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Preparing for the August UHC Work Group Meeting HMA

Optumgs )

August Meeting Goal: Further refining the draft “straw” models,

assessing models on qualitative elements and preparing to develop the

final report

August Meeting Plan:

Review progress modeling the three draft “straw” options

Discuss key elements: member cost sharing and provider
reimbursement

Qualitative assessment criteria discussion

Confirm action items

Hear public comment

Today’s Presentation: background to prepare for August discussions

Cost Sharing and Provider Reimbursement August 2020

Initial Qualitative Assessment Criteria Review
page 2



Define and
understand
the problem
including
root causes

Work Group Efforts To Date

Develop
qualitative
assessment
criteria and
establish
common
language
for models

-

Narrow to
three
“straw”
options that
address
identified
priorities to
move
forward for
actuarial
analysis

~

Refine
components
of the “straw”
options to
develop
models and
prepare for
final report
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Presenter
Presentation Notes
This is where we have been over the four meetings to date, along with what we will talk about in August. 



August UHC Work Group Meeting Aims: EMA
Refine Elements of the Universal Health Care Coverage Options PERE

Build on the Discussions at Prior Refinement of the “Straw” Options at
Work Group Meetings August Virtual Work Group Meeting
Prior meeting discussions including: At August work group meeting:

* Definition of Universal Health Care e Workgroup members will join virtual breakout

“rooms” to consider cost sharing and provider

e Root causes of issues with the current health .
reimbursement components of the models

care system

e The whole work group will come back together
to share themes of key components and any
refinements

 International and national universal health care
models — frameworks and key components

* Inputfrom work group members in the recent
survey on components of universal coverage
models

e Review qualitative assessment criteria and have
initial discussions in breakout rooms

* June work group meeting discussions of 3
“straw” options to consider as starting point for August 2020
framing options for the actuaries to model
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Presenter
Presentation Notes
The actuaries need a little more work group guidance in a few areas in order to finalize the models. This will happen at the meeting. 
In addition, the workgroup will start to consider the models in terms of desired qualitative aspects of health coverage. This will help refine the information to be included in the final report. 


After the August Meeting HMA

- ~ - ~N

Develop recommendations

Actuaries will further refine

models and will present at Identify outstanding issues
September meeting that have not been addressed

but still need attention; where
possible, potential solutions

Between meetings,
workgroup members will

consider the three models on Identify near-term transition
qualitative criteria and other strategies for
moving universal health care
forward

\_ / \_ e
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Presenter
Presentation Notes
At the September meeting the actuaries will present model results and the work group will discuss the quantitative findings. This will help the group develop recommendations, identify issues that have not been addressed but need attention as part of reform, and any solutions, as well as short-term strategies that can help the state move toward universal health care. 


HMA

For the August 2020 UHC Meeting ommes

Model Components —
Cost Sharing and
Provider Reimbursement




Model Components: Cost Sharing and Provider Reimbursement

Two major model components for members to consider are:
e Cost Sharing
* Provider Reimbursement

This section provides basic context and questions to consider leading
up to the discussions in the August work group meeting.

e This includes an explanation of the difference between cost sharing and
premiums.

Work group members will be provided documents that explore these
issues in greater depth.

HMA

Optumas
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Presenter
Presentation Notes
Cost sharing and provider reimbursement are two highly impactful components of the overall Universal Health Care models.  They are also complex.  Our goal with this section is to ensure workgroup members have a consistent foundational understanding of the different concepts related to cost sharing and provider reimbursement so that they can share their perspective and inform the model design.  To that end, we have also provided documents that explore these issues in greater depth.


Typical cost sharing
mechanisms:

 Copay
e Deductible
e Coinsurance

e Qut-of-Pocket Maximum

Seeking work group guidance
for cost sharing parameters
included in modeling

Cost Sharing

HMA
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Presenter
Presentation Notes
We will look at four cost sharing concepts found in most insurance plans.  These include copays, deductibles, coinsurance, and out-of-pocket maximums.  I would note that we are making a distinction between premiums and cost sharing.  Premiums are the costs you incur to have insurance and cost sharing is the costs you incur when you access services while insured.  Based on stakeholder feedback to-date, we do not anticipate the model will include premiums and that the model would be funded through taxes.  This seems consistent with the philosophy of a universal health care model as it is no longer universal if those that can’t afford the premiums or choose not to are not covered.




