: : B N'o'k rnandate( | ’ o ( 4
g Phased -in 1nd1v1dual‘based subsxdtes o o R A '\' K
’ | tax on hxgh cost health plans ‘ _' . ,A - . : S
| ‘Ha‘rd cap on Federal health spendtng | | T S o / :,‘ y

.|| Starting small allows time. fo learn about how :Won’t‘ge‘t"unive’rs-al coverage
;‘to manage insurance reforms . m" l,' R P S S L N

Soltd fail- safe protectlon for the Federal - - Very. littleﬂpri'yate sector 'eost},con\tai‘ﬁmem‘p .
budget T T A R A

jI Sub51d1es are targeted very well to low : Premtums in ‘the commumty ratrng pool v T
RN mcome households o ) _ | arelikely to be high due to adverse © - . . -
__—” E R T LI SIS S SEI&Cthﬂ,}UbSldICS ‘might not-be- large AR | E——

e ety s g e

Sl ;/’ , R enough to cover these htgher premiums.-

- NECFa ]

Mrmrmzes _]Ob losses Medtcare program savmgs and no- - . -

.o

T o “ 'T' . tt e expansron of beneﬁts to the- elderly~‘~‘—"=-'—'w e

N mlncentrves are. tmproved for 1nsurers and_.w wiﬂ
T patlents o N
_ R -

) No mandate but ﬁrms of 100+ must offer plans Lo T

, o 2 kmds of groups age adjusted cornrnuntty rated (ltrmted to firms of < 100 and . . : Pl
P o mdmdua s) and experrence rated (for all other groups) T = ' ‘

Voluntary purchasmg pools for 1nd1v1duals and srnall busxnesses w1th‘t00 orfeWer — — — ‘

employees wrth commumty ratmg R o

.. o Indtvrduals and small groups could also Jom FEHB plans but would pay the
L RO commumty rate

~ :
7 ‘ ¢ \ . . T A
- - - - - R * - A _ —
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, Groups of ﬁrms under 100 (MEWAS), are grandfathered mto therr nght to recelve
?« ‘ expenence ratmg ‘ ‘ o o SR
' . Fxrms wrth more than 100 workers w1ll be expenence rated or self-msured R
- A Guaranteed renewabrhty and lmuts on pre exlstmg condmon exclusrons.
a If 95% not covered by 2002,?Natlonal Health Comrmsston meets to make (nonblndmg)
reeommendatlons to Congress on achtevmg umversal coverage. SR
- 3 SubsxdleS" A SR S S O .;‘
= Once e]rglble, those below 100% of poveny recerve a voucher equal torthe average
,‘ premlum pnce in'a: geographlc area L T e Lo
o Once ehgxble those between 100 240% recelve a shdmg percentage of the average =
prermum pnce o e ?,~ B N
R Subsndy ehglbrhty phased in - from 90% of poverty in. 1997 to 240% 1n 2002
ﬁnancrng allows T R T SO o .
e Nuéo t shanng subsrdres = (,' R I ST S
B —. N Benef' ¢ package'.;;;;_;;'*':_ o "3;.""; e T ?““ML‘_'_'_t
- : --One- standard (equal to FEHB 5- BCBS standard),and one basrc.(catastrophlc) _
; Under 200% of poverty cannot use subsrdres for basrc plan o N )
: 5 ngh cost plan assessment N
) — : Wlthln each group of plans (commumty rated and expenence rated/self-msured) the
‘ T hrghest pnced 40% are taxed R conl e T T
\,v v e -\\-» . - . . . 4‘A N .
I Tax fate is- 25 percent of dlfference between the average prermum 1n that group and
the“planspremxum e . e
SRR A - o Co -~ oo ) meT . . -
. . . - o : . »-}.: ’ p ) .
IR ' P - : . IR :
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6. Medtcald , . O e L S T ;
Lo o - DO / B . " . . . S o ‘w, . ~‘y, L . A . N
\ o

Preserved as a separate program and beneﬁcrarres are. not part of the commumty ratmg

o _pooli' R o R

. ¥ . Ly .‘. ) &é\mq fl,. (\L‘a ‘. o L . , .

Co ' State optron to. enroll lrrmted numbers of Medrcard cash (AFDC & SSI) mto pnvate L
. - E heahh plans. : o . 'v; ) N ‘ «

Growth in Federal payments rs capped

t

Drsproportronate share payments are: phased out: by 2000

/A Medlcare. T A AR

; . . . \
4 - (. . R . - . St - f ~

SR Program savrngs smaller than HSA but most of same proposals

-

‘Includes Durenberger brll proposals that push harder for greater HMO enrollment N

F A No Medrcare drug beneﬁt or new long term care program - ,
. . . . ) . . . i Lt

o

‘arenﬂrmraffec’

T = T d *
. Loe . f K

Co Outlme refers to mrtrauve to 1mproved access in underserved areas. through increased
‘ resources for commumty health centers "“Specrﬁc proposals are unclear however. -

9 Tax ingentives: . AR St e e e

+ e .._l_._ UV UV S

.' Phased m deductron of health msurance prenuum payments for: mdrvrduals._ T '

Y

{v\(.ﬂ‘olml Deductron hrmted o, average premrum in \each group !‘ Lo e

CGM/;-

' Farl safe mechamsm funds subsrdres only as other Federal health savrngs become
Lo avarlable B N o B
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e . Assessment on high cost plans - i R
- Postal Service savings .. - . - ] e
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fod . w0 - Fiscal Summary.
. . Changes froin Baselines ..
o e (SBilliens) L T

119951999 ' "| 1995-2004"

\ ' Vo e

Outlays T R - - )

SRR I * Low Income 2173 D 6136 B
- " Voucher - . N

, R E Program o L e S T SSPUEN NP

. R Medxcare- . 77.3'_ Coe '252.3i‘§-:ﬁff-v IR i

. e, N X Lo A ‘
S f Lo . B . . .

