of whether the

current system allows patients access to almost any

provider are presented in Table 7. A Mann-Whitney U test

revealed a significant difference between Republican and

Democratic state legislators' perceptions of whether the

current system allows patients access to almost any

provider (Z = -4.63, p = .000) . One hundred and five

Democratic state legislators strongly disagreed, disagreed
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or were unsure that the current health care system allows

patients access to almost any medical provider compared to

only 64 Republican state legislators.

Quality #1 The U.S. health care system CURRENTLY
provides consumers needed medical information.

Results of the differences between Republican and

Democratic state legislators' perceptions of whether the

current system provides consumers needed medical

information are presented in Table 7. A Mann-Whitney U test

revealed a significant difference between Republican and

Democratic state legislators' perceptions of whether the

current system provides consumers needed medical

information (Z -5.34, p = .000) . Seventy-nine Democratic

state legislators strongly disagreed, disagreed or were

unsure that the current health care system provides

consumers needed medical information compared to only 32

Republican state legislators.

Quality #2 The U.S. health care system CURRENTLY
provides equitable quality of health care to all
citizens.

Results of the differences between Republican and

Democratic state legislators' perceptions of whether the

current system provides equitable quality of health care to

all citizens are presented in Table 7. A Mann-Whitney U
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test revealed a significant difference between Republican

and Democratic state legislators' perceptions of whether

the current system provides equitable quality of health

care to all citizens (Z = -6.51, p = .000) . One hundred and

eleven Democratic state legislators strongly disagreed,

disagreed or were unsure that the current health care

system provides equitable quality compared to 69 Republican

state legislators.

Finance/Delivery #1 The U.S. health care system
CURRENTLY subsidizes health care for the indigent
population.

Results of the differences between Republican and

Democratic state legislators' perceptions of the way the

current system subsidizes health care for the indigent are

presented in Table 7. A Mann-Whitney U test revealed a

significant difference between Republican and Democratic

state legislators' perceptions of the way the current

system subsidizes health care for the indigent (Z = -6.99,

p = .000) . Forty-five Democratic state legislators strongly

disagreed, disagreed or were unsure that the current health

care system subsidizes health care for the indigent

population compared to three Republican state legislators.
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Finance/Delivery #2 The U.S. health care system
CURRENTLY emphasizes Medicaid, SCHIP and Medicare.

Results of the differences between Republican and

Democratic state legislators' perceptions of whether the

current system emphasizes public programs are presented in

Table 7. A Mann-Whitney U test revealed a significant

difference between Republican and Democratic state

legislators' perceptions of whether the current system

emphasizes public programs (Z = -4.97, p = .000) . Sixty

Democratic state legislators strongly disagreed, disagreed

or were unsure that the current health care system

emphasizes public programs compared to 21 Republican state

legislators.

Finance/Delivery #3 The U.S. health care system
CURRENTLY emphasizes individual and employer-sponsored
private coverage.

Results of the differences between Republican and

Democratic state legislators' perceptions of the way the

current system emphasizes private coverage are presented in

Table 7. A Mann-Whitney U test revealed that there was no

significant difference between Republican and Democratic

state legislators' perceptions of the way the current

system emphasizes private coverage (Z = -1.01, p = .272)

Ninety-six Democratic state legislators strongly agreed,
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emphasizes private coverage compared to 85 Republican state

legislators.

Finance/Delivery #4 The U.S. health care system
CURRENTLY provides equal tax treatment for those
without employer-sponsored health insurance.

Results of the differences between Republican and

Democratic state legislators' perceptions of the tax

treatment individuals receive without employer-sponsored

health insurance are presented in Table 7. A Mann-whitney U

test revealed a significant difference between Republican

and Democratic state legislators' perceptions of the tax

treatment individuals receive without employer-sponsored

health insurance (Z = -3.01, p = .002) . One-hundred and ten

Democratic state legislators strongly disagreed, disagreed

or were unsure that the current health care system provides

equal tax treatment compared to 83 Republican state

legislators.

Finance/Delivery #5 The U.S. health care system
CURRENTLY allows any individual to place pre-tax
contributions into an MSA.

Results of the differences between Republican and

Democratic state legislators' perceptions on whether the

current system allowed any individual to place pre-tax



contributions into an MSA are presented in Table 7. A Mann-

Whitney U test revealed no significant difference between

Republican and Democratic state legislators' perceptions on

whether the current system allowed any individual to place

pre-tax contributions into an NSA (Z = -1.59, p = .113)

Ninety-six Democratic state legislators strongly disagreed,

disagreed or were unsure that the current health care

system allows any individual to place pre-tax contributions

into an NSA compared to 73 Republican state legislators.

Finance/Delivery #6 The U.S. health care system
CURRENTLY makes individuals aware of the actual costs
of health care services.

Results of the differences between Republican and

Democratic state legislators' perceptions on whether the

current system makes individuals aware of the actual costs

of health care services are presented in Table 7. A Mann-

Whitney U test revealed a significant difference between

Republican and Democratic state legislators' perceptions on

whether the current system makes individuals aware of the

actual costs of health care services (Z = -3.55, p = .000)

One-hundred and five Democratic state legislators strongly

disagreed, disagreed or were unsure that the current health

care system makes individuals aware of the actual costs of
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health care services compared to 85 Republican state

legislators.

Table 7. Summary of Democratic and Republican State
Legislators' Perceptions of the Current Health Care System

Access
Survey Statement: Democrat Republican
The U.S. health care Mean Rank Mean Rank Asymp. Sig
system CURRENTLY... N = 113 N = 88 Z (2-tailed)

...provides equitable 79.48 128.64 -6.57 .000

access to health care
for all individuals.
...allows patients access 86.12 120.10 -4.63 .000

to almost any medical
provider he or she
chooses.

u U L L

...provides consumers 82.95 124.18 -5.34 .000
needed medical
information.

...provides equitable 79.73 128.31 -6.51 .000

quality of health care
to all citizens.

