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4Security
All Maine residents have comprehensive, quality coverage that is assured;

4Fairness
Contributions for coverage are based on ability to pay;

4Equality
Coverage is provided on an equal basis regardless of age, job status, employer size,

geographic location, income, health status, or occupation;

4Stability
Costs of care and administration are contained to make coverage and contributions
affordable and predictable for Maine individuals, families and businesses from one

year to the next; and,

4Choice
Coverage allows consumers to choose their participating provider.
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Advocating the right to quality, affordable
health care for every man, woman, and child.
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IntroductionIntroductionIntroductionIntroductionIntroduction

Consumers for Affordable Health Care is Maine’s largest consumer health coalition.  Its 104 members
include 50 labor, consumer and faith-based organizations, small businesses, and health care provider
associations.

Consumers for Affordable Health Care developed the “Guiding Principles for Health Reform” to
provide the public and policymakers with a tool to evaluate any health insurance or health care reform
proposal offered as a solution to Maine’s health system crisis and to guide them in their choices.

In an article entitled “Is There Hope For The Uninsured?,” Princeton economist Uwe E. Reinhardt
stated:

“Although the definition of universal health insurance lies somewhat in the eyes of the beholder,
at a minimum the concept implies that no American should lack access to health care because he
or she lacks the ability to pay for it when needed and that no American should suffer serious
financial distress or personal bankruptcy as a result of unpaid medical bills.”1

CAHC members agree with this statement and developed the following five guiding principles to
express our values as Mainers and Americans.

According to the American Heritage Dictionary of the
English Language, the word “security” means “freedom
from risk or danger; safety.”2  Health insurance coverage is
intended to protect health by enabling the insured to obtain
needed services in a timely and appropriate manner. It also
protects the insured from economic hardship if they get sick
or injured or need preventive care by pooling risks across
the young and old, and the healthy and sick.

Unfortunately, in reality, health coverage in Maine, and in the U.S., is anything but secure.  Who gets
coverage and what coverage is provided are a gamble.  Of the 29 Organization for Economic
Cooperation and Development (OECD) countries, almost all have 100% government assured
coverage.3  However, coverage in Maine and in the U.S. usually depends on employment status,
income, and employer size.  Maine’s annual per capita income in 2003 was the lowest among New
England states at $28,935.4 Maine ranks 30th among all states in per capita income.5 Median annual

4  Security
All Maine residents should

have comprehensive,
quality coverage that is

assured
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household income in Maine in 2003 was approximately $37,619.6  A comprehensive HMO plan with
reasonable cost-sharing in the small group market for employee only coverage costs $5,634.24 and for
family coverage costs $16,902.72 in 2005.7  Premiums are higher in the non-group market.  For
example, for an individual standardized major medical plan (Standard Plan A), with a $500 deductible,
Anthem charges a single rate of $8,067.24 per year and a family rate of $21,378.24 per year.8  Given
Maine’s relatively low per capita and median household incomes, comprehensive health coverage is
unaffordable for most individuals and families at these income levels.

Being employed in a large business doesn’t always ensure security, as even the largest employers cannot
guarantee coverage.  There has been an overall decline in employer-provided coverage in Maine in
recent years. Employer coverage dropped 5.4 percentage points, with 63,000 insured people losing
coverage, over the course of the period 1999 - 2003.9 In addition to the decline in overall employer-
based coverage, there is an emerging trend that shows a growing share of uninsured workers are
employed by large firms.  The number of uninsured workers in large firms rose sharply from 1987 to
2001, which heralded concerns about a new trend among businesses that are more likely to offer health
benefits.10 In Maine, 19 percent of the uninsured work for a large business (i.e., an organization or
business with 50 or more employees).11  Changes in Maine’s workforce, such as the decline in
manufacturing jobs and the proportion of workers in large firms who are union members, are likely to
account for this significant percentage of uninsured in Maine. 12 As a proportion of Maine’s uninsured, a
smaller share (10%) work for smaller firms (11 – 49 workers) than the share of those working for large
firms (19%).  This is important not only as a proportion, but also as a number, since 41 percent of
Maine’s population works for organizations or businesses with 50 or more employees.13