SRIRE Othér Fe?d"éra]f‘ 130 R 13+ B -

~ E NI

e ~Revemle¢:~'* —— I —— S SR EEE ST

' Tobacco tax (2) S R SRR S
= ——--— ————-—H.gh Cost Plan =5 o o [ L
SN ‘Aesessment SN :

n e

"Taxl'c |

vl Expenditures. . | et o ot o e

Vel gt fliio. Other Revemues | .0 UL oo T

o1 R P

“Net Def‘clt Effect 546* - 79 4 '“f”i?"""'*‘-f:f "‘

{;“‘STAFF ESTIMATES PRELIMINARY ANI) UNOFFICIAL

oot ’(l)_.,Thls mcludes 'FEHB and. Posta] Serv:ce Effects mcluded in-the proposal Because of
o . . - insufficiént mformatlon, It does not mclude an estimate of the proposal’s effects on
ISP '»‘the 'PHS .or the cost of admlmsterlng the vouchers. The proposal does not appear to

‘ S affect VA DOD or the IHS so no spendlng change lS estlmated

o

_— e
TR
T - con

;Thls assumes a8 Slkpe pack cngare_tte tax st_artmg in 1995 . ”l " N _.w__w,_,.,_ L
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{1995 if 1996 | | 1997 -

i
i
R J : R N o .
Low"ln;‘:ome Voucher Program (S Btllions) S
il

Baseline |- | ] v

V

]
B " ™ " i A. ~ - .. . - — . - .
‘Medicaid |- - |964 {1082 | | 1218 || 13630} |1522. | 1704 . [ 1908 - | 2136 - |2300 | 2676
_ [ ,

" Medicare | [ 158l 11760 | | 1940~ |} 21301]} |"2385 | 2608 . {2890  [3210 | 3sm0 | 3079

: - B . i

Tax | | SN R B
Expendatures N R R L .

Baseline Total | - ! RN M T I R A I A R

[1998; 1| 1999-© | 2000. . | 2001 12002 © |'2003 - | 2004 -~

N R Ii| R i s L ) N 4 77 I
V‘T~Reform SR S A R ,5‘-,& RN B N B | - L Do
- Low tncome . 0|0 |30z | a9s|[{| [624 " [752 - :|870 - 963 . |iezz. |i0g9 .-
- Voucher .| -~ "I, | -E s N N R T P I
Program 1 |

. Medicaid | | 964 -]

' \ .,“'.”,; i," - — .» ‘:‘ — i — — . ,..;
4o [|12301| | 1320 | 1aiie  |1ss2. | 1700. | 1860 | 2034 - -

—

o A
7 T
> .

‘Medicare |~ - -[1577 | 1728 | | 1863 || 202.1;|} [ 2145 | 2268 - | 2564 7 | 2814 .| 3096 | 3427

- ‘expenditures . .- | - - e . - L

Reform Total * (= .- | 5 [0 Ll Ul ]

| .New revenues . SETE TN U IS PR AU P A B S . .
'Tobaécd; - B R e :' Sl i S : = T o
" High Cost|Plans- | - - "% | .| ] ; : P

Net Expected Surplus =~ | -04% | -58% 1 | 1500 [ 252+ [a2r2r |a2de [ 187 |azer o |z o feer |
orShortfall - | = |t ][O ] ', i AR B R R SR

|| Total Uninsured (mu) 409 |ata o [ 3290|3037 [293..0 |24 |299 304 . |30 314 -
(% msured) = o j (84.5%) (34 4%) (sg.'r%): (sss%) {.(89.3%) .| (89.3%) | (89:2%) | (89.1%) .| (89:0%) . | (88.9%) - -
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N dlfﬁculty affordmg plans in the commumty ) ’ - - '
ratmg area. . : C :

~ " ISSUES AND POSSIBLE SOLUTIONS ', - « - - ,
‘1'.‘ - .;. _,'C_overageﬁ~ ) ‘
’ - . { L N k ;
' Issues Lo P0551ble Solunons
. Many remain wrthout coverage : N Add a2 tnggered W N
.|l perpetuating uncompensated care and cost- .1nd1V1dual mandate. i, 14~er a_yﬁ\wl— ’
' -shrftlng to the privately insured. - ST e, 'V’V‘bvv\, et : -
1 Prermums w1ll be high i in the communlty _ ._Enlarge the commumty ratmg pool to )
- rat1ng pool due to adverse selectlon | include firms with_less than or equal to ‘
Y - . . :|1000 workers. . Can still preserve
st rast’ .
o e e ‘ voluntary nature of purchasmg
- o cooperat1ves :
N ~’:/;-;. R - I N N
Some moderate-sized firms will:bg . Enlarge the commumty ratmg ‘pool to
~vulperable to bad: experience rating. - - include firms with less than or equal to
L A = 1000 workers :
o : .2 .‘ Subsrdles'f:-,- Ce T ' -
- - Issuec N '_IMPOSSIble SOluthﬂS — o
;‘_‘ BRI | Subsrdy schedule produces very h1gh Smooth it out by hav1ng the poor pay I
LT ~'margmal ‘tax- rates e .-‘aomethmg - e D M e
' ‘/ . Peggmg the vouchers to the overall average ‘Tle the subs1d1es for each type of pool o -
e (experlence rated pool plus commumty | the average prermum in that type of pool
’ /Y H“"— Tated” pool) in a geographlc“are'a means-that 7 , , : - T e
| VL\S{ ‘very low income individuals will have - o ’
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Issues A :,{ N "4'5Pes'sibleisolutiens .'A- s

I

g

o Offertng a.basic and a standard package ) A“Lll'mt access tobasic plan to those above
o will lead to adverse selectron and IR ' ;specrﬁed income levels (250% of poverty, . .
uncompensated cate. . . . ., - .| forexamp e) cl e B R

PR b : | B o . . : . o .