B

Cost Sharing Mechanisms: Copays

e A copay is an amount set by the
insurer and due from the beneficiary
to the health care provider at the
time a service is rendered.

e Copays may vary based on type of
service (e.g. specialist visits,
hospitalization, pharmacy, therapy,
etc.)

Example: $30 Office Visit Copay, $25 per Rx

Date Service |Amt. Due| You Pay | Ins. Pays
1/20/21|Office Visit §250 S30 §220
2/25/21|2 Rx $250 S50 $200

3/1/21|Office Visit S300 S30 §270

4/5/21|1 Rx $150 $25 $125

Total $950 $135 $815

e Copays reduce the total cost to the insurer and increase the cost to the

member.

» Copays can have the effect of discouraging utilization due to the financial

burden on the insured member.

HMA

Optumas
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Presenter
Presentation Notes
Starting first with copays, a copay is an amount due from the patient at the time of services.  Copays are typically a flat fee, but can vary based on the type of service. 
Copays shift a portion of the costs from the insurance plan to the insured member.  The same would be true for the universal  health care model, and this will bring down the overall cost to implement the model.
Additionally, copays may influence utilization.  Workgroup members have differing views on this particular topic.  Economic theory would suggest that whether a copay influences utilization will depend on the elasticity of the service.  What that means is that the more the person believes the service is necessary, the less likely the copay will influence utilization.  For example, copays for insulin for a diabetic are not likely to influence utilization, whereas high copays for emergency room services might discourage utilization for conditions the patient knows are not life threatening, such as dental pain.   

Lastly, it is worth noting that the Medicaid program requires that copays and cost sharing in general must be nominal – they cannot serve as a barrier to accessing care.   The workgroup will need to keep this in mind in order to preserve federal funding for the population that would otherwise be Medicaid eligible.



B

Cost Sharing Mechanisms: Deductible

* A deductible isan amount due from the
insured before insurance coverage begins to

pay-

* Deductibles reduce the total cost to the
insurer by shifting initial cost of care to the
insured member and impacting consumer
behavior.

e Deductibles can reduce both appropriate

and inappropriate utilization by creating a
financial disincentive for a member to seek
care.

Example: $500 Deductible

Date |Amt. Due| You Pay | Ins. Pays
1/20/21 $250 $250 SO
2/25/21 $250 $250 SO

3/1/21 $300 SO $300

4/5/21 $150 SO $150
Total $950 $500 $450

HMA

Optumas

August 2020
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Presenter
Presentation Notes
Moving on to deductibles, a deductible is the amount due from the insured before insurance coverage begins to pay.  This is the same concept as with car insurance.  You are responsible for payment in full until you hit your deductible, then the insurance kicks in.  

Similar to copayments, this cost sharing mechanism reduces the costs for the insurance plan and increases costs for the insured member.  Given the deductible can represent a significant upfront cost for the member, it is even more likely to influence utilization.  It again comes down to how necessary the care the member thinks the care is relative to other needs in their life such as food and rent.

A common feature of insurance plans, it does not, however, apply to Medicaid.



B

 Like deductibles and copays, coinsurance

Cost Sharing Mechanisms: Coinsurance

e Coinsurance is an amount due after the
deductible is met based on a percentage of
the insured allowed amount.

Example: 10% Coinsurance

reduces the cost to the insurer and

iIncreases the cost to the member.

Date |Amt. Due| You Pay | Ins. Pays
1/20/21 $250 $25 $225
2/25/21 $250 $25 $225

3/1/21 S300 S30 $270

4/5/21 $150 $15 $135
Total $950 $95 $855

e Coinsurance can be a strong disincentive to

utilize higher cost services and can drive
consumers to more actively scrutinize costs
and explore care options.

HMA
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Presenter
Presentation Notes
Next, coinsurance is the amount the patient continues to pay after the deductible has been met.  Unlike the flat fee copay, coinsurance is typically a fixed percentage such as 10 or 20% of the amount due to the provider.   As you see in the example, with 10% coinsurance, you pay $95 of the $950 total and the insurance plan picks up the remaining 90%, or $855.

Like coinsurance and deductibles, this mechanism shifts costs from the insurance plan to the insured member and has a significant potential to influence utilization.   