This trend of declining private coverage among workers in large firms is compounded by efforts by
some employers to place the dependent children of their workers onto public programs, in particular,
the State Children’s Health Insurance Program (SCHIP).  The Center for Studying Health System
Change reported that “One employer response to rising premiums identified in HSC’s 2002 – 2003 site
visits was the promotion of the State Children’s Health Insurance Program as an alternate source of
coverage for low-income workers’ children.”14 This trend was recently documented by the Chattanooga
Times Free Press on January 20, 2005 in the  AP story “Study shows thousands of Walmart employees
on TennCare.”15 It stated that: “Walmart, with 9,617 employees listed as receiving benefits from the
[TennCare] program, said it offers a health plan available to full-time workers after six months and to
part-time employees after two years.”  Eligibility standards for employer-based coverage lead to
fragmentation of the insurance pool and financing system.

In addition, as employers have been faced with rapidly rising health insurance premiums, benefits have
been routinely taken away and costs have been shifted onto employees and consumers.  Increasing
employee cost sharing has included passing a larger share of premiums to workers or  increasing
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copayments, deductibles, and coinsurance.16 One national survey of employers found that, among those
offering health insurance, one-third increased employees’ copayments or coinsurance in 2002, a third
(31%) increased their employees’ share of premiums, and a quarter (25%) raised deductibles. One in
five (18%) eliminated benefits or imposed new
limits on benefits such as reductions in the number of hospital days covered, physician visits, or
prescriptions.17 Nationally, employers are estimated to have raised patient cost sharing to reduce
average health insurance premiums by 2-3 percent in 2002 and an additional 3 percent in 2003. 18 One
study found that while almost all employers increased workers’ share of total costs, the proportion
shifted to employees varied substantially across communities and employers.19

Shifting costs onto employees can have serious negative consequences, especially for employees that
cannot afford the higher out-of-pocket expenses. Faced with these higher out-of-pocket costs, some
employees will choose to cut back on both needed and discretionary care. If these employees are
seriously ill or are low-income, they may face serious financial and medical hardship.20 These effects
have become evident in studies of bankruptcies due to medical debt and in the difficulty that families at
all income levels are faced with in paying their medical bills.  A recent national study of the impact of
cost-shifting found that a plan offering a $2,500 deductible with a 30% coinsurance rate would consume
more than 10% of household income for 47% of households living at of below 100% of the federal
eligibility level, 34% of households living between 100 – 125% of the federal eligibility level, 23% of
households between 125 – 200%, 16% of households between 200 – 400%, and 6% of households at
or above 400% of federal eligibility levels.21  A national household tracking survey found that 11.4% of
families in which all family members were insured faced problems in paying their medical bills.22

Moreover, according to a study recently published by Health Affairs, Harvard researchers found that
46% of people who declared bankruptcy in 2001 cited major medical incidents as the cause of
bankruptcy.  In addition, among those who declared medical reasons for their bankruptcy, 76% had
health insurance at the onset of their illness.23

As costs have risen, benefits have been reduced especially those offered by small employers in Maine.24

Maine provides a good example of how insurance carriers, including Health Maintenance Organizations
(HMOs), have led the drive to reduce “coverage” as the primary method of “controlling” costs.
Contrary to the oft-touted objective of providing “comprehensive” benefits that include primary and
preventive care, HMOs in Maine were successful in advocating an amendment to Maine’s HMO Act
that defines “basic health care services” in 199925 and Bureau of Insurance Rule 750.  These and other
statutory and regulatory changes have contributed to the domination of “high-deductible” plans in the
non-group market and their rapid growth in the small group market.

Insurance carriers have moved non-group enrollees into high-deductible indemnity plans by rate
increases.  For example, Anthem discontinued the sale of its low-deductible HMO products in 2002
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and, thereby, moved almost all of its non-group enrollees from low-deductible HMO plans to high-
deductible indemnity plans.  Of its 16,000 non-group enrollees, representing 28,000 covered lives, over
15,500 were enrolled in $5,000, $10,000 or $15,000 deductible products.26 Moreover, after these
enrollees moved into high-deductible plans based on lower premiums, the lower premiums proved
short-lived.27

“Fairness” means free from favoritism or bias; impartial; or
just to all parties.28 Given the purpose of health insurance
and given the most effective way to achieve that purpose
(i.e., pooling the greatest number of people into one risk
pool), affordable health coverage should be available to all
Maine people regardless of their ability to pay. Health care
coverage in the U.S., and in Maine, is anything but fair.
Some have coverage.29   Many don’t.30  Despite the fact that

over 80 percent of the uninsured in Maine have at least one family member who is working on a full-
time basis,31 they are financially locked out of coverage.  Despite their willingness to contribute
something toward their coverage, they are not permitted to do so.  Premiums (and copays) are flat
rates – one size fits all regardless of wage or salary rate – and, therefore, are disproportionate to their
incomes.