L 4. ngh Cost Pla‘n As‘s\essrne'nt Co c

SR L Ilsgues S : 0 Possnble Solutlons

e wAssessmem 15 hkely to fall on plans wrth a .Enlarge the commumty rating. pool to )
L srcker than average enrollrnent LT e " ["include firm's with Iess than or equal to. 1
N I ‘- _ P 1000w0rkers S 1

- I
i

o thtle revenue wﬂl be rarsed from the . | Enlarge the communlty ratmg poo] to ‘
»'assessment e e ) include firms with'less than or equal to. "
NN | e e e 1000 worker3wAlsmehave assessment rate _
T T apply-te-a-larges bas ".T’-for exdriple; 16" thie” '
» . ¢ - | difference between- the premium and.a .
e e farget where—the target is set below’ the—- s

. - - 4

e -mean.

N o s,
: o - “

e -l-Assessment-is unhkely to"lead to’ srgmﬁeant*‘ -Have-assessment-rate apply to-a-larger—=- - [}~~~

Y L cost contamment m the pnvate sector. base for example, to the drfference o A -
AR W IR E e e _;:.;—:g il RN between the,prermum and. a target‘ where.___,. NI
CoSTe e e (Tthe target is set. below the mean. IR LS
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1 5. Medicaid ' ~ g Lt PR
R © T Issues _ “Possible ‘SOl“ut"ions B
PR ALmntatlon of Federa] payments whlle ‘ Integratlon of Medlcald program into Iarger | RS
| ‘leaving Medlcaxd program and obligations reform For example, non-cash assistance .- | °
' Iargcly as m current system places states at recxplents could be treated as othcr Iow -
orisk. o b T income families.: : v : K
. DnsprOportxonatc Share Hospltal payments Tle DSH phase out to decrease in the
~phased out faster than uncompensated care . number of unmsured '
|l is eliminated, ‘which could have adverse - ; :‘1
: 1mpacts on teachlng hospltals o O )
. A ) : / 7 '/ .
N Issues’ s o P0551ble Swolutlons
' Proposal mcludes Medlcare Hrogram . Phase m—Medlcare dmg‘beneﬁtm—ﬁ:s"a"\;mgs
. reductions, but no, beneﬁt expansmns : ‘:' allow. B L ,
i T growth target uld 184" to-across: the— =T Develop speaﬁc pohcles for” reductlon 15"" R
I board-reductions.—Unclear-if included-in— spendmg _— : ’ .
== final proposa] “This could-lead"to 1ncreased ' ' o T
. cost»shlftmg w0 the pnvate sector SR , " . .
7. Tax Incentives: . C : ’
N i = — M . = = ~ . T . i .
‘ Issues T : P0551b1e Solunons S
- Tax deducublhty for 1nd1v1duals ned tor the " Tie tax deducublhty lumts to avcrage of
o — || aVETAgE pnccd-plan—m-“a-geograptuc—areaw —planﬁn that- xndrwdual’ypanlcular*pOOJ i -
penahzes those in plans w1th adverse S : . : =
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'I'ss"ue.s" © :j; "“P'c')ss'iblé Solution\‘s:.’

All Fmancmg will’ bc 1nsufﬁc1ent to fully fund | Broaden the measure; of full fmancmg from o
|l subsidies on a year by year basis, llrrutlng | ayear by year metric to a multi-year (3, for | . .

~the. expansmn of subsxd1e§ to more income: ',’example) metric.- Altemauvely, other o
"groups ST e ! : ‘sources of mcreased revenue. could be

S lintroduced: o e
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HHS ASPE/HP

State Maintenance of Effort under the Health Seeurity Act, Year 2000

A

5

MOE

MOE Per

Population Index to
2000 (1) - 2000 (2) Capita us
{$ millions) {thousands) 2000 ‘2000
UNITED STATES 23,400 276,241 %85 1.00
Alabama 171 4,485 $38 0.45
Alaska 68 B89 $89 <117
Arizona 449 4,437 $101- 1.18
Arkansas 101 2,578 $39 0.46
Catifornia 3,948 34,888 $113 1.34
Colorado 201 4,059 $49 0.58
Connecticut 537 3,271 $164 1.94
Delaware | 33 759 $43 0,51
District of Colum 142 ‘ 537 3264 3.11
Florida 884 15,313 358 0.68
Georgia . 408 7,637 $53 0.63
Hawaii T 98 1,327 $74 0.87
Idaho 53 1,280 $41 0.48
lllinois 857 12,168 - $70 0.83
Indiana 427 6,045 $71 0.83
lowa 118 2,930 $38 0.46
Kansas i 149 2,722 $58 0.64
Kentucky C186 | 3,989 $47 0.55
Louisiana 445 4,478 $98 1.17
Maine 118 1,240 $95 1.12
Maryliand 488 5,322 $91 1.08
Massachuselts €38 5,950 $107 1.26
Michigan - 829 9,759 $64 0.76
Minnesota 256 4,824 $53 0.63
Mississippi 98 2,750 $36 0.42
Missouri 818 5,437 $114 1.34
Montana 28 920 30 0.36
Nebraska 85 1,704 $50 0.59
Nevada 146 1,681 $86 1.02
New Hampshire’ 54 1,188 346 0.54
New Jersey 657 8,135 $81 0.85
New Mexico 43 1,823 323 0.28
New York 3,636 18,237 $200 2.37
North Carolina $23 7.817 $698 0.81
North Dakota .20 643 3$31 0.38
Chio 850 11,453 $83 0.88
Oklahoma 180 3,382 $47 0.56
QOregon 124 3,404 $36 0.43
Pennsylvania a82 12,296 372 0.88
Rhode Island 85 998 $85 1.01
South Carolina 268 3,932 $68 0.81
South Dakota - 20 770 $26 0.31
Tennessese 465 5538 $84 0.98
Texas 1,321 20,033 $66 0.78
Utah 71 2,148 533 0.38
Vermont 30 592 $50 0.58
Virginla 427 7,048 $61 0.71
Washington 1287 6,070 548 0.58
West Virginia 110 1,840 $80 0.71
Wisconsin 148 5,381 $27 0.32
18 522 $34 0.41