Financial Safeguards Currently in Place for Consumers

e Plans that include these cost sharing mechanisms are also required
to include member safequards.

e The primary safeguard is the out-of-pocket maximum — after an
insured member contributes a certain amount towards their own
care through copays, coinsurance, and deductibles, the payer
assumes 100% of costs.

* This safeguard limits an individual’s total
financial risk.

* Example: Under the Affordable Care Act,
2020 high-deductible plans have out-of-
pocket limits of $6,900 for an individual
and $13,800 for a family.

August 2020
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Presenter
Presentation Notes
With the multiple cost sharing mechanisms, having insurance doesn’t automatically translate to protection from severe financial distress due to medical bills.  To limit an individual’s total financial risk, plan incorporate out-of-pocket maximums.  An out of pocket maximum limits the total amount an insured member is responsible for contributing to their own care in a given period.  Plans vary widely, but the there tends to be an inverse relationship between premiums paid and maximum out of pocket expenditure.  That is to say that the more you pay in premiums  up front, the less you would likely pay out-of-pocket later.  For some plans, there are statutory limits on maximum out-of-pocket expenditure, such as the example provided in the slide.   Medicaid has an out of pocket maximum of 5% of household income for populations that are not completely exempt from copays.   If workgroup members decide to incorporate cost sharing, they will also need to think about financial safeguards such as an out-of-pocket maximum. 



Additional Points to Consider ﬁfhii

Do you believe the health care model should
include cost sharing (i.e., co-payments,

coinsurance, and deductibles)? Why or why not?
Cost Sharing
Considerations

If you are in favor of cost sharing mechanisms,
which ones do you support and are there any
specific parameters that you think are important to . Compliance with

include (low income excluded, etc.) federal regulations
for different
populations

e Administrative
complexity

Note: To help frame your thinking regarding potential cost sharing
structures, and example of one potential cost sharing design is provided
on the next slide.

August 2020
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Presenter
Presentation Notes
In the August meeting, we will discuss these questions related to cost sharing.

Do you believe the health care model should include cost sharing?

If so, which ones and what general parameters should be incorporated?

It is also important to keep in mind that policy must be balanced with consumer transparency and administrative complexity.  Further, to maintain federal funding for the Medicaid eligible population, compliance with the cost sharing requirements of that program will be important to maintain.

To help the workgroup think about all of these different moving pieces, we’ve provided a simple example on the next slide.



Simple Example of Cost Sharing Design to Support Discussion
Note: this is not a recommendation

Income Level |Premiums Copays Deductible | Coinsurance | Out Of Pocket Max
Medicaid
Eligible No No No No N/A
I\-/Ie-dlcald For Igw-value 0 - 5% of household
Ineligible up to No services and No No income
300% FPL pharmacy
For low-value
V) _ O
301/0. FPL and No cervices and No 5159 0 SA.of household
Higher income
pharmacy
August 2020
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Presenter
Presentation Notes
This example is not a recommendation, but is simply a starting point for conversation that incorporates a few different elements.  This model is broken out by income levels in each row, and by the different cost-sharing mechanisms in each column.  The three income categories are Medicaid eligible which actually has a few different income levels depending on the aid category, individuals up to 300% that are not Medicaid eligible due to income or any other reason (undocumented), and those with incomes above 301% FPL.  

The Medicaid eligible population retains current cost sharing parameters, which will also ensure that the federal funds are preserved for this population under the universal model.  
Medicaid ineligible up to 300% FPL could have copays for low-value services such as non emergent ER, and also copays for pharmacy.  Costs are capped. 
The highest income bracket additionally has coinsurance in this model. 



HMA
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Important Concepts:

e Purchasing power and market
shares

e Providerimpacts
 Efficiencies
 Normalized fees

Will the workgroup recommend PrOVider Payment

capturing provider efficiencies?

What transition strategies will the
workgroup recommend?

August 2020
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Presenter
Presentation Notes
The next section focuses on provider payment.   Specifically, we’ll look at purchasing power, and impacts on providers. 




Provider Payment: Purchasing Power and Market Shares

A single-payer would have greater
purchasing power.

The payer could use its purchasing power to
put downward pressure on provider
reimbursement and negotiate better deals
with pharmaceutical and medical suppliers.

Can the plan’s increased purchasing power
overcome monopolistic pricing?

QUALfTY

HMA
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Presenter
Presentation Notes
Here we’ll start with purchasing power.  Under the current system, purchasing power is fragmented.  Each plan has less negotiating power and influence than a single payer system would.  How we assume the model would use this purchasing power needs to be informed by the workgroup.   Should we assume lower provider reimbursement due to increases in purchasing power?  Better deals on pharmacy and medical equipment?



B

Provider Payment: Provider Impacts - Efficiency

* |t costs providers more to deal with many different
payers.

e Thisis due to duplicative contracting, billing
processes, and reporting.

* Administrative costs are passed on to consumers.

e Asingle-payer system reduces some of this
duplication.

HMA

Optumas 9
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Presenter
Presentation Notes
Another question related to provider payment is one of efficiency.  Providers have to deal with different sets of billing rules, value-based purchasing schemes, contracts, and more. All of this duplication adds to costs for providers, which is ultimately passed on to consumers.  A single payer system reduces administrative burden on providers and likely their overhead.  Should the model capture any portion of this efficiency through reduced provider compensation?



B

Provider Payment: Provider Impacts —Single Set of HMA

Standardized Fees

Each payer offers different reimbursement rates for
services.

e Medicaid tends to be the lowest
e Maedicare is somewhere in the middle
* Private/commercial insurance tends to be highest

A single fee schedule will either decrease or increase
revenue for providers, depending on the insurance mix
of a provider’s panel. In some cases, this change in
revenue could be significant for the provider.

Need to consider:

e What reimbursement should be established?

 Recommendations to mitigate detrimental impacts on
providers?

Omy,mq,sg

(Medicare

Single Fee Schedule

August 2020
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Presenter
Presentation Notes
Discussed in previous presentation and in depth in the materials we’ve provided, we anticipate a significant impact on providers due to the transition to a single set of standardized fees.  The direction and magnitude of impact will depend entirely on a provider’s insurance mix for their panel.  Providers with a high percentage of commercially insured patients on their panel will see decreases in reimbursement and those with high percentages of Medicaid will see increases in reimbursement.   Please review the documentation we provided; we welcome your feedback regarding any policy around this issue and strategies for mitigating the potential impact if members feel it is important to do so.



Additional Points to Consider

For the universal coverage options, should the model assume
lower administrative costs for providers due to a simplified
system? Why?

Should modeling of the universal coverage options assume
that the state will have greater purchasing power that will
allow the state to reduce provider compensation as proposed
in similar studies?

HMA

Optumgs )

August 2020
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Presenter
Presentation Notes
During the August meeting we’ll discuss these questions in depth.
Should the model assume lower administrative cost and subsequently lower reimbursement rates due to the insurance system simplification?

Should the model assume lower provider rates for certain services due to increased purchasing power?

We look forward to the discussion later this month. 



Qualitative Criteria for
Assessing the Models

For Discussions &
Refinements at the
August Work Group
Meeting




The assessment criteria were first developed

through discussions at earlier work group

meetings; came out of

* The work group’s root cause analysis

* System improvements work group members
would like a new model to incorporate

The work group discussed assessment criteria
at the February meeting. The discussions and
later feedback from work group members
shaped the assessment criteria

Criteria fell into two categories:

* Quantitative
* Qualitative or Policy-related

At the August meeting we will discuss the
qualitative criteria as they relate to the
structure of the 3 models

We will examine the models at a later meeting
using quantitative criteria once the actuaries
complete their modeling

About the Assessment
Criteria

Aim of the Assessment Criteria: To Help
the Work Group to Evaluate the Models

HMA

Optumas 9

August 2020
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Presenter
Presentation Notes




Assessing the Models:

Quantitative and Qualitative Assessment Criteria

i *

Quantitative
(Measurable) Criteria,

including:
[ |
WHO? WHAT?
How many What healthcare
people will be benefits will be
covered under offered under
the model? the model?

S HMA

2 24 Optumas
<
<<

Qualitative
(Policy-Dependent)

[

EQUITY?

Does the model support
fair and appropriate
access to quality care

across cultural, ethnic,
language, geography
and other communities?

Criteria, including:
|

ACCESS?

Does the model
facilitate the
right care at the
right time in the August 2020
right setting?
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Presenter
Presentation Notes
The workgroup has discussed many issues with the current health care system they would like to see addressed in a new model of universal health care. 
Some criteria are quantitative, or easily measured (such as the number of people covered, the benefits to be covered, etc.). Others are qualitative or policy-dependent. 

The qualitative assessment criteria we will be reviewing and discussing at the August meeting were summarized based on the work group members’ discussions of root causes of the issues and initial assessment criteria breakout group discussions at the January and February meetings. 

A given model may or may not distinctly achieve the desired criteria. To address these issues, the report can also include a section that discusses the policies related to access, governance, affordability, etc. that the work group would expect to see in implementation of a model of universal health care. For example, the work group may recommend that any model be built to address issues of equity and improved access, and recommend that implementation include an equity analysis. 


»

Qualitative Assessment Criteria

e The qualitative assessment criteria fall under the following topics:

* Access

e Governance

e Quality

* Equity

e Administration
e Feasibility

Quantitative Hethods

the free ice cream.

Interesting..

Orly one in 30 take [

[

Qualitative Hethods

What did you feel
when you saw the

Excited.
A little scared.
And why was that!

T free ice cream!

S
\}f’ [

e e

e The next several slides go through some of the questions in each category

HMA

Optumasy

August 2020
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Presenter
Presentation Notes
One category of qualitative criteria are issues raised by work group members around access to care (see this slide and the next). 

Access considerations may or may not be supported by each model. The group has discussed the importance of ensuring people have access to needed services and care. 


Qualitative Assessment Criteria: ACCESS

To what extent does the coverage:
e Allow seamless coverage from birth to death?

How well does the model:

Allow the choice of health care provider?

Allow for easy navigation of the health care system for patients
and providers?

Provide access to comprehensive, essential, effective and
appropriate health services?

Provide a full range of services? (whole body/holistic)
Provide access to culturally-attuned care?

Provide equitable access to quality care based on a person’s
need and regardless of income, geography, age, gender, etc.?

Provide coverage for experimental treatments for rare diseases?

Who.and what are
>

covered?. = o
>



Presenter
Presentation Notes
One category of qualitative criteria are issues raised by work group members around access to care (see this slide and the next). 

Access considerations may or may not be supported by each model. The group has discussed the importance of ensuring people have access to needed services and care. 


Qualitative Assessment Criteria:

ACCESS continued

To what extent does the model:

Provide access to affordable care?

Promote preventive health care and
utilization of primary care?

Encourage preventive health care and
utilization of primary care?

Promote workforce capacity building?

Facilitate the right care at the right
time in the right setting?

Provide psychiatric care in the least
restrictive environment necessary?

Can people get the right care at
the right time and right place?

August 2020
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Presenter
Presentation Notes




http://elida494106366.wikidot.com/
https://creativecommons.org/licenses/by-sa/3.0/

Qualitative Assessment
Criteria: Governance

To what extent does the model:

Ensure transparency and
accountability in how the model is
governed?

Include participation by community-
based systems/organizations in its
governance?

Respect the primacy of the patient-
provider relationship?

Ensure administrative accountability?
Have governance that maintains Tribal
sovereignty and voice?

Makes sure the patient has a voice in
how the health care system works?

Who is involved and how
decisions will be made?




Qualitative Assessment
Criteria: Quality and Equity

How well does the model:

» Encourage consistency in health care
delivery in rural areas and across different
cultural, ethnic, language, and other types
of communities? (does this model reduce
variance in care)

Incentivize or enhance the delivery of
quality health care?

Include efforts to improve health care
safety and minimize medical errors?

Encourage transparency about health care
quality, including reporting of adverse
events (e.g. deaths, infections)?




Qualitative Assessment
Criteria: Administration and
Feasibility

How well does the model:

Reduce administrative costs

Include mechanisms to reduce
duplication of services?

Include effective cost controls for all
services, including prescription drugs,
without compromising access and
quality?

Support value-based payments to
providers and health systems?
Respond to implementation challenges
due to federal regulations?

Respond to challenges related to
political buy-in, implementation, or
administration?

HMA

Optumgs )

Does the model focus
resources on value?

August 2020
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Qualitative Assessment Criteria:
Administration and Feasibility
(continued)

How well does the model address:

e Impacts of program implementation and
administration on key delivery system
stakeholders, such as:

Commercial health insurance plans
Medicaid managed care plans

Employers who currently do purchase
insurance for their employees?

Employers who currently do NOT
purchase insurance for their employees?

Health care providers/hospitals?
Tribal health?
Others?

s r
- August 2020
; o
-
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Qualitative Assessment

Optumas )
Criteria: Administration and
Feasibility (continued)
How well does the model:
e Support administrative simplification
e Allow for phasing/incremental
advances toward universal health care
e Facilitate data sharing and data
portability
e Utilize open enrollment periods or
allow residents to enroll in coverage at
any time
August 2020
page 30




The 3 draft “straw” options for modeling HMA

~ ™~ ™ ~\ Optumasg
Universal Coverage- State Universal Coverage- “Fill in the Gaps” Coverage for
Administered Delegated Administration People without Coverage
e N NG _
WHO: All state residents WHO: All state residents WHO: State residents with limited
WHAT: State defines WHAT: State defines benefit ~access to quality, comprehensive
benefit package for all package for all comisregfs
HOW: HOW: WHAT: State defines benefit
' _ ' _ package
 State sets delivery e State sets delivery HOW:
system rules (e.g., system rules (primary :

e State sets delivery system

promotion of primary care promotion, use of rules (primary care

care, use of value- value-based payment, promotion, use of value-

based payment, etc.) etc.) based payment, etc.)
* No health insurers, e Health insurers that meet ¢ lSImIIartohCascade Care

state contracts directly requirements provide nsurers that m%cet

with providers coverade. contract with requirements offer coverage,

rage, contract with providers
prOV|derS August 2020
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Presenter
Presentation Notes
These are the three models we have been discussion at prior meetings. 


A

Universal
Coverage-State
Administered

Consider each model’s framework and assess how well
it might support or facilitate the qualitative criteria in

B

Universal
Coverage-
Delegated

“Fill in the

Administration

each of the following areas:

Access
Governance
Quality

Equity

C

Gaps”

e Administration

Feasibility

Exercise: How well
does each model drive
desired qualitative
changes?

The work group may
recommend that ANY model
implemented must include
some of these criteria

HMA

Optum T/
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Presenter
Presentation Notes
We won’t have enough time to delve separately into each of the qualitative criteria during the work group meeting, but we will have initial discussion in break-out sessions to collect your thoughts on how the 3 models’ frameworks support or facilitate each qualitative assessment criteria by topic area.

We will also collect thoughts on how to communicate the importance of considering some of the qualitative criteria in later policy development and implementation. 

Our discussion at the meeting will start to prepare us for what will be discussed in the final report to the Legislature. 


A B C

Universal Universal “Fill in the
Coverage-State Coverage- Gaps”
Administered Delegated

Administration

For each model, how well does it support access?
e Very Much
e Somewhat
e Very Little or Not at All

Does one model stand out as best suited to support
access? Why?

HMA

Optum T/

Example:
Access

Access includes:
Seamless coverage
Choice of provider
Comprehensive, effective, appropriate
services
Culturally-attuned care
Equitable access
Affordable care
The right care at the right time & setting

August 2020

page 33


Presenter
Presentation Notes
Using the concept of access as an example of the exercise (and recognizing that access includes a lot of things – access to what, how, when and at what cost): does each model support access very much, somewhat or very little/not at all. Is there one model that by its structure would do a better job promoting access? What is it about that model that does this? 

We will talk through these questions at the meeting. We will also collect thoughts on how to communicate the importance of considering some of the qualitative criteria in later policy development and implementation.


Optimus update on modeling progress will
lead off the meeting

Breakout group discussions — consideration
of the models and:

e Cost sharing
* Provider reimbursement

Results of breakout discussions will be
shared and discussed by whole work group
at the August meeting

e All breakout discussions will be summarized
and shared

Qualitative assessment criteria will be
discussed as the members think about the
models’ frameworks and how best to
further key policy orimplementation issues

Will review and discuss the Quantitative
assessment criteria as the actuaries bring
back their modeling to the next meeting in
September

Summary

Join the virtual August
meeting ready to provide
more input on the straw
models and begin
discussing qualitative
impacts and
implementation issues

More discussions to come in
the fall as well

HMA

Optumas
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Presenter
Presentation Notes
This will assist the actuaries to in their modeling of the options.  



ThankYou

Please submit your questions by August 22™ to:
HCAUniversalHealthCareWorkGroup (@hca.wa.gov

Visit the Universal Health Care Work Group

webpage for more information

August 2020
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