Moreover, some have good coverage.32  Many have inadequate coverage.33  Many have no coverage
at all.34  Those with no coverage often have to rely on the local hospital emergency room.35 They often
have to enter repayment agreements with providers – hospitals, doctors and pharmacists.  These
medical debts often force them into bankruptcy.36

Unfair: Contribution lock-outUnfair: Contribution lock-outUnfair: Contribution lock-outUnfair: Contribution lock-outUnfair: Contribution lock-out.  Premiums and copays are flat rates that all enrollees must pay
regardless of their financial ability.  For example, a secretary working in a small law firm earning
$25,000 per year that offers coverage for only the employee has to pay the same premium -
$11,268.48 per year premium for her or his family’s dependent coverage37 - as the highest paid partner
earning $155,000 per year pays for her or his family coverage. As a proportion of the secretary’s gross
income, s/he contributes 45 percent to coverage, whereas, the law firm partner contributes 7 percent to
her/his coverage.  Clearly, the secretary faces being locked out of coverage. Her/his proportional
contribution to coverage is almost 7 times that of the highest paid lawyer in the firm. The secretary will
not only have been prevented from paying into the larger pool of “contributions” for insurance coverage,
but all insureds in the larger insurance pool will have lost those additional dollars to support their
coverage.  Since mostly young, healthy people are “locked out” of coverage because their “starting”

4 Fairness
Contributions for coverage

should be based on
ability to pay
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wages do not allow them to pay the mandatory flat rate, the insured pool is losing the opportunity for
attracting better “medical risks.”  As a corollary, the financing system has prevented those largely
“unencumbered”38 dollars from entering the insurance pool.  That’s not only unfair – it’s economically
foolish.  Dirigo Health, Maine’s universal access to health coverage plan, enacted into law in June 2003,
attempts to reverse the “one-size-fits-all” approach for premiums in traditional insurance by discounting
premiums based on household income in its DirigoChoice product.  DirigoChoice enables all
participants to have the same comprehensive benefits, contribute funding into the insurance pool based
on the household’s income, avoid insurance premium “lock-out” and, hence, avoid financial ruin due to
medical debt.

Unfair:  Widely differing benefitsUnfair:  Widely differing benefitsUnfair:  Widely differing benefitsUnfair:  Widely differing benefitsUnfair:  Widely differing benefits. In most cases, good coverage39 depends on a well-
paying job with a large employer.  But even employer size is not a guarantee of good coverage.  Large
employers like Hannaford Bros., Walmart, K-Mart, Dunkin’ Donuts, and McDonald’s limit or avoid
contribution toward coverage for their mostly part-time workforces.  According to an Associated Press
article appearing in the Chattanooga Times Free Press, “Walmart, with 9,617 employees listed as
receiving benefits from the [TennCare] program, said it offers a health plan available to full-time workers
after six months and to part-time employees after two years.”40  Moreover, large “self-insured” plans
are not subject to state regulation or mandated benefit requirements. These companies can pick and
choose benefits covered by their health plans. For instance, last year, Walmart dropped coverage of
“chiropractic benefits.”41

Unlike large employers, small employers and self-employed persons don’t have bargaining clout to
negotiate lower rates or better benefits.  These businesses are left to fend for themselves.  Benefits in
small firms are moving toward higher-deductibles42 (over $2500 per family43) and increased cost-
sharing requirements that make the accessibility of the benefit out-of-reach for many. This benefit
disparity can result in increased uncompensated care costs that are shifted onto other payors. If left
unchecked, cost-shifting will result in an endless upward spiral that will leave only the wealthiest able to
afford (and obtain) care.  That’s not only unfair – it can be deadly.44  The Institute of Medicine recently
reported the lack of universal health coverage in the U.S. results in the death of 18,000 people each
year annually in preventable disease and lost productivity.45

Benefit disparities can also be a substantial cost to Maine taxpayers.  For example, Governor Baldacci’s
budget estimated that if the state had a mental health parity benefit in private insurance, it would save the
MaineCare program about $11.7 million in state dollars over two years.46  These are state dollars that
are paid for adults and children whose private insurance does not cover their full mental health needs.
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“Equal” means having the same rights, privileges, or status;
impartial.47 Health coverage in the U.S., and in Maine, is
anything but equitable.  Age, job status, employer size,
geographic location, income, health status, and occupation
are often significant determinants in whether an individual or
family has health coverage.