~ Wyeming

M HCFA OAct; ASPE; NOTE: State estimates do not sum to U.S. total due to rounding. ;

(2) CPS State Population Projections (Series A).
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Ut Moded 139: -
HSA

(Note: Marginal
rates for House-
Hold Subsidies
are seroother
than specified n
HSA)

[assumes MO/

Total Employer Payments
1 Year (1804} ($m)

“ Average Employer
Paymerts pec Family

Tokal Farnlly Payments
1 Yo (1964) (Sm)

Average Family Direct
Premium Payrnents

Government Subsicies:
1 Yeoar (1804} ($m)

snpkyer
howsehokd

Governrrent Subsidies:
5 Years ($m} :

smployesr
househokd

Government Subsidies:
10 Yeers ($m)

smployer
household

Select Revenue Estimstes: *
Corporate Assessment
Other Revenue
Totat (& Yeers)

Selact Revenue Estimates: *
Corporate Assessment
Other Revenue
Tolal {10 Years)

Net Effact on Defick *
(Sng) :

Net Effact on Defick *
{10 Yoars}

25245

2,176

83,170
48,088
366,000

179,000
217,000

1,082,000
§21,000

561,000

7,600
18,300
26,800

15,200
38,500
53,800

74,000

126,000

U Modet 138;

12% Ind. Wage
Cop with 5.5%-12%
for frma < 75; CBO

[Retreat Model 1]
206,847
2,182

60208

82,006

47607

350,006
145,199
214,708

062,004
412,184
- 540,861

40,600
24,600
65,200

81200
49,200
130,400

(364)

Ul Model 150

2.8-12% Lw. cop;

e =20 firms,
Kennedy sliding
cap; =% on
1-10; 2% on 11-20.
5% lower premiuar
|_{assumes MOE) |

207,655

83,320
512

82,728
25,130
57,508

365,564
105,797
. 258,767

966,560

200,304
665,257

45,200
34,060
79,260

90,400
62,060
162,460

(8,706}

{89,100}

{70,506

A&
< &

.5
T\

* Revenue astirmates are for those components that differ from HSA. Defictt effects are relative 1o current system,
Revenus estimites for the nor-HSA packages are preliminary; they ars not official Treasury estimentes.
“* Non-HSA estimates assume outsourcing ks 25% of HSA outsourcing. This ls preliminary MGW

a@\o\x



Ut Model 13%: U Moded 138: Ui Model 150
HSA 12% nd. Wage 2.8-12% Lw. cap;
{Note: Marginal Cap with 5.5%-12% | No smployer
rates for House- for firrme < 75; CBO | requirement for
Hold Subsidiles Promiums the <20 firma.
are smoother [Rstreat Model 1] Kannedy sllding
then speciied n cap; caxi% on
HSA) 1-10; 2% oy 11.20)
5% lower
{zssumes NOE) | {nssurnes MOE) {ansumes MOE)

Tetal Employer Payments .

1 Yeox (1004) (Sm) 225245 226,847 207,658

Average Empiayer

Payments per Family 2,176 2,162 2,006

Total Farmily Payments

1 Yoor (1004) ($r) 58,357 60,508 63,320

Awverage Family Direct

Prermium Payrnants- 564 584 812

Government Subsidies: .

1 Year (1004) (Sem} 88,170 82,006 82,728
empkyer . 40,082 34,400 25,130
househokd 48,085 47,607 57,508

Government Subsidies:

5 Yoars ($m) ' 866,000 350,406 65,564
employer 178,000 145,168 108,797
househok 217,000 214,708 256,767

Government Subsidies: .

10 Yoars ($rm) 1,082,000 HE2,004 965,560
empkyer £21,000 412,144 300,304 .
household 561,000 548,861 665257

Seloct Revenue Estimates: * .
Corporate Asssssmant 7800 40,800 45,200
Othar Reveniue 18,300 24,600 34,060
Total (5 Years) 26,800 £5200 78,260

Select Revenue Estimates: *

Corporate Assessment 15200 81200 90,400
Cther Revenue 38,600 48200 82,060
Total (10 Years) 53,800 130,400 152,460

Net Effect on Defict ¢
{5 Years) 74,000 (304) (8,706)

Net Effect on Defict *

(10 Years) 126,000 {70,506} 89,100}

* Revenus estimates are for thoss components that ditfer trom HSA. Defict effects are relative to cumrent system.
Revenuo estimatos Kr the non-HSA packages are preliminaey; thay are not otficlal Treasury estimates.
= NorrHSA estimates assume outsourcing is 25% of HSA outsourcing. This is prefiminary and may understate outsourcing effects.

~

——
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RECAPT URINC EXCESS FEDERAL COSTS USING
- A HIGH COST PLAN ASSESSMENT

There are no premium caps. Health plans may charge whatever price results from a
more competitive market.

- To protect the federal budget from the risk of higher premiums, excess federal costs
are recaptured through an assessment on high cost health plans.

The assessment serves two purposes: To maintain budget neutrality, and to exert
downward pressure on premiums.

* (The federal budget is at risk for subsidy payments and tax revenue loss resulting from
higher premiums. Higher premiums could be caused by windfall payments resulting
from universal coverage —— particularly in the short term —- or by a failure of
competition to bring down premium increases over time.)

The assessment on high cost plans could work as follows:

a. It could be applied only in states (or substate areas) where competition is
ineffective. It is triggered automatically in a state if the average premium
exceeds the "target premium" in that state.

The target premium for a state (or substate area) is based initially on current
health care costs, but with added funding for the uninsured and assuming no
windfall for providers or insurers. 'The target premium grows from year to year
at pre—established rates based on reasonable expectations for a more
competitive health care marketplace.

b. It could be structured in a variety of ways. Two options are:

1. The assessment for a health plan is X% of the difference between the

Py ‘M_:/ [a/ Z . plans premium and the target premium.

ii. The assessment is applied to a plan's entire premium, but the percentage
assessment rises by Y percentage points for each dollar the plan's
premium is above the target premium.

(Note: After the first year, the assessment could be applied based on a health
plan's rate of growth instead of its premium relative to the target premium.)

c. . The assessment could be app1>ied after the fact (i.e. lagged a year) or set
prospectively based on bids from health plans.

d. The assessment could be administered as a tax, or as an offset to payments to -
health plans (assuming there is a premium clearinghouse or reinsurance pool of



some kind).

If administered as an offset to payments to health plans, the assessment would
in turn be used to offset federal subsidy payments to the state (or substate
area). '

e. The percentage assessment is set nationally each year, and is calculated in
order to recoup excess federal costs. While the same assessment percentage
applies everywhere, it is triggered only in areas where competition is
ineffective. If the assessment raises too much or too little revenue to recapture
excess federal costs, the percentage is adjusted accordingly in the following
year. '

4. The assessment would apply to community rated plans, but could be broadened to
experience rated and self-insured plans as well (with some modifications).
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TAX TO CHRIG JENNINGS ‘ 7/
RE: RESPONBY TO YOUR REQUEST

I have attached a paper which dascribes the payment methodology for
the PBMs and the measures we suggest be included in the Mitchall
proposal which would reduce the poseibility of skimming by the
PBMs. On a separate track, we are working with Kathy King on
modificatione teo the Durenberger proposal for paying risk HMOs
using a bidding process. The payment to the PBMe would parallel
this process. :

I spoke with Theresa and confirmed with her that the Mitchell

proposal includes the additilonal (CPI) rebate on single source
druge (same as in HSA). I conveyed this to Scott at CBO.

Pefer Hickman
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APaymant xtthodelogy for ?BMa

Payment to PBMs would be parallel to the bidding process
envigioned under the Mitchell bill for risk HMOs. Plans would
submit bida both for the Msdicare benefit and for the standard
nandatory "Medigap" benefit which would £1ill in the deductible
and coinsurance. The bid for the "medigap! benefit could not
exceed 95% of the actuarial value of the deductible and
coinsurance under the fee-for-service benefit,

xcaaurca to Reduce Possihility of Skiuning BY PBMs

‘Enrollment only through Secretary - Beneficiaries wishing to
. enroll in a plan could do so ¢nly through a third party
designated by the Secretary. Enrollment in the plan would be
. for one year, or until the next open enrcllment period.

Rationale - Prohibiting enrcllment through the plan, ae is
allowed in the current risX program, would elimlnate
opportunities for plans to selectively enroll healthy
,individuala.

Marketing: Restrlctions - Direct marketing (a . door to door,
telemarketing) to benaficiaries would be prohibited As with
the risk program, all marketing materials would have to be
approved in advanee by tha Becretary.

Rationale =~ similar to enrollment issue.

Disenrollment Surveys = Plans would be required to pay for
gurvays of individuals who disenrcll from the plan during the
open snzollment period. Such surveys would atteampt to
determine whether individuals with medical cenditions that
require extensive use of prescription drugs are over-
represented among disenrollees and what practices of the plan
led to the decision of these individuals to disenrcll. Plans
would face a termination of their contract and/or civil money
penalties and intermediate sanctions 1f they were rfound to
angage in practices that encouraged the disenrollment of such
individuals. ,

Rationale = Would discourage plansg from engaging in practices
that would lead to the disenrollment of individuals with

' medical conditions that require extensive use of prescription
darugs.

Review of Cost-sharing structure - Both HMOs and pharmacy
benefrit plans would be prohibited from having differential
ccet-sharing based on the therapeutic class of drug prescribed
or other coat-abaring structures that the Seoretary bselleves

. would b@ likaly to discourage enrollment by individuals with
medical cvnditiona that require extensive use of prescription
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druge.

Rationals -~ Pravents cost—sharing structure from being used to
discourage enrcllment of individuals with high drug needs.

¢ State-wide Service Areas - Contracts would require state=wide
gervice areas. Pharmacy bsnefit plans would be raquired to
. provide accesgs te a pharmacy 1in every community throughout the
state.

Rationale - Plans coculd not "regd-line' low-income areas or
other areas determined to be less deslrable.

© Review of Prior Authorigation Programs - The Secretary would
have to approve prior authorization programs to ensure both
fair procedures and that such programs are not guise for
discouraging enrollment of individuals with medical condit;ons
that require extensive usa of preaoription drugs.

Rationale ~ Prevents prior authorization programs from being
used to discourage enrollment of individuals with high drug
needs. .

o Benaficiary Compliance Program - Pharmacy benefit plans would
be required to have programs to work with enrecllees to improve
compliance with prescribed drug regimens.

Rationale = Such a program would ensure that beneficiaries
with significant drug needs are monitored.

) Benaeficlary Cost-sharing - Beneficiaries would be guaranteed
5% sagings on average cost sharing relative to fee~for-servige
benafit.

Rationale - This guarantee would attract individuals with high
drug costs to the PBMs.
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HEALTH CARE REFORM ~ POSSIBLE COMPROMISE

No Mandates. Under this plan, neither employers nor employees would be
required to pnirchase health care insurance.

Targeted Subsidies. Subsidies would be available to encourage certain low
income individuals and firms t0 purchase insuruuce. These subsidics would be

- targeted to groups that tend not to have health insurance.