Finance/Delivery
...subsidizes health care 79.87 129.41 -6.99 .000

for the indigent
population.
...emphasizes Medicaid, 84.70 121 . 93 -4 .97 .000

SCHIP and Medicare.
...emphasizes individual 97.70 105.23 -1.01 .272

and employer-sponsored
private health
insurance coverage.
...provides equal tax 90.90 113.97 -3.01 .002

treatment for those
without employer-
sponsored health
insurance.
...allows any individual 106.42 94.03 -1.59 .113

to place pre-tax
contributions into a
medical savings
account.
...makes individuals 112.76 85.90 -3.55 .000

aware of the actual
costs of health care
services.
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Hypothesis #6: Republican state legislators are more likely
to favor private sector strategies in a future health care
system in terms of cost, access and quality compared to
Democratic state legislators.

The same categories used to assess state legislators'

perceptions of the current health care system were used to

assess their future perceptions. The ten statements were

changed to the following phrase, "The U.S health care

system SHOULD..." There were significant differences in state

legislators' perceptions to all areas based on political

party.

Access #1 The U.S. health care system SHOULD provide
equitable access to health care for all individuals.

Results of the differences between Republican and

Democratic state legislators' perceptions of equitable

access are presented in Table 8. A Mann-Whitney U test

revealed a significant difference between Republican and

Democratic state legislators' perceptions of equitable

access (Z = -5.07, p = .000) . One-hundred and six

Democratic state legislators strongly agreed, disagreed or

were unsure that the health care system should provide

equitable access to health care for all individuals

compared to only 80 Republican state legislators.
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Access #2 The U.S. health care system SHOULD allow
patients access to almost any medical provider he or
she chooses.

Results of the differences between Republican and

Democratic state legislators' perceptions of if the health

care system should allow patients access to almost any

medical provider are presented in Table 8. A Mann-Whitney U

test revealed that there was a significant difference

between Republican and Democratic state legislators'

perceptions of if the health care system should allow

patients access to almost any medical provider (Z = -2.54,

p = .011). Ninety-one Democratic state legislators strongly

agreed, agreed or were unsure that the health care system

should allow patients access to almost any medical provider

compared to only 52 Republican state legislators.

Quality #1 The U.S. health care system SHOULD
provide consumers needed medical information.

Results of the differences between Republican and

Democratic state legislators' perceptions whether the

health care system should provide consumers needed medical

information are presented in Table 8. A Mann-Whitney U test

revealed no significant difference between Republican and

Democratic state legislators' perceptions whether the

health care system should provide consumers needed medical
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information (Z = -1.16, p = .247) . One-hundred and eight

Democratic state legislators strongly agreed, agreed or

were unsure that the health care system should provide

consumers needed medical information compared to 84

Republican state legislators.

Quality #2 The U.S. health care system SHOULD
provide equitable quality of health care to all
citizens.

Results of the differences between Republican and

Democratic state legislators' perceptions of whether the

health care system should provide equitable quality to all

citizens are presented in Table 8. A Mann-Whitney U test

revealed that there was a significant difference between

Republican and Democratic state legislators' perceptions of

whether the health care system should provide equitable

quality to all citizens (Z = -6.48, p = .000) . One-hundred

and five Democratic state legislators strongly agreed,

agreed or were unsure that the health care system should

provide equitable quality compared to 65 Republican state

legislators.

Finance/Delivery #1 - The U.S. health care system
SHOULD subsidize health care for the indigent
population.



Results of the differences between Republican and

Democratic state legislators' perceptions of whether the

system should subsidize health care for the indigent are

presented in Table 8. A Mann-Whitney U test revealed a

significant difference between Republican and Democratic

state legislators' perceptions of whether the system should

subsidize health care for the indigent (Z = -5.65, p =

.000) . One hundred and nine Democratic state legislators

strongly agreed, agreed or were unsure that the health care

system should subsidize health care for the indigent

population compared to 80 Republican state legislators.

Finance/Delivery #2 The U.S. health care system
SHOULD emphasize Medicaid, SCHIP and Medicare.

Results of the differences between Republican and

Democratic state legislators' perceptions on whether the

system should emphasize public programs are presented in

Table 8. A Mann-Whitney U test revealed a significant

difference between Republican and Democratic state

legislators' perceptions on whether the system should

emphasize public programs (Z = -6.17, p = .000) . Ninety-

nine Democratic state legislators strongly agreed, agreed

or were unsure that the health care system should emphasize
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public programs compared to 46 Republican state

legislators.

Finance/Delivery #3 The U.S. health care system
SHOULD emphasize individual and employer-sponsored
private coverage.

Results of the differences between Republican and

Democratic state legislators' perceptions of whether the

health care system should emphasize private coverage are

presented in Table 8. A Mann-Whitney U test revealed a

significant difference between Republican and Democratic

state legislators' perceptions of whether the health care

system should emphasize private coverage (Z = -4.50, p =

.000) . Table 8 displays the results. Fifty-eight Democratic

state legislators strongly disagreed, disagreed or were

unsure that the health care system should emphasize private

coverage compared to 16 Republican state legislators.

Finance/Delivery #4 The U.S. health care system
SHOULD provide equal tax treatment for those without
employer-sponsored health insurance.

Results of the differences between Republican and

Democratic state legislators' perceptions of whether

individuals without employer-sponsored health insurance

should receive equal tax treatment are presented in Table

8. A Mann-Whitney U test revealed that there was no



significant difference between Republican and Democratic

state legislators' perceptions of whether individuals

without employer-sponsored health insurance should receive

equal tax treatment (Z = -0.61, p = .543) . One-hundred and

six Democratic state legislators strongly agreed, agreed or

were unsure that the health care system should provide

equal tax treatment compared to 78 Republican state

legislators.

Finance/Delivery #5 The U.S. health care system
SHOULD allow any individual to place pre-tax
contributions into an MSA.

Results of the differences between Republican and

Democratic state legislators' perceptions on whether the

health care system should allow any individual to place

pre-tax contributions into an MSA are presented in Table 8.

A Mann-Whitney U test revealed that there was a significant

difference between Republican and Democratic state

legislators' perceptions on whether the health care system

should allow any individual to place pre-tax contributions

into an MSA (Z = -6.65, p = .000) . Fifty-eight Democratic

state legislators strongly disagreed, disagreed or were

unsure that the health care system should allow any

individual to place pre-tax contributions into an MSA

compared to seven Republican state legislators.



Finance/Delivery #6 - The U.S. health care system
SHOULD make individuals aware of the actual costs of
health care services.

Results of the differences between Republican and

Democratic state legislators' perceptions on whether the

system should make individuals aware of the actual costs of

health care services are presented in Table 8. A Mann-

Whitney U test revealed that there was a significant

difference between Republican and Democratic state

legislators' perceptions on whether the system should make

individuals aware of the actual costs of health care

services (Z = -3.75, p = .000) . One-hundred and eight

Democratic state legislators strongly agreed, agreed or

were unsure that the health care system should make

individuals aware of the actual costs of health care

services compared to 86 Republican state legislators.

A discrepancy analysis was also performed to compare

Republican and Democrats' current and future perceptions of

the previously described ten categories. The results are

presented in Table 9. Survey statements with high

discrepancy indicated low agreement between what state

legislators believe currently exists and what they desire.

Conversely, survey statements with low discrepancy
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indicated high agreement between what state legislators

believe currently exists and what they desire. Survey

statements were ranked by level of discrepancy for both

political parties. The following statements yielded high

discrepancies for both parties: 1) The U.S. health care

system makes individuals aware of the actual costs of

health care services; 2) The U.S. health care system

provides equitable access to health care services for all

individuals; 3) The U.S. health care system provides equal

tax treatment for those individuals without employer-

sponsored health insurance. The following statement had the

lowest discrepancy for both parties: The U.S. health care

system emphasizes individual and employer-sponsored private

health insurance coverage.
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Table 8. Summary of Democratic and Republican State
Legislators' Perceptions of a Future Health Care System

lcce S S

Survey Statement:
The U.S. health care
system SHOULD...

Democrat
Mean Rank
N = 113

Republican
Mean Rank
N = 88

Asymp. Sig
Z (2-tailed)

...provide equitable 117.88 79.33 -5.07 .000
access to health care
for all individuals.
...allow patients 109.65 89.90 -2.54 .011
access to almost any
medical provider he
or she chooses.

J

...provide consumers 104.71 96.24 -1.57 .247
needed medical
information.
...provide equitable 122.88 72.91 -6.48 .000
quality of health
care to all citizens.

Finance/Delivery
...subsidize health 119.41 77.36 -5.65 .000
care for the indigent
population.
...emphasize Medicaid, 122.26 73.70 -6.17 .000
SCHIP and Medicare.
...emphasize individual 85.81 120.51 -4.50 .000
and employer-
sponsored private
health insurance
coverage.
...provide equal tax 102.98 98.45 -0.61 .543
treatment for those
without employer-
sponsored health
insurance.
...allow any individual 78.67 129.68 -6.65 .000
to place pre-tax
contributions into a
medical savings
account.
...make individuals 88.70 116.80 -3.75 .000
aware of the actual
costs of health care
services.
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CHAPTER 5

CONCLUSION & DISCUSSION

This research provided an opportunity to incorporate

state legislators' perceptions into the political

feasibility of MSAs and possible future initiatives. Data

was gathered in relation to state legislators' knowledge

and perceptions of medical savings accounts (MSA5) and

current and future health care systems. This chapter

provides insight and detailed discussion on the study's six

research questions.

Research Question #1: Is there a difference among state
legislators from different political affiliations on the
level of satisfaction of the U.S. health care system?

The data provided convincing evidence that there was a

difference among Democratic and Republican state

legislators' level of satisfaction of the U.S. health care

system. When asked if they were satisfied overall with the

U.S. health care system, 110 out of 113 (97%) Democratic

state legislators strongly disagreed, disagreed or were

unsure, compared to only 42 out of 88 (48%) Republicans.

This illustrates an obvious difference in how Republican

and Democratic state lawmakers view the current system. No
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research currently exists on the satisfaction levels of

Republican or Democratic state legislators, thus this study

provides the first attempt to measure such differences.

Research Question #2: Is there a difference among state
legislators from different political affiliations on the
familiarity with medical savings accounts (MSAs)?

When asked if they were familiar with MSA5,

Republicans significantly differed from Democrats. However,

a closer look revealed that majorities from both parties

indicated some familiarity with MSAs. Eighty-three out of

113 (73%) Democratic state legislators strongly agreed or

agreed that they were familiar with MSA5, compared to 82

out of 88 (93%) Republicans.

Research Question #3: What are the attitudes of state
legislators from different political affiliations of MSA5?

Results from the benefit and problem statements of

MSAs highlighted significant and telling differences

between political parties. The statements, "MSAs create a

more competitive marketplace in the medical community" and

"MSAs place too much responsibility on the individual"

elicited the largest differences between parties. Eleven

out of 113 (10%) Democratic state legislators strongly
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agreed or disagreed that MSAs create a more competitive

marketplace in the medical community, compared to 70 out of

88 (80%) Republicans. In addition, 20 out of 113 (18%)

Democratic state legislators strongly disagreed or

disagreed that MSA5 place too much responsibility on the

individual, compared to 77 out of 88 (88%) Republicans.

Overall, these results illustrate a central point

about how state legislators view the future potential of

MSAs. Republicans believe NSAs will increase competition,

individual responsibility and thus have a positive impact

by lowering costs. Conversely, Democrats are far less

confident in MSAs due to the lack of available information,

increased risk of adverse selection, and added

responsibility placed on individuals.

Research Question #4: How do political affiliation, state,
gender, age, and experience predict state legislator
support for MSA5?

Similar to Flynn, Goldstein et al. (1998), political

party was found to be the strongest predictor of state

legislator support of MSA5. Results indicated that

Republicans were 24 times more likely to support MSA

legislation than their Democratic colleagues. Gender was

also found to be a significant predictor of legislator
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support of MSAs, as men were more than two times more

likely than women to support MSAs. The results also showed

that Minnesota state legislators were over five times more

likely to support MSA5 than the other eight states and that

Minnesota may be a receptive environment for future

legislation. Conversely, results showed that Alaska state

legislators were least likely to support MSA5, suggesting

that Alaska may be unproductive for researchers and

policymakers investing time in MSA legislation.

Unlike Flynn, Goldstein et al. (1998), this study did

not focus on legislators' intent to support MSA5. We

believe that having to conduct personal interviews with

legislators before each vote to determine their intent is

extremely cumbersome and unrealistic during the fast-paced

legislative process. In order to develop a more useful

tool, this study compared political party, state, years of

experience and gender. Since it has been shown that voting

behavior is unidimensional (Schneider, 1977) , we felt that

focusing on political affiliation was appropriate.
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Research Question #5: How do state legislators from
different political affiliations perceive the current
health care system in terms of cost, access and quality?

The survey results indicated the following four key

areas where Republican and Democratic state legislators

differed in their perceptions of the current health care

system: equitable access, subsidizing health care for the

indigent, equitable quality, and needed medical

information.

1) Equitable access

When asked if the current health care system provides

equitable access to health care for all individuals, 107

out of 113 (95%) Democrats strongly disagreed or disagreed

compared to 57 out of 88 (65%) Republicans. Interestingly,

research has clearly indicated that the U.S. health care

system provides inequitable access to all citizens

(Hellander, Noloo et al., 1995; Blendon, Benson et al.,

2003; Fronstin, 2003; Callahan & Cooper, 2004).

2) Subsidize health care for the indigent

When asked if the current health care system

subsidizes health care for the indigent population, 68 out

of 113 (60%) Democrats strongly agreed or agreed, compared
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to 85 out of 88 (97%) Republicans. These results highlight

a significant difference in state legislators' perceptions

of how well state and/or federal funds are used to aid the

indigent population. Since a large majority of Republicans

believe the current system is already providing coverage

for the indigent population, they will most likely be less

inclined to support any expansion of services to the

indigent.

3) Equitable quality

When asked if the current health care system provides

equitable quality, 102 out of 113 (90%) Democrats strongly

disagreed or disagreed, compared to 52 out of 88 (59%)

Republicans. Since the publication of the Institute of

Medicine's report, The Quality Chasm (2001), much is now

know about the significant gaps in quality in the U.S.

health care system. However, even with this published

information circulating among researchers and policymakers,

10 percent of Democrats and 41 percent of Republicans

indicated that they strongly agreed, agreed or were unsure

that the current system provides equitable quality.
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4) Needed medical information

When asked if the current health care system provides

consumers needed medical information, 79 out of 113 (70%)

Democrats strongly disagreed, disagreed or were unsure,

compared to 32 out of 88 (36%) Republicans. This may be one

of the more interesting findings as MSAs, HRAs and HSAs

become more commonplace in the marketplace. Many analysts

agree that these types of accounts require consumers to

make decisions based on information that is not readily

available today (Schweitzer, Hershey et al., 1996;

Herzlinger 2002; Parker, Ratzan et al. 2003) . Past research

has also shown that consumers base most health care

decisions on inadequate information (Mechanic, 1989;

Isaacs, 1996; Tumlinson, Bottigheimer et al., 1997).

Ironically, this study shows that those legislators in

support of MSAs are more inclined to believe that there is

adequate information in the marketplace today.

These results indicate discrepancies between political

affiliations with respect to health policy, but also

highlight educational opportunities for researchers and

stakeholders. For example, much research currently exists

about Americans' level of satisfaction of the health care

system and the existing disparities of access and quality.

Thus, researchers should ensure that future results and
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findings are properly disseminated to policymakers. Since

it is unlikely that legislators will find resolution around

any single option anytime soon, it is imperative that

researchers help develop a common level of understanding

among legislators.

Research Question #6: How do state legislators from
different political affiliations perceive the future health
care system in terms of cost, access and quality?

This study provides a first step in which legislators

and stakeholders may begin developing bipartisan support in

addressing decade-long questions. A discrepancy analysis of

state legislators' current and future perceptions of the

health care system (see Table 9) revealed the following

three areas of possible consensus: making individuals aware

of the actual costs of health care services; providing

equitable access to health care services for all

individuals; and providing equal tax treatment for those

individuals without employer-sponsored health insurance.

1) Making individuals aware of the actual cost of care.

The majority of both Democrats and Republicans

indicated that the current system does not make individuals

aware of actual health care costs and any future system
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should change this. Many policy analysts contend that the

evolution of health insurance in the U.S. has created a

moral hazard of overutilization which has adversely

affected cost, access and quality (Herzlinger, 2002; Porter

& Olmsted Teisberg, 2004) . It has been widely documented

that Americans consume more health care services per capita

compared to other countries, while achieving worse health

outcomes in many cases (Anderson, Reinhardt et al., 2003;

Huber and Orosz, 2003)

2) Providing equitable access

Even though Republicans and Democrats differed in

their perceptions of how the current system provides

access, they agreed that the current system does not

provide equitable access to health care services compared

to what a future system should provide.

3) Provide equal tax treatment

This study indicated that both Republican and

Democratic state lawmakers favor a future system that

provides equal tax treatment to those individuals without

employer-sponsored health insurance. It has been well

documented that U.S. tax policy is extremely inequitable

regarding health insurance, as the current regressive tax
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subsidy favors higher income earners and penalizes those

without access to employer-sponsored coverage (Feldstein,

1990; Arnett, 1999) . In addition, research has shown that

those without access to employer-sponsored coverage,

generally have lower-incomes and pay a higher percent of

their income on health insurance (Collins, Davis et al.,

2004) . This study revealed that there may be bipartisan

support to provide equal tax treatment for those

individuals without employer-sponsored health insurance.

Recommendations for State Legislatures:

The following recommendations for state legislatures

stem from important findings that appear to have bipartisan

support:

Begin developing strategies that make individuals more

aware of the actual cost of care. Whether through a

state's insurance regulations, Medicaid program or public

employees benefit system, legislators may find consensus

with pilot programs that create such an effect.

Begin pursuing legislative action that provides equal tax

treatment. For example, state legislators may support

having their state break from the federal tax code and

eliminate or cap the tax exclusion for employer-sponsored
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coverage and (or) make tax subsidies available for those

without access to employer-sponsored coverage.

Recouimendations for Future Research:

The following areas are recommended for future

research:

The reasons behind the Democrats hiqh level of

dissatisfaction, and the Republicans' level of

satisfaction. Legislators' differences in satisfaction of

the US. health care system could reflect differences in

their willingness and commitment to pursue change, thus

it is imperative to attain a better understanding of

their satisfaction levels.

The proqress of MSA5 and consumer-driven health care.

Since MSAs are so new to the health insurance

marketplace, both Republican and Democratic positions are

based mostly on conjecture at the present time.

Different predictive models for multiple reform plans.

Future research should also examine the degree of support

of MSA legislation by Democratic legislators. This study

showed that 67 out of 113 (59%) of Democrats were unsure

if they would support MSA legislation in the future. This
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represents a large block of potential supporters and

future research should identify the underlying reasons

behind the Democrats' uncertainty and determine what

changes or assurances are needed to gain their full

support.

. Legislators' perceTjtions of the indigent population who

should receive government assistance. For example, should

the eligibility criteria for state aid be based on the

federal poverty guidelines or other indicators? In

addition, it would be helpful to understand what state

legislators believe should be done for individuals with

differing income levels, from the indigent to the more

affluent. This information will be essential in

developing a comprehensive strategy for universal

coverage and/or access.

The reasons why legislators believe that equitable

ality currently exists. It will be important to assess

their willingness to improve health care quality through

legislative actions. For example, patient safety

legislation that may require error reporting by

physicians and hospitals could be extremely beneficial to

improving outcomes and quality. However, such legislation
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may encounter serious roadblocks by the 10 percent of

Democrats and 41 percent of Republicans who believe that

the current system provides equitable quality.

The reasons why state legislators believe adequate

information exists for consumers. Sixty-four percent of

Republicans agreed or strongly agreed that adequate

information currently exists for consumers. This could

prove to be a significant obstacle in passing legislation

that would benefit consumers by requiring providers,

hospitals and insurers to become more transparent in

reporting costs and quality indicators.

Legislators' perceptions of equitable access and the role

government should have in achieving it. Before equitable

access can be achieved, society must first answer the

question, access to what? For example, should future

reform focus on a comprehensive health insurance package,

catastrophic coverage, primary care services, or

preventive services? Developing bipartisan support in

answering this question will begin laying the foundation

for any future model.
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As the 213t century unfolds, there could not be a more

opportune time to address U.S. health care reform.

Unfortunately, as we continue to ignore the growing crisis

in our health care system, we are courting disaster of a

staggering magnitude a disaster that is imminently

avoidable, but only if we act swiftly and boldly. The

growing health care crisis in our health care system is

rapidly becoming the single most pressing domestic

challenge facing the U.S. This is not solely due to the

growing number of uninsured who are unable to afford timely

access to needed care, but because of the implications and

opportunity costs involved with committing an unsustainable

amount of resources to a broken system.

We are consistently faced with disturbing facts about

our system's inefficiencies. For example, the U.S. spends

more on health care than twice the per capita average of 30

countries participating in the Organization for Economic

Cooperation and Development (OECD), while also faring far

worse in health outcomes (length of life and infant

mortality) in comparison to the OECD nations (Anderson,

Reinhardt et al., 2003; Huber & Orosz, 2003; Hussey &

Anderson, 2003) . Yet seriously addressing these inequities

does not appear to be on any state or congressional policy

agenda.
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As the U.S spends more on health care per capita than

any country in the world, American consumers know amazingly

little of the cost and quality of care they receive. Today,

the absence of quality information allows health insurance

companies, the government, providers and employers to play

a game of "hot potato" with rising costs. Unlike typical

market competition, this cycle continues without ever

gaining greater efficiency or value and ultimately burns

the consumer.

Few would disagree that the U.S. system is fragmented,

inefficient and costly. However, finding the political

feasibility in any solution remains the largest obstacle.

As Oberlander (2003) highlights, institutional

fragmentation has created significant barriers to the

passage of any reform legislation. The U.S. system of

governance provides no assurance that the president or any

state governor will represent the same party as the

congressional or state assembly majority, making it

difficult to pass meaningful reform legislation. In

addition, partisan majorities do not necessarily produce

policy majorities in American politics. As state and

federal legislators use their leverage and special interest

connections to introduce health reform bills, it results in
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a fragmented process that makes it difficult for even a

majority to support any one plan.

The need to correct our system's flaws has become even

more pressing as recent attention has highlighted the

unfunded benefit liabilities of Medicare and Social

Security. Peter Peterson, the author of Running on Empty

(2004) , writes that "in 2000 the unfunded liabilities were

estimated to be 'only' $13 trillion, and by 2004 those

estimates had jumped to $21 trillion. In March 2004, the

Social Security and Medicare trustees estimated their

unfunded benefit liablities, using an infinite time

horizon, at $74 trillion" (p. 33) . Peterson concludes that

in order to meet such a future need, Medicare benefits will

have to be cut by approximately 50 percent and payroll

taxes doubled. Such actuarial prognostications will soon

prompt state and federal legislative leaders to take

significant action.

It is my hope that policymakers and researchers can

break out of partisan politics and special interests and

begin building consensus around a common vision before it

is too late. As President Theodore Roosevelt once said,

lRhetoric is a poor substitute for action, and we have

trusted only to rhetoric. If we are really to be a great

nation, we must not merely talk; we must act big." The
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present study sheds light on initiatives that could

expedite the reform process by having bipartisan support

and creating a foundation for the nation to act big.
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APPENDIX A

Comparison of Health Savings Accounts, Medical Savings
Accounts, and Health Reimbursement Arrangements

(The Benefits Group of Davis & Harman LLP)

HSA (Health MSA (Medical HRA (Health
Savings Savings Reimbursement
Accounts) Accounts) Arrangements)

Who owns the Eligible Eligible Employer
account? employee employee
Who funds the Eligible Eligible Employer
account? employee employee or

and/or employer (not
employer both)
and/or other
individuals on
eligible
employee' s
behalf

How is the Deposited Deposited "Zero-balance
account directly into directly into account;" not
funded? account account a true

accountan
"IOU" by
employers to
pay expenses

Is there a In 2004, 100% In 2004, 65% No statutory
maximum of annual of annual limit as
contribution deductible; deductible for contributions
per year? not to exceed individuals; are made; an

$2,600 for 75% for arrangement
individuals families; pro- where employer
and $5,150 for rated by pays medical
families; pro- effective date expenses
rated by the of health plan
effective date
of health
plan; indexed
for inflation

Is it a Yes Yes Yes
personal
account?
Does it Yes, tax-free Yes, tax-free No
a cc rue

interest?
Is it Funds roll Funds roll Funds may roll
portable? over every over every over; employer

year; owned by year; owned by owns funds at
account holder account holder termination or

ret i r eme n t



uiIi

What type of In 2004, In 2004, No
health plan Individual Individual requirements
is required, deductible: deductible:
if any? $1,000 to $1,700 to

$5,000 with $2,500 with
in-network COP COP maximum of
of $5,000; $3,350; Family
Family deductible:
deductible: $3,350 to
$2,000 to $5,150 with
$10,000 with OOP of $6,150
in-network COP
of $10,000

Can funds be Funds used for Funds used for Funds may not
used to pay non-medical non-medical be used for
for non- expenses are expenses are non-qualified
qualified taxed and taxed and/or medical
expenses? penalized penalized expenses; non-

medical result
will terminate
HRA and result
in penalties
and taxes

What is the Contributions Contributions Funds used to
tax are 100% tax are 100% tax pay for
treatment? deductible; deductible; medical

funds spent on funds spent on expenses not
medical medical reported as
expenses are expenses are income
tax-free for tax-free for
life; at 65, life; at 65,
funds used to funds used to
supplement supplement
income are income are
tax-deferred tax-deferred

Is there a Yes, 55 and No No
"catch up" older starting
provision? in 2004 may

contribute an
extra $500 per
year;
provision
increases $100
each year to
2009 when the
contribution
can be $1,000
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APPENDIX C

Electronic Invitation Letter

Dear State Legislator:

In 2003, approximately 14% of Americans were without health
insurance. With the current national economic downturn,
high unemployment rate, and rapidly increasing health
insurance premiums, it is estimated that the number of
uninsured will continue to increase.

As policymakers debate the future of health care in the
U.S., it has become more important to develop a thorough
understanding of the factors associated with policymakers'
perceptions of the U.S. health care system. This
information will help identify the similarities and
differences between policymakers, laying the groundwork for
future compromises.

As a state legislator, we are asking for your help in
identifying your perceptions of and solutions to the U.S.
health care system. We would appreciate it if you would
take about 15 minutes to respond to a web-based survey.
After reading this letter, if you choose to participate,
please click on the attached State Legislator Health Care
Survey.

Your responses, together with others, will be combined and
used for statistical summaries only. Your participation in
this study is voluntary and the return of the survey will
constitute your consent to participate. Only a small sample
of state legislators will receive the survey, so your
participation is vital to the study.

The answers you provide are strictly confidential and
special precautions have been established to protect the
confidentiality of your responses. Once your completed
survey is returned, any identifying information will be
stripped and deleted.
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If you have any questions about the survey, please email
us at mbone@bendcable.com. Thank you for your help. We
appreciate your cooperation.

Sincerely,

Raymond Tricker, PhD
Oregon State University
Department of Public Health

Michael J. Bonetto, MPH, MS
Oregon State University
Department of Public Health
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APPENDIX E

CROSS TABULATIONS

Research Question #1: Is there a difference in state
legislators' level of satisfaction of the health care
system?

Cross Tabulation: Democratic and Republican State
Leqislators' Satisfaction of U.S. Health Care System
Survey Overall, you are satisfied with the U.S. health
Statement: care system.

Strongly Strongly
Disagree Disagree Unsure Agree Agree Total

Democrat 36 66 8 3 0 113
Republican 2 32 8 44 2 88
Total 38 98 16 47 2 201

Research Question #2: Is there a difference in state
legislators' familiarity of MSA5?

Cross Tabulation. Democratic and Republican State
Leqislators' Familiarity with MSAs
Survey I am familiar with medical savings accounts
Statement: (MSA5)

Strongly Strongly
Disagree Disagree Unsure Agree Agree Total

Democrat 2 13 15 70 13 113

Republican 1 3 2 56 26 88

Total 3 16 17 126 39 201
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Research Question #3: What are state legislators' attitudes
of MSAs?

Benefit #1 MSAs make individuals more responsible
for the costs of health care.

Cross Tabulation: MSA5 Make Individuals More Responsible
for the Costs of Health Care

Strongly Strongly
Disagree Disagree Unsure Agree Agree Total

Democrat 2 28 43 38 2 113
Republican 0 4 5 52 27 88

Total 2 32 48 90 29 201

Benefit #2 MSA5 eliminate the expense of paying for
first-dollar coverage.

Cross Tabulation: MSA5 Eliminate the Expense of Paying for
First-Dollar Coveraqe

Strongly Strongly
Disagree Disagree Unsure Agree Agree Total

Democrat 3 24 69 16 1 113
Republican 0 4 32 43 9 88
Total 3 28 101 59 10 201

Benefit #3 MSA5 create a more competitive
marketplace in the medical community.

Cross Tabulation: MSAs Create a More Competitive
Marketplace in the Medical Community

Strongly Strongly
Disagree Disagree Unsure Agree Agree Total

Democrat 11 28 63 10 1 113

Republican 0 2 16 54 16 88

Total 11 30 79 64 17 201
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Benefit #4 MSA5 decrease unnecessary patient
utilization.

Cross Tabulation: MSA5 Decrease Unnecessary Patient
Utilization

Strongly Strongly
Disagree Disagree Unsure Agree Agree Total

Democrat 7 35 54 15 2 113

Republican 0 1 27 45 15 88

Total 7 36 81 60 17 201

Benefit #5 MSA5 decrease administrative costs.

Cross Tabulation: MSA5 Decrease Administrative Costs
Strongly Strongly
Disagree Disagree Unsure Agree Agree Total

Democrat 9 35 61 7 1 113

Republican 0 5 37 38 8 88

Total 9 40 98 45 9 201

Benefit #6 MSAs decrease overall health care
spending.

Cross Tabulation: MSAs Decrease Overall Health Care
Soendinq

Strongly Strongly
Disagree Disagree Unsure Agree Agree Total

Democrat 9 37 57 10 0 113

Republican 0 4 24 47 13 88

Total 9 41 81 57 13 201
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Problem #1 With MSAs, patients lack information to
make informed decisions in the marketplace.

Cross Tabulation: With MSAs, Patients Lack Information to
Make Informed Decisions in the Marketplace

Strongly Strongly
Disagree Disagree Unsure Agree Agree Total

Democrat 0 12 61 37 3 113

Republican 7 55 20 4 2 88

Total 7 67 81 41 5 201

Problem #2 MSA5 create adverse selection of
healthier versus sicker individuals.

Cross Tabulation: MSA5 Create Adverse Selection of
Healthier Versus Sicker Individuals

Strongly Strongly
Disagree Disagree Unsure Agree Agree Total

Democrat 0 11 56 34 12 113
Republican 6 26 49 6 1 88

Total 6 37 105 40 13 201

Problem #3 MSA5 place too much responsibility on the
individual.

Cross Tabulation: MSA5 Place Too Much Responsibility on the
Individual

Strongly Strongly
Disagree Disagree Unsure Agree Agree Total

Democrat 0 20 64 27 2 113
Republican 38 39 10 0 1 88

Total 38 59 74 27 3 201
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Problem #4 MSAs deter patients from seeking needed
preventive services.

Cross Tabulation: MSA5 Deter Patients from Seeking Needed
Preventive Services

Strongly Strongly
Disagree Disagree Unsure Agree Agree Total

Democrat 0 16 62 28 7 113
Republican 10 55 18 4 1 88

Total 10 71 80 32 8 201

Problem #5 MSAs increase overall health care costs.

Cross Tabulation: MSA5 Increase Overall Health Care Costs
Strongly Strongly
Disagree Disagree Unsure Agree Agree Total

Democrat 2 22 79 9 1 113
Republican 15 59 12 2 0 88

Total 17 81 91 11 1 201

Research Question #5: What perceptions do state legislators
have of the current health care system?

Access #1 The U.S. health care system CURRENTLY
provides equitable access to health care for all
individuals.

Cross Tabulation: The U.S. Health Care System CURRENTLY
Provides Equitable Access to Health Care for All
Individuals

Strongly Strongly
Disagree Disagree Unsure Agree Agree Total

Democrat 47 60 5 1 0 113

Republican 8 49 15 15 1 88

Total 55 109 20 16 1 201
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Access #2 The U.S. health care system CURRENTLY
allows patients access to almost any medical provider
he or she chooses.

Cross Tabulation: The U.S. Health Care System CURRENTLY
Allows Patients Access to Almost Any Medical Provider He or
She Chooses

Strongly Strongly
Disagree Disagree Unsure Agree Agree Total

Democrat 29 69 7 8 0 113

Republican 7 49 8 21 3 88

Total 36 118 15 29 3 201

Quality #1 The U.S. health care system CURRENTLY
provides consumers needed medical information.

Cross Tabulation: The U.S. Health Care System CURRENTLY
Provides Consumers Needed Medical Information

Strongly Strongly
Disagree Disagree Unsure Agree Agree Total

Democrat 10 51 18 34 0 113

Republican 0 19 13 53 3 88

Total 10 70 31 87 3 201

Quality #2 The U.S. health care system CURRENTLY
provides equitable quality of health care to all
citizens.

Cross Tabulation: The U.S. Health Care System CURRENTLY
Provides Equitable Quality of Health Care to All Citizens

Strongly Strongly
Disagree Disagree Unsure Agree Agree Total

Democrat 38 64 9 2 0 113
Republican 4 48 17 18 1 88

Total 42 112 26 20 1 201
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Finance/Delivery #1 The U.S. health care system
CURRENTLY subsidizes health care for the indigent
population.

Cross Tabulation: The U.S. Health Care System CURRENTLY
Subsidizes Health Care for the Indiqent Population

Strongly Strongly
Disagree Disagree Unsure Agree Agree Total

Democrat 2 33 10 63 5 113

Republican 0 0 3 60 25 88

Total 2 33 13 123 30 201

Finance/Delivery #2 The U.S. health care system
CURRENTLY emphasizes Medicaid, SCHIP and Medicare.

Cross Tabulation: The U.S. Health Care System CURRENTLY
Hmnhizp Medicaid. SCHIP and Medicare

Strongly Strongly
Disagree Disagree Unsure Agree Agree Total

Democrat 4 25 31 50 3 113

Republican 0 1 20 59 8 88

Total 4 26 51 109 11 201

Finance/Delivery #3
CURRENTLY emphasizes
private coverage.

The U.S. health care system
individual and employer-sponsored

Cross Tabulation: The U.S. Health Care System CURRENTLY
Emphasizes Individual and Employer-Sponsored Private
Cove raoe

Strongly Strongly
Disagree Disagree Unsure Agree Agree Total

Democrat 3 14 16 67 13 113

Republican 0 3 12 69 4 88

Total 3 17 28 136 17 201
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Finance/Delivery #4 The U.S. health care system
CURRENTLY provides equal tax treatment for those
without employer-sponsored health insurance.

Cross Tabulation: The U.S. Health Care System CURRENTLY
Provides Eaual Tax Treatment

Strongly Strongly
Disagree Disagree Unsure Agree Agree Total

Democrat 34 63 13 3 0 113

Republican 14 48 21 5 0 88

Total 48 111 34 8 0 201

Finance/Delivery #5 The U.S. health care system
CURRENTLY allows any individual to place pre-tax
contributions into an NSA.

Cross Tabulation: The U.S. Health Care System CURRENTLY
Allows Any Individual to Place Pre-tax Contributions into
an MSA

Strongly Strongly
Disagree Disagree Unsure Agree Agree Total

Democrat 13 28 55 16 1 113

Republican 7 43 23 13 2 88

Total 20 71 78 29 3 201

Finance/Delivery #6 The U.S. health care system
CURRENTLY makes individuals aware of the actual costs
of health care services.

Cross Tabulation: The U.S. Health Care System CURRENTLY
Makes Individuals Aware of the Actual Costs of Health Care
Services

Strongly Strongly
Disagree Disagree Unsure Agree Agree Total

Democrat 28 65 12 6 2 113

Republican 45 33 7 3 0 88

Total 73 98 19 9 2 201
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Research Question 46: What perceptions do state legislators
have of a future health care system?

Access #1 The U.S. health care system SHOULD provide
equitable access to health care for all individuals.

Cross Tabulation: The U.S. Health Care System SHOULD
Provide Equitable Access to Health Care for All Individuals

Strongly Strongly
Disagree Disagree Unsure Agree Agree TotLJ

Democrat 1 6 7 48 51 113
Republican 2 6 18 52 10 88

Total 3 12 25 100 61 201

Access t2 The U.S. health care system SHOULD allow
patients access to almost any medical provider he or
she chooses.

Cross Tabulation: The U.S. Health Care System SHOULD Allow
Patients Access to Almost Any Medical Provider He or She
Chooses

Strongly Strongly
Disagree Disagree Unsure Agree Agree Total

Democrat 2 20 25 54 12 113
Republican 5 31 10 37 5 89

Total 7 51 35 91 17 201

Quality #1 The U.S. health care system SHOULD
provide consumers needed medical information.

Cross Tabulation: The U.S. Health Care System SHOULD
Provide Consumers Needed Medical Information

Strongly Strongly
Disagree Disagree Unsure Agree Agree Total

Democrat 0 5 5 61 42 113

Republican 0 4 6 52 26 88

Total 0 9 11 113 68 201
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Quality #2 The U.S. health care system SHOULD
provide equitable quality of health care to all
citizens.

Cross Tabulation: The U.S. Health Care System SHOULD
Provide Equitable Quality of Health Care to All Citizens

Strongly Strongly
Disagree Disagree Unsure Agree Agree Total

Democrat 0 8 8 50 47 113

Republican 4 19 15 46 4 88

Total 4 27 23 96 51 201

Finance/Delivery #1 The U.S. health care system
SHOULD subsidize health care for the indigent
population.

Cross Tabulation: The U.S. Health Care System SHOULD
Subsidize Health Care for the Indiqent Population

Strongly Strongly
Disagree Disagree Unsure Agree Agree Total

Democrat 0 4 9 51 49 113

Republican 2 6 15 60 5 88

Total 2 10 24 111 54 201

Finance/Delivery #2 The U.S. health care system
SHOULD emphasize Medicaid, SCHIP and Medicare.

Cross Tabulation: The U.S. Health Care System SHOULD
EmDhasize Medicaid, SCHIP and Medicare

Strongly Strongly
Disagree Disagree Unsure Agree Agree Total

Democrat 0 14 27 56 16 113

Republican 3 39 22 23 1 88

Total 3 53 49 79 17 201
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Finance/Delivery #3 The U.S. health care system
SHOULD emphasize individual and employer-sponsored
private coverage.

Cross Tabulation: The U.S. Health Care System SHOULD
Emphasize Individual and Employer-Sponsored Private
Cove rage

Strongly Strongly
Disagree Disagree Unsure Agree Agree Total

Democrat 5 19 34 43 12 113
Republican 0 6 10 55 17 88

Total 5 25 44 98 29 201

Finance/Delivery #4 The U.S. health care system
SHOULD provide equal tax treatment for those without
employer-sponsored health insurance.

Cross Tabulation: The U.S. Health Care System SHOULD
Provide Equal Tax Treatment

Strongly Strongly
Disagree Disagree Unsure Agree Agree Total

Democrat 0 7 19 59 28 113
Republican 0 10 8 54 16 88

Total 0 17 27 113 44 201

Finance/Delivery #5 The U.S. health care system
SHOULD allow any individual to place pre-tax
contributions into an MSA.

Cross Tabulation: The U.S. Health Care System SHOULD Allow
Any Individual To Place Pre-tax Contributions into an MSA

Strongly Strongly
Disagree Disagree Unsure Agree Agree Total

Democrat 2 11 45 46 9 113

Republican 0 3 4 53 28 88

Total 2 14 49 99 37 201
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Finance/Delivery #6 The U.S. health care system
SHOULD make individuals aware of the actual costs of
health care services.

Cross Tabulation: The U.S. Health Care System SHOULD Make
Individuals Aware of the Actual Costs of Health Care
Services

Strongly Strongly
Disagree Disagree Unsure Agree Agree Total

Democrat 1 4 11 57 40 113
Republican 1 1 4 27 55 88

Total 2 5 15 84 95 203