Inequality based on ageInequality based on ageInequality based on ageInequality based on ageInequality based on age:  In Maine, carriers in the
non-group and small group “markets”48 are permitted to vary
their rates by 50 percent from top (highest rate charged) to
bottom (lowest rate charged).  Carriers in these markets are
permitted to use age, geographic location and industry/

occupation to vary rates within the rate bands.49 Carriers can vary their rates on an unlimited basis
outside of the bands for the following factors: family size, wellness program participation, smoking status
and group size.50 In other words, an older insured person (55 – 64 years) will pay a rate that is 50%
higher than the rate paid by a younger insured person (under age 45 years).  For example, on a monthly
basis, a 43-year-old person may be required to pay $300 while a 56-year-old person may be required
to pay $450.  Moreover, someone 65 years of age or older can be made to pay rates that are much
higher because Maine law allows a “separate community rate” for them.  Also, whereas most large
employers used to provide health coverage to their retirees, that is no longer the case.  Most employers
dump the costs of health coverage for retirees onto the federal Medicare program once the retiree
reaches age 65.

It is important to note that according to a 2002 household survey, nearly all of Maine’s senior citizens
(age 65+) have some type of health insurance coverage, including “near universal Medicare coverage.”
However, nearly one-fourth of Maine’s elderly residents do not have any type of Medicare
supplemental coverage and, as a result, may face high out-of-pocket costs for their health care.51

Equally concerning is the fact that although elderly Maine residents are likely to have much greater needs
for prescription drugs and dental care than younger adults, they are less likely to have coverage for
dental care or prescription medications. Less than one-fifth of Maine’s seniors have insurance coverage
that pays for dental care, compared to over half of other Maine adults.52

Inequality based on job statusInequality based on job statusInequality based on job statusInequality based on job statusInequality based on job status:  Great Northern Paper’s bankruptcy lends an unfortunate but
accurate example of the inequality in our health coverage system.  When GNP workers lost their jobs,
they also lost their health coverage.  That loss of health coverage extended beyond the 1200 active
workers.53  GNP’s 700 retirees also lost their health coverage.54

4  Equality
Coverage should be

provided on an equal basis
regardless of age, job
status, employer size,
geographic location,

income, health status, or
occupation
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As a percent of Maine residents (age 18 – 65) who were uninsured during 2002, almost half (48.2%)
were either self-employed or employed by a firm, and 23.2% were between jobs.55 Fourteen percent
(14%) of Maine workers (age 18 – 64) who were uninsured during 2002 were employed on a full-time
basis and twenty-six percent were employed on a part-time basis.56  As a percent of Maine workers
(age 18 – 65) who were uninsured during 2002 by job type, 16.6% worked permanent jobs and
45.9% worked temporary or seasonal jobs.57

Our health coverage “system” is punitive to job seekers who themselves have a medical condition or
have a family member with a health condition.  If a job seeker has lost their coverage for more than 90
days, their “pre-existing medical conditions” can be denied coverage by their succeeding employer’s
insurance carrier for one-year.58

Inequality based on employer sizeInequality based on employer sizeInequality based on employer sizeInequality based on employer sizeInequality based on employer size:  Many are not fortunate to work for a large employer
that provides coverage.  Many work for small businesses or are self-employed.  Small businesses are
much less likely to provide coverage than large businesses.59  When small employers do offer coverage
it often involves higher cost-sharing with the employees.60  Workers earning less than $10 per hour are
unlikely to “take-up” coverage where offered but not paid for by the employer.61

Inequality based on incomeInequality based on incomeInequality based on incomeInequality based on incomeInequality based on income: The American private health insurance system of coverage favors
those who can afford it (and the healthy who do not use or rely on their coverage).  Premiums and cost-
sharing are not adjusted to income level.  In other words, in our “one-size-fits-all” financing system,
those who would like to contribute something toward their coverage are not allowed to do so.  In effect,
low- and moderate-wage earners are locked out of coverage simply because they cannot pay the full
rate. In fact, three-fourths of the uninsured in Maine who have declined employer-sponsored coverage
for health insurance (through their own or family members’ workplace) indicated that the expense of the
coverage was the primary factor for the decision.62 However, due to recent expansions offering higher
rates of public coverage, primarily under MaineCare, Maine residents who live in poverty (i.e., those
with family incomes at or below 100% of the federal eligibility level – an annual income of $9,570 for an
individual and annual income of $12,830 for a couple without children) are less likely to be uninsured
than those who are sometimes referred to as the “near poor,” meaning they have family incomes
between 100% and 199% of the federal poverty level.63 The State Children’s Health Insurance
Program (SCHIP) and modest expansions of MaineCare for parents of children have helped to keep
families insured. MaineCare covers children in households with incomes at or below 200% of the
federal eligibility levels. In 2005, as a result of the implementation of the Dirigo Health program,
MaineCare coverage will be expanded to 200% for the parents of children.64 In Maine, individuals with
family income between one and two times the federal poverty level make up almost a third of the
uninsured, even though they represent only 17 percent of Maine’s population.65 This trend is similar in
most states across the nation.
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In addition, while higher income individuals are more likely to be insured due to a greater likelihood of
having access to job-based coverage and a greater ability to afford coverage, a May 2003 Wall Street
Journal article demonstrates how executives are often protected from employer cost-shifting.
According to the article, executives at about one in eight U.S. employers receive reimbursement for out-
of-pocket medical expenses not covered by insurance plans, “in some cases even as their companies
are cutting back on basic medical coverage.”66

Inequality based on conditionInequality based on conditionInequality based on conditionInequality based on conditionInequality based on condition:  In Maine, as in most states in the U.S., private insurance
companies are permitted to deny coverage for “medical conditions” to anyone who has been without
coverage for 90 days or more.  In Maine, if someone loses their coverage, usually as the result of losing
their job, the costs of services related to the treatment of a “prior” medical condition can be denied
coverage for up to one-year.67

“Stability” means resistant to change; being reliable or
dependable.68 As mentioned previously, health insurance is
meant to keep someone safe from harm when he/she gets
sick or injured. Thus, health insurance should be “stable.”
Yet, health coverage in the U.S., and in Maine, is anything
but stable.  One year you can afford it, the next year you
can’t.  One employer contributes toward an employee’s
coverage, another doesn’t.  Insurers often use pricing
patterns that force insured consumers with low deductibles
into products with high deductibles.  All of these factors
make coverage anything but stable.

The root of all of these issues is the high cost of health care
in Maine and nationally. High costs of health care contribute

to high costs of health insurance premiums. A growing number of employers, families, and individuals are
struggling to afford these costs. Hospital spending constitutes the single largest category of health
spending nationally, as it does in Maine. Between 1996 and 2002, the cost of a family policy for Maine
businesses and employees increased by 77%, while median household income increased by only 6%;
increases for small businesses have been even steeper.69 Health care spending, as a percentage of
personal income, ranks Maine 6th highest in the nation.70 Nationally, the U.S. Bureau of Labor Statistics
has reported that employee benefits spending by private sector employers rose 24% over the past four
years, primarily because of escalating health insurance premiums, while wages increased only 15%.71

4  Stability
Costs of care and

administration should be
contained to make coverage

and contributions
affordable and predictable

for Maine individuals,
families and businesses

from one year to the next
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Hospital spending accounts for approximately 37 percent of total health spending in Maine.72 Total
hospital revenues in Maine will reach almost $2.7 billion in 2005.73 In 2002, Maine hospitals’ median
cost per adjusted hospital inpatient discharge was the 6th highest of 39 reporting states in the nation.74

Maine’s median cost of $6,917 per discharge was 19% higher than the national average and 45%
higher than the northeast region’s average of $4,759.75 In a voluntary survey of commercial insurance
carriers in Maine, Massachusetts, and New Hampshire conducted by Milliman Consultants and
Actuaries for the Maine Association of Health Plans, participating insurers reported paying 31% more
per hospital stay in Maine than they do in Massachusetts and New Hampshire.76 That means for every
$1.00 that the participating insurers pay for a hospital visit in Massachusetts or New Hampshire, they
pay $1.31 in Maine.77  These higher costs impact our economy.

Based on the findings of a report78 prepared by Dr. Nancy M. Kane, Harvard School of Public Health,
who reviewed the audited financial statements of 36 hospitals, the Commission to Study Maine’s
Hospitals’ February 5, 2005 report to the Maine Legislature found that “The profit margins of two-
thirds of Maine’s hospitals were significantly higher than the national and northeast region medians for
hospitals in five out of the six years from 1997 to 2002.”79 (Emphasis added)  These high profit margins,
which are higher than those of other hospitals in the U.S. and the northeast region, have a major fiscal
impact on Maine’s consumers and businesses.  For example, the Commission reported that if there had
been a 3% limit on profit margins in 2003, 13 Maine hospitals would have exceeded that limit. If those
13 hospitals had met such a limit, consumers and businesses would have saved an additional $16 million
in 2003 and those hospitals would have remained financially healthy.80

The Commission to Study Maine’s Hospitals found that Maine’s hospitals’ administrative costs offer an
area for large improvement.81  Medicare Cost Reports report administrative costs in Maine hospitals at
about 16 – 17% of costs.82  Spending on hospital care is often used as a “proxy” for hospital costs.  In
2005, hospital spending in Maine is projected to reach $2.7 billion.  Applying the rate of administrative
costs from the Medicare Cost Reports results in about $459 million that can be attributed to
administrative functions in 2005.

There are other aspects of our fragmented health insurance system that result in less stability for health
care consumers, for businesses and for Maine providers.  For example, in the mid-1990s, large national
and regional health insurance companies sought to gain market share in Maine. These companies
engaged in “deep-discount” pricing patterns that were supported by their access to capital markets and
large reserves.  These pricing discounts de-stablized Maine’s health coverage system for tens of
thousands of insureds and drove Maine’s only non-profit insurer to the brink of insolvency.84  Those
pricing strategies were short-lived.85  Two of the leaders in this pricing strategy, Tufts Health Plans and
Harvard-Pilgrim, undercut prices so deeply that they couldn’t bear the risk.  Tufts Health Plans of Maine
was dissolved and Harvard-Pilgrim Health Plans of Maine went into receivership in 1999.  Tens of
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thousands of Mainers insured by these corporate giants lost their premium payments and coverage.86

The most significant result of these pricing patterns was the loss of Maine’s non-profit Blue Cross plan
that converted to for-profit status in May 2000.87   Shortly after the conversion, Anthem representatives
appeared before the Banking and Insurance Committee to push a legislative agenda to “loosen
community rating bands,” “sell flexible plans with high deductibles,”  “lengthen the pre-existing condition
exclusionary periods,” and “provide tax breaks” for individuals and others to purchase health
coverage.88

Most importantly, our fragmented health coverage system promotes cost-shifting89 by purchasers and
payors and risk-avoidance90 by payors.  Cost-shifting and risk-avoidance make it impossible to control
health care costs in any meaningful way.  Large employers often change insured status between
operating a “self-funded”91 plan and purchasing a fully insured plan.92

“Choice” means having the ability to choose from a variety
or number of options.93 Often, people have different needs
when they are sick and respond to different types of care.
Thus, people should have the ability to choose the provider
that best meets their needs. The concept of “choice” in
health coverage in the U.S., and in Maine, is often a matter
of the type of plan one’s employer chooses for her/his
workers.  If the employer chooses certain HMO plans, the

employees’ “choice” of provider can be drastically restricted.  If an employer chooses a PPO (preferred
provider organization) or a POS (point-of-service) plan, the issue of choice may depend on the
employee’s ability to pay higher charges to obtain “out of-network” services that are subject to higher
cost-sharing requirements.

Choice is often a matter relegated to those who can afford it.  Most privately insured Mainers are
restricted to choosing from providers with whom the insurer has a contract.  This restriction was the
hallmark of Health Maintenance Organizations.  HMOs, by design, promised those who enrolled – or
whose employer enrolled them – lower costs and comprehensive coverage including primary and
preventive care for “trading off” the enrollee’s “free choice of provider.” Needless to say the promise of
lower costs and comprehensive coverage proved elusive at best but loss of “choice” became a reality.

4  Choice
Coverage should allow

consumers to choose their
participating provider
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