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This Task Force was constituted by the president of the
Nebraska Medical Association in response to a resolution of
the House of Delegates passed in September 2006. It has
deliberated the contents of the resolution and the charges
therein and makes the following proposal to the Association
Board of Directors.

PREAMBLE
The Nebraska Medical Association Health Reform Task

Force posits that all Nebraskans should have good access to
timely needed health care that emphasizes good health
habits, wellness, and prevention, that health care in
Nebraska must be of high quality, efficient, affordable and
equitably accessible to all. It also posits that good health and
access to needed health care are social goods that contribute
to the well-being of the state and all its residents. 

The Goal, Values, Principles and Recommendations that
follow are based on these premises.

GOAL 
“Health care plan outlining high quality, affordable and

accessible health care coverage for all Nebraskans,” while
exploring the “feasibility of ‘best practices’ and ‘practice
guidelines’ to the extent that they can help reduce unneces-
sary medical expense and engender reasonable expectations
on the part of patients.”

VALUES 
• Access for all Nebraskans

• Quality care 

• Individual choice and self-determination 

• Individual accountability demanded of all participants

• Economic sustainability 

• Shared responsibility of all Nebraskans

PRINCIPLES
• Universal portable insurance coverage 

• Cost control

• Health care financing that promotes quality care, 
preventive care and wellness

• A pluralistic system that promotes competition based
on value

• Coverage costs based on broad community rating

• Partnership with patients in medical decision-making

• A health care work force to meet the needs of all
Nebraskans

• Public education about healthy living, evidence for
optimal care, and wise choices through credible 
information
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RECOMMENDATIONS 
I) Assure universal health insurance coverage and fair

sharing of costs by requiring all Nebraskans not covered by
Medicare to have a basic health insurance benefit plan that
includes preventive services, mental health care, dental care
and long term care. This plan should be developed and
reviewed periodically by a panel comprising generalist and
specialist physicians, other health professionals and members
of the public. The plan may be purchased either by employ-
ers or individually. Submission of evidence of insurance
could be required when filing state tax returns, paying prop-
erty taxes, enrolling children in schools, registering an auto-
mobile, obtaining a driver’s license, or seeking health care.

Rationale: The U.S. Census Bureau estimated that there
were 194,000 uninsured Nebraskans in 2006, ~11.1% of the
population 1, and these numbers have been increasing. Families
USA has reported that 437,000 Nebraskans (28.2% of the <65
population) lacked health insurance sometime during 2006 and
2007. Of these, 262,000 (60%) were uninsured for more than
six months 2. The uninsured frequently fail to get needed care
with the result that their conditions become worse and they
incur higher costs and suffer poorer outcomes 3, 4. They frequent-
ly resort to Emergency Rooms (ER) for access to care, which also
contributes to increased costs. The increased costs of delayed care
and ER care are borne by those who are insured. Further, lack
of timely access to needed care results in premature deaths and
productivity losses estimated to exceed by many times the cost of
the medical care needed 5. There are only three ways to assure
access for all Nebraskans to timely needed health care. Either
government provides care, government provides tax funded
insurance, or private insurance is made available and required.
Combinations of these approaches are possible. In our pluralist
economy and tax-averse political system, it is unlikely that state
government will provide care to or be the insurer of the current-
ly uninsured. To do so would provide incentive for many who
are currently insured by employers or individually to drop insur-
ance and opt for government care or government insurance. The
state could expand Medicaid and SCHIP coverage but, to assure
a sense of solidarity and shared responsibility, the Task Force rec-
ommends that all Nebraskans have access to comparable health
care coverage. Furthermore, cost shifting from Medicaid results
in higher insurance premiums 6, a state-imposed hidden tax on
those who responsibly choose to be insured. The Task Force con-
cluded that the only way to assure that costs are shared fairly is
to require all Nebraskans to have private health insurance that

provides an equal basic benefit for all. Some will doubt the abil-
ity to enforce a requirement but several methods are available 7.
Insurers should be permitted to offer richer coverage than the
basic benefit plan, if they choose.

II) Require all insurers, authorized by the State of
Nebraska Department of Insurance to offer plans that satis-
fy the health insurance requirement, to guarantee issue and
renewal of a basic health benefit plan at community rated
premiums.

Rationale: At the present time, persons with pre-existing con-
ditions may be excluded from purchasing health insurance
because insurers deny them coverage, will not insure costs arising
from pre-existing conditions, or may drop them from coverage if
they become ill. Further, even if healthy, premiums escalate with
age to reach prohibitive levels for many middle income
Nebraskans between 50 and 64. If all Nebraskans are able to
purchase and renew health insurance at community rated pre-
miums, it assures equitable sharing of costs and is likely to lower
overall costs because timely preventive and chronic disease care
are expected to diminish the need for more extensive and expen-
sive care resulting from lack of timely access to needed care.

III) Subsidize premium costs for low income persons uti-
lizing current Medicaid funds. (Suggested guidelines: 100%
premium subsidy for those below 200% of Federal Poverty
Level; declining subsidy from 200%-300 or 400% FPL.)†

Rationale: Many families and individuals cannot afford cur-
rent high premiums of private health insurance. Family premi-
ums in Nebraska can exceed 20% of Median Family Income
and approximate 15% of the income of a family of four at
400% of FPL. To determine the appropriate level of subsidy will
require a judgment of what is a reasonable expenditure for
health insurance premiums. Some suggest that premium costs
should not exceed 8-10% of household income.

IV) Require insurers to offer plans that reward selection
of a “medical home” to facilitate coordinated/integrated care.

Rationale: This recommendation addresses quality of care
and costs. It has demonstrated that continuity of care providing
by longitudinal oversight and monitoring by one or a team of
professionals results in better health care outcomes at lower cost 8.
In the absence of longitudinal continuing care, there may be

( 2 )

Nebraska Health Care Reform Task Force

November 28, 2007



Nebraska Health Care Reform Task Force

November 28, 2007

poor coordination with different providers caring for different
aspects of a person’s health with no one provider or team know-
ing exactly what is being recommended or prescribed for a
patient. In the absence of a medical home, many resort to emer-
gency rooms for their point of entry into the system, thereby
resulting in poor care coordination and higher costs. Better coor-
dinated care has also been found to diminish health disparities 8.

V) Emphasize public health and disease prevention.
Develop and implement education and counseling strategies
in early childhood programs and schools; develop and pro-
mote education programs for the public and health profes-
sionals addressing:

• healthy lifestyles and disease prevention
• health and health care literacy
Promote and provide incentives for wellness programs in

workplaces, schools and the community. 

Rationale: Enhanced public health efforts are essential to
improve the health of Nebraskans and to reduce health care
costs. Primary, secondary and tertiary prevention practices have
been shown to diminish suffering, health care costs and to
improve productivity.  The U.S. and Nebraska face a pandemic
of diseases related to lifestyle, notably diseases related to obesity
but others as well. Poor health habits increase the risk of cardio-
vascular disease, diabetes, cancer, sexually transmitted diseases,
especially HIV/AIDS, and others. Life style accounts for ~40%
of premature deaths, 80% of them from smoking and obesity 9.
Obesity is estimated to account for 9% of U.S. health care 
costs 10 and $454 million in Nebraska in 2003 11.  Improved
health habits, disease prevention, and early detection of disease
enhance the quality of life and decrease the costs of health care.
Workplace health and wellness programs have demonstrated
their value by decreasing health risk behaviors, improving
health, decreasing costs, and increasing productivity 12–16. It is
estimated that in 2003 Nebraska expended $1.9 billion in
health care costs and economic productivity was diminished by
$6.1 billion because of preventable chronic diseases and their
complications 17. The same study estimates that, implementation
of reasonable preventive measures could save $5.2 billion in
health care costs and improve economic productivity by $17 bil-
lion in 2023.

VI) Promote and educate the public about appropriate
use of health care resources and choosing providers based on
quality and value.

Rationale: The public is bombarded with information sug-
gesting that they need particular health care services, leading
many to demand and expect care that may be of no benefit, and
may carry risks. The public also lacks adequate information to
make rational choices of health care providers to assure that they
are getting the best care for the lowest reasonable cost.
Information and transparency about the quality, cost and value
of care should be made available to the public and communicat-
ed by well structured public education programs. It is important
that these programs take cognizance of the culturally diverse pop-
ulations of Nebraska.

VII) Require provider reimbursement based on appro-
priate medically necessary services utilizing evidence-based,
value-adjusted, nationally accepted clinical practice guide-
lines.  

Nationally accepted evidence-based clinical practice
guidelines should be subject to review by a panel of Nebraska
professionals to assure local applicability.

Rationale. This recommendation addresses quality of care
and costs. One of the drivers of health care costs is the provision
of care that does not contribute to health and well-being. The
reasons for this include patient demand, uncertainty on the part
of practitioners, opportunities for providers to increase income,
and defensive medicine (the practice of ordering tests and con-
sultations to avoid or diminish the possibility of malpractice
suits). Furthermore, there is evidence that evidence-based inter-
ventions are frequently not provided when indicated 18, 19. There
is an extensive and growing array of evidence-based clinical
practice guidelines that assure quality care and value-based out-
comes 20. Linking reimbursement to evidence-based preventive,
diagnostic, or therapeutic interventions should have a positive
effect on quality of care, outcomes and costs. There are occasions
when it is appropriate to use or not use interventions prescribed
by clinical guidelines—every patient is an individual different
from other patients. Such deviations from guidelines may be
reimbursed if they are individually justified.

VIII) Limit out-of-pocket expenditures (premiums,
deductibles and co-payments). (No OOP expenditures for
those under 150% FPL, cap of 5% annual income OOP for
those 150-250% FPL, sliding cap of 5-10% for those 250-
300% FPL, cap of 10% OOP for those above 300% FPL.#
This could apply to each year or be applied to rolling three
year average.)
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Rationale: This recommendation also addresses quality of
care and costs. It is well known that cost-sharing reduces health
care utilization 21. It is also well known that excessive cost-shar-
ing reduces utilization of needed health care 22, especially preven-
tive care 23. Patients who feel as though they cannot afford pre-
scribed care or monitoring frequently decrease drug dosages, skip
medications and necessary monitoring for chronic conditions,
and neglect useful screenings for conditions such as breast cancer,
high blood pressure and diabetes. This results in greater inci-
dence of preventable diseases and worsening of acute and chron-
ic conditions with higher costs of care and subsequent poorer out-
comes, including higher mortality. Health economists character-
ize the “underinsured” as individuals or families whose premi-
um and out-of-pocket costs exceed 10% of income or 5% of
income for those below 200% of poverty 24, 25. Keeping cost shar-
ing within affordable limits improves outcomes and decreases
health care costs 26.

IX) Support a secure and private statewide health infor-
mation exchange to promote higher quality, safer and more
cost efficient health care. 

Rationale: Individual patients are often provided care by dif-
ferent professionals, hospitals, long term care facilities, and other
providers. Difficulty accessing patient health information or
failure to communicate patient information between providers
may result in lower quality of care, duplication of procedures,
poor coordination of care, and higher costs. Ready access to
patient health information at the point of care has the potential
to improve quality of care and reduce unnecessary medical
spending. It is essential that such records be secure and that they
are available only to providers who are granted access by the
patient. The Nebraska Health Information Initiative (NeHII),
a collaboration of many health care stakeholders in the state, was
established in 2005. Its goals include:

• Sharing timely and accurate patient health care informa-
tion in a secure environment to improve patient care and 

• Seamless, electronic medical system by which patients give
physicians or other providers access to their health informa-
tion.

It is a means for the state to meet the information needs of
Nebraskans and Nebraska health care providers. (S. 1693, a bill
that has been reported out of committee to the full United States
Senate, will provide matching grants to states and other entities
to develop such systems if enacted.)

X) Establish educational loan forgiveness, scholarships
and bonus payment programs, linked to service commit-
ments, for providers who establish and maintain practices in
underserved areas.

Rationale: This recommendation is intended to improve
access to timely, high quality care to Nebraskans. Many
Nebraskans live in areas of health professional and health care
service shortages. The Bureau of Health Professions 27 and the
Nebraska Office of Rural Health 28 have designated large parts
of the state as health professions shortage areas. These include
primary care, dental care, pharmacy services, allied health and
mental health, the last perhaps the most acute of the shortages.
Nebraska has had low-interest loan and loan repayment 
programs to attract professionals to rural practice areas for 
nearly 30 years, yet great shortages persist. The Task Force 
concluded that greater incentives, linked to accountability, are
needed to attract health professionals to locate in and practice in
shortage areas. Incentives should be linked to commitments to
serve for contracted periods of time in shortage areas.

XI) Provide incentives for Nebraska educational institu-
tions (public and private) to increase education of health
professionals to address workforce shortages.

Rationale: Nebraska is blessed with a substantial number of
institutions that educate health professionals, physicians, nurses,
dentists, physician assistants and mental health professionals.
But, it also has a large number of health services shortage areas
and some areas with shortages of specific professions. In addition
to incentives for health professionals to locate in such areas (rec-
ommendation X.), incentives to select and educate professionals
in ways appropriate to meet the needs of underserved areas
should be provided for these institutions.

XII) Strive to reduce medical costs associated with defen-
sive medicine in collaboration with the legislature and the
Nebraska Bar Association.

Rationale: Defensive medicine is the ordering of tests, proce-
dures, seeking consultation or avoiding interventions with the
purpose of decreasing liability to malpractice suits rather than for
the benefit of a patient. Such added services increase the cost of
health care. It is difficult to quantify exactly how much of
Nebraska medical practice is defensive or its costs; it has been
estimated that 5-9% of national health care expenditures result
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from the practice of defensive medicine 29, 30. A survey of
Pennsylvania physicians determined that 93% of physicians
reported practicing defensive medicine 31. Nebraska is relatively
favored with respect to malpractice premium, award and settle-
ment costs because of a limit on damages. However, Nebraska
physicians relate many anecdotes of the practice of defensive
medicine. There are several ways that the malpractice tort system
might be modified so that defensive medicine is reduced by
diminishing the threat of malpractice suits, thereby improving
patient care. 

XIII) Collaborate with the Nebraska Hospital Association
and others to promote patient safety by encouraging transparen-
cy and reporting of adverse events and nosocomial infections.

Rationale: Medical errors and hospital acquired infections
are important causes of injury, death and high costs in American
health care. The Institute of Medicine (IOM) estimated that
44,000-98,000 Americans died because of medical errors in
1997 and that the cost of care for those injured by errors was
$17-29 billion 32. The Centers for Disease Control and
Prevention estimated that in 2002 there were 1.7 million hospi-
tal acquired infections resulting in 99,000 deaths in the U.S. 33

It has been estimated that hospital acquired infections increased
hospital costs more than $30 billion 34, a sum that does not
include the cost of physicians or lost productivity.  In 2003 there
were 636 documented “medical misadventures” resulting in
injury in Nebraska hospitals 35.

XIV) Funding sources: 
• premiums from employers and individuals
• existing state and federal Medicaid funds used to 

subsidize premiums and excess out-of-pocket expenses
• payroll tax of employers who do not provide health

insurance
• penalty payments by those who do not voluntary enroll

in the required plan
• if more funding is required, tobacco and alcohol or

other taxes may be levied

Rationale: Adequate and appropriate funding requires 
participation by both public and private sectors. The Task Force
recommends utilization of funds, private and public, that are
currently supporting health care for Nebraskans. The Task Force
proposal will require a Medicaid waiver to utilize funds to 
subsidize premiums for low income persons. In 2004, total

Nebraska expenditures for personal health care were $9.782 bil-
lion, $5599 per capita 36. Of the total, Medicaid expended
$1.387 billion, Medicare $1.691 billion and private payers
$6.705 billion. Utilizing historic rates of cost growth, it is esti-
mated that in 2007 total expenditures will be ~$12.2 billion,
Medicaid expenditures ~$1.84 billion, Medicare expenditures
~$2.14 billion, per capita spending ~$6820. 

Nebraskans are now paying for health care for the uninsured.
The Nebraska Center for Rural Health Research computed that
in 2003 $256.8 million uncompensated hospital costs of care for
underinsured and uninsured patients were passed on to private
insurers who in turn must pass these costs on to businesses and
individuals who pay premiums. The Center further computed
that hospitals also shifted $127.7 million of Medicaid under-
payment of costs and $266.1million of Medicare under-pay-
ments, for a total of $650.6 million 6. Again utilizing historic
rates of cost growth, it is estimated that in 2007 this hidden tax
has reached ~$940 million, approximately 7.7% of total health
care costs in Nebraska. But, these represent cost shifting for hos-
pital care only. If one assumes that physicians shift costs propor-
tionate to those of hospitals, this would amount to ~$545 mil-
lion in 2007 for a total cost shift of ~$1.485 billion, or ~12.2%
of total personal health care costs of Nebraskans. This tax is
borne by businesses, employees and individuals who responsibly
buy insurance. Businesses that do not provide health insurance
for employees and individuals who can afford but do not pur-
chase health insurance are responsible for ~40% of this hidden tax. 

The Task Force proposes that all businesses and individuals
share in the costs of health care for Nebraskans. Businesses may
purchase health insurance or pay a tax based on payroll expense.
If individuals do not purchase insurance, they should pay a
penalty that is sufficient to provide incentive for them to do so.
Most believe that insuring all Nebraskans will result in lower
costs by enhancing disease prevention and avoiding the higher
costs that occur when uninsured and underinsured persons forego
care and incur higher costs because their conditions become
worse. In the event that costs increase in the short term, the Task
Force recommends that a tax be levied on products and practices
known to be detrimental to health.

†FPL 2007 = $10,210 (1), $13,690 (2), $17,170 (3),
$20,650 (4)

#est. NE health care costs 2007 (Economic Policy
Institute) = 8-9% of 250% FPL
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