Assume, for example,, &
percent of his premium
ove the statutory target, only

IMQMM The rollowm5 subsidies would be available to
individuels:
o Beginning in 1997 low income individuals and

farmhes would Teceive a subsidy worth a fixed percentage of the average
- premium. ‘For those below 75 percent of the Federal poverty level, these
subsidies would equal 100 percent of the premium. For persons with
. income between 75 and 200 percent of povexty, the subsidy would range v
a shdmg sc:de frmn 100 to O percent. , | -

- To maximize pmupation, indhxduals detenmned to be prcmmpﬁvely
zl;gxble for 100 percent subsxdm automaticany would be enrollcd at pmm' _

o Cash ggglstangg gggiegtg. Begnning thh the January 1, 1997

~ abolishment of Medicaid, cash assistance recipients would receive silbsidlcs
5 Vequal 1o, 100 perccnt of the prexmum.. o .

o Former nog-cagh Mﬂica!g gj;gihlg;. Begmmng in 1997 mdivxduals who
. would be mcdmlly necdy ‘or other non-cash recipients under the current
Medicaid program’ (except pregnant women, infants and: children) would
receive subsidies covering 100 percent of the premium for six months, then
would Le neatod the samc as others based on income.

o EEMMW& Beginning in 1997, individuals
leaving welfare for work would receive subsidies equal to 100 percent of
the premium for two ycars (not one year limit under current law). '




; ) = vve

, ED B ; 199’7, pregnant
women and clnldxcn undc: 19 wnh mcome:s up to 185 percent of poverty
would be chgiblc to receive subsidies equal to 100 percent of the premiumwm,

. For those with incomes between 185 percent and 240 pescent of poverty,

the subsidies will range on a sliding scale from 100 to 0 percent. As above,
individuals dctcrmined to be presumptively eligible for 1) percent
subsidies would be automatically earolled at point-of-semae

!
ily 1m ved, uning . egmnmgtn199‘]indmduals L gse
working for six mom.hs ina job wnh ce would be eligible for the '
low income subsidy for up to six months after losing their jobs. In ;\

calculating these persons’ ehgibﬂity for such subsidies, AGI will be adjusted = ° p&
10 exclude (1) unempluywent compeasauon and (2) 75 percent of income U P
earned while employed. To mazimize participation, individuals would be

encouraged to enroll when applying for unemployment insurance benefits

(we're still checking with DoL on feasibility of this last item).

Employer Subsidies. The following subsidies would be available to employers:

orkers. Beginning in 1997,

employers who expand covcrage to all their cmployecs in a specific class
(i.c., full time, part time) would receive suhsidies to make their employees’
premjums more affordable. Employers would pay the lesser of 50 percent
of the premium or 8 percent of each newly insured employee’s wages. The
employee would pay S0 percent of the premium, with workers with incomes
under 200 percent of poveny ehgiblc for the individual subs:idics described
aborve.

Employe , (e e Inaddinontothc
employer subsxdxes outlined above, employers with fewer than 25 workers

‘who have not offered insurance before January 1 1997 and ‘bejgin vffesing it

to an entire class of workers would be eligible for the sameé low income
subsidies available to individuals and families. (An employer would receive
subsidics equal to 100 percent of the premium for their 50 percent share -
for workczs at or below 75 percent of poverty, and subsidies offsetting part
of the premium for workers up 10 200 perceat of poverty,  Tmployecs
‘would be similarly cligmlc for subsidies for their family share.) Insurence
companies and cooperatives would be able to promote this benefit within
the community rated pool

Lgimdualg np to age 25, To further maximize coverage, mdiv:duals could be
covered under parents’ policies until they turn 25.
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emi sment. As provxdedrfor in HSA, a national per capita baseline
premmm target would be established and adjusted for each health care coverage
arca. TO the extent community rated plans exceed that target, they would pay an
assessment on the excess at a rate of 35 percent. As in HSA, the initial target for
community rated plans would be estabhshcd based on current expenditures, ‘the
per capita target for both commum'\‘y rated and experienced rated plans would
" increase at the following rates, except that the target for experienced rated plans
would be mensured on a three year rolling average basis:

199%: | CPI+ 3.0%
1997: CPl+ 25%

1998 & beyond:‘ | CPI+ 20%

Risk Adjnstment. Risk ad}usrmcnt between wnnnumty—ratcd health plans to
‘account for differences in bealth status among enrollees.

In addition, experienmﬂ rated plans would be required to make transfers to the
community rated plan pools to adjust for the increased morbidity rates in the
community rated pools duc to Lhc[aoverage of the nonworking population,
including the former Medicaid population, retirees, and other individual
purchasers, The Secretary of HHY would estimate the above average costs
incurred by community rated plans that provide services to individual purchasers
and that total amount of costs would be assessed on a per capita basis from all -
insurance plans, including those i m the community rated pool and in the
experience rated market. The receipts would then be redistributed to community
rated pians bascd on thc portion or above averuge cust individuals they enmu.

forms, As follom

ariés. * Firms with fewer than 500 workers and

‘ individual purchasers (ael[»empluycd, nonworkers, Mcdicaid-eligibles)
wonld be in.the, community rated pool. Firms with 500 or more workers,

- existing Taft-Hartley plans, and rural cooperatives with 500 or more
memberr wnuld be permmed to sclf-insum or purchase expeﬁcncc-med

coveragc.

J

tnig 4;.--'  Community rated Plam could modify

and age,'f(w:th 2:1 band for population under 65 years of age). Each health
uld be-required to establish a single set of rates for the standard
benefits package npphmble to all individuals and groups within the
comumunity-rated segment; of 8 community rating area. Rates for HIPCs:
could be discounted 0 I:flcct administrative aavmgs

o Eealth plgu Mnireg_xegg, Hea]th supplemzntal bcnef'ts must be priced
and sold separately from the enmprehensive benefits package. Plans would
be subject to the following market reforms: guarantee issue, guarantee
renewal, vpen ewollinent, limit pre-ex exclusions to § months; and exit
from markct rules. :

I
b
.



o  Guaranty fund, States would be required to establish guaranty funds for

all community-rated health plans.

o  HIPC3 The plan includes multipic, competing, voluntary HIPCs. Ifa
-HIPC is not available in every community rating area, states would be
required to establish or sponsor HIPC in unserved area. HIPCs would be
responsible for eatering into agreements with plans and employers;
enrolling individuals in plans; collecting and distributing premium
payments; coordinating out-of-coverage with other HIPCs; and providing
consumer information on plans’ quality and cost. '

HIPCs must accept all eligible individuals and firms; provide enrollees a
choice of at least 3 plans, incdluding 1 FFS, Requirement of 3 plans could
bé waivcd by Guvernor in rural arcas. The National Health Board would
establish fiduciary standards for HIPCs. HIPCs would be permitted to
negotiate discounts with plans reflecting economies of scale in
administration and marketing.

Lligible cmployers (firms with less than 500 workers) must offer at least
threc plans, including a FFS to their employees. Firms could satisfy this
requircment by offering a HIPC to thelr cmployces. Thesc firms could
choose from among the HIPCs in their community rating area. In order to
qualify for employer premiu.m contribution, employees would be required
to purchase health insurance throngh the HIPC chosen by their employex
Bmployecs could choose from the plans offered by the I-WC.

o mm_mm In general. self-msured plans must eomply thh the
above responsibilities and reforms, including employer and indtvidual
__premium contribution requuemsms. coverage of a eomprchensive package
of bcneﬁts guarantced issue aﬂd renewal, and pte'ex:snng eondit:on Himnits.

“Long Term, bg;g. This plan includcs a fcdcral entitlement @p;_g ul 348 ‘billion

over the 1995 2004 pcnod.

: ré Drug,  This mxtiauve gives Mcdmre beneficiaries three options fee-
for-semee. a Drug Benefit Carricrs option, sud an HMO option — all effective

© 1/1/98. ~ Beneficiaries would have a $500 annual deductible; a 20 percent copay; |

andan’ annual out-of-pocket limit of $1,200 in 1998. Medicare Part B premium
would be increased by 25 percent of drug henefit costs, with Medicare paying the-
remaining 75 percent. Drug manufacturers would sign rebate agreements with
HIIS in exchange for nu fosmulary, Drugs uscd as part of HMOs or capitated
drug plans and the working aged would not be subject to rebates. Rebates for
single source and innovator multiple source drugs would be 13 pcrccnt, wultiple
source drug rebsate would be 6 percent.


http:WutaD.ce
http:llducia.Iy

“o7-18-8% 18:21 @ 9©

DATE: TIME:

TO:

" ORGANIZATION: ___
. FAX NUMBER:_

FROM:  perso SENDING: ] Ohin fﬁ%” N

ORGANIZATION:

NUMBER OF PAGES: S
(including this one) o

COMMENTS:




0Ty

18-84

15:21 B - ‘ | - ee

\

Additional Modifications to Transitional Employer Subsidy Proposal

To avoid employer gaming of the subsidy structure, 'nly employers who pay at
least 50 percent of an emploype’s premium would pe eligible for federal subsidies.

Presumably, firms could use th4 wransitional employer subsidies 1o gradually pass
back onto employees health carg premium costs, thereby allowing employcrs to
continue to "pay” for such insurapce after the more generous transition subsidies
expire. However, some employe may assumie that temporary transition subsidics
will trarslate into temporary insurapce, and fry to get all their health problems

‘addressed in the first year. To avoid this perception (and the behavioral

consequences), firms which aceept transitiohal subsidics must agree to offer
insurance that year and in the two subseqyent years. -

This proposal could potentially ereate shine perverse incentives for two camer
families. For example, families already tovered under one spouse’s plan may
attempt to switch all children 1o the secohd spouse’s plan if the second spouse’s
plan is highly subsidized. Such behavior would be somewhat limited by the fact
that the first spouse’s plan often may be mare generous (extra benefits) or
desirable (lower deductibles) than the secony spouse’s subsidized plan. To
minimize these incentives, however, we would require that all family members
purchase insurance as a unit through one employer (unless one employer offers
insurance on!y to the actual employee). We wquld also require that two earner
famihes P chase insurance thxough zhe hxgher aroer.

Onc kcy deﬁniuonal issuc is who quahﬁcs tor gc crous transmonal subsidies as a

previously non-insured worker. Because some firm may employ a mix of insured
and uninsured workers, the "non-insured"detérminjtion would be made on a per
worker basis. A related issue is what level of. empl dyer contribution should
qualify as "providing insurance.” Under this plan, workers who'bad been-offered
an employer contribution worth at least $500 would nbt qualify for transitional
employer subsidies. New workers would not qualify for transitional employer

. subsidies if all other workers at a firm previously had béen insured; nor would

new workers at-partially msurcd ﬁrms xf thexr salary exce ded the mean salary of
thc ﬁrm ] lnsuxed woxkexs. ; I U

Transitioial subsidies would not bc available 10 new ﬁrms f thé, ﬁmmdn
period. Generous transitional subsidies are designed to give non-insuring firms a
longer and more realistic time period over which they can pass back the cost of

‘health insurance to their workers in the form of lower wages & ‘After the transition

period, wages throughout the job market will have adjusted downward to reflect
the passback of health care ¢osts onto workers. In this new ket, firms starting
up can pmwdc insurance, pay the prevailing wape rate, and nop suffer any
competitive dxsadvantage &
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'HEALTH CARE REFORM: POSSIBLE COMPROMISE

No Mandates, Under this option, there would be no mandate on either
employers or individuals to purchase health insurance. :

Subsidies Enconrage Pariicination, Subsidies would be available to encourage
both employers and employees to purchase insurance voluntarily. The subsidy
system would pot go into\effect until 1997, allowing offsetting Medicare cuts and

tobacco taxes to accrue in\a mxst fund.

W All firm would ultimately be eligible for the same subsidies.
But to encourage firms to provide coverage to/non-insured workers, firms would
initially be eligible for more generous subsidiés for uninsured workers (earning up
to $18,000) than would be avaijable to firms/for already insured workers.

Offering such generous subsidids upfront will ease the transition for firms which
provide coverage to uninsured lqw and moderate wage employees. Specifically:

o For memy uninsured woykers earning up to $18,000, firms would initially
have their share of insuranca costs wholly aﬁm‘ if they chose to pick up
their employees health costs. ,

0 These. trans onal subsxches woild eventually be phased down to a
el X the second year, the employer’s total
uld be mpped ay 2 péycent of the worker'’s wage; growing each
er :by 2, perccnge point increments up to the permanent

: . Trankjtional subsidies would not be available
ormmg aﬁe the end of the txansmon ;period. ; (See attached -
TE: We y ouldlikc ﬂ O sadvxcc onhowwmodxfythe '

.can réésonably’ pass bg ék to their empl ees annually

d uninsurcd workers, the
a pcr workcx basxs.

o bas oftered to contrbue at legsz $500 towards 8

o An employer
worker’s premijim payment would not qualify for pansxtional subsidies for
that worker. In terms of new workers, employers currently insuring all
their workers m ould not receive transitional subsidies for new workers,
Employers Who insure some of their workers would not receive ‘transitional
subsidies for'new workers whose salaries exceeded the mean salary of the
firm’s insured workers.

o  The permanent subsidies would cap employer premium payments between
12 percent and 6 percent of each worker’s individual wage, based on the
employee's wage, for emplcryees eamning up to’ '$18,000," The snbsxdy would

be phascd out for workers eammg betwecn 318 000 and $28 000 SR

i ,%.,,‘ .

IV
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%premxum target would be established ‘arid ‘adjustd

o During the transition, employer subsidies for currently insured workers
, would be somewhat below the maintenance level. In the first year,

currently insuring firms would calculate the federal subsidy to which they
would be eatitled under the permaneat sybsidy regime, and they would
receive 20 percent\of that total. That pe fcent would grow to 30 percent in
the second year, 40 percent in the third /year, S0 percent in the fousth year,
60 percent in the fifth year, 70 percenf in the sixth year, and 100 percent in
the eighth year. (See agtached Table/2)

o Only employers who pay\at least 50 percent of an employee’s premium
would be eligible for federal subsidies.

o Assume provisions to minimize gaming by both employers and employees.
For example, require that all fgmil members urchase insurance as & unit
through one employer (unldsy'one employer offers insurance oaly to the
actual employee). Also reqyire that two earner families purchase
insurance throug,h the tngb eamer. ‘

Antl -Dlecﬁmingﬁg ggmg, A firm" wveragc policy must be eonszstcnt across its
entire workforce. That is, a firim that\contributes to the insurance costs of any of
its full-time workers must offer the sampe contribution to all of its full time
workers. Similarly, a firm of] enng insurance to any of its part-time workers must
offer it to all part-time wor (Sena Finance Committee Chmrman s mark) -

g_d_i__mx_gl_s_hsmm For/those mdmd s receiving coverage: throu,h an
employer, their mdmduﬂsharc would be capped at 3.9 percent of income, based
on. a sliding scale up to 150 pe.ment of po erty. ‘The 3.9 percent cap would apply
10 anyshared employce/ mployer ‘contribytion scheme in which the’ employer :
pays at least 50 percen /of the premium ost.. Individuals without employer
coverage who pay thcj.m premium themselves would pay both the employer and
individual share, subject to the same caps. '
wage would have capped his employer’s, pa
wage would pay up to 13.9 percent of his inc
percent + 39 perceﬁt) ’

or example, an individual whose -
ent at 10 percent of the, worker’s :
e on his own insurance(10 "

- As provxded for in HSA. a naﬂona! per @pita baseline “
for each health care coverage
area. To the’ extént mmmumty rated. plans exceeq that target, thcy would pay an
assessment on: tpe excess at a raté. of 35, percent. - \As in HSA, the initial target for
community rated plans would be established based \on current expenditures.” The
per capita target for both community rated and exp&rienced rated plans would
increase at the following rates, except that the targe fox expcncnccd rated plans
would be measured on a three’year- rolling ‘average basis: .

1996: - CPl+ 3.0%
1997: CPl+ 25%
11998 & beyond: CPI+ 20%
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inimiz}; a] Ri: nsition period. subsidies would be based
on target gromh ratcs. not actual growth. This would ensure that premjum cost
increases above the target yate wou bc borne by individuals and businesses, not
by the federal- government.

: ’I‘!nsprosal cludestheHSAcxgarcmtaxandthc

appxonmtelyS?O billion in|fivé year Medicare cuts included in the Senate
Mainstream proposal. :

i pnce Market K 5./\Insurance market reforms must be modified to avoid
adverse selectxca. Modxﬁ ations include allowing both age adjustments for
communify ranng (2to 1 age \band) and 6 month pre-existing condition exclusions
for the currently uninsured

ommup ‘L Ra "' o Larpsnnlgid sment. Firm size threshold for commumty
rating would be redyced Irom 000 to 500. Firms with more than 500 employees
would be assessed } percent of\payroll. All firms, regardless of size, would be
eligible for emplo subs;dxes. '

gg_n_ggmm Actuarial eq alent of the Blue Cross/Blue Shield standard
option. Asmn7e no outyear cxp ion.

pulation. Integrate Medicaid population into the bealth system in a

 manner sunﬂa: w HSA. Assume & reimbursement growth rate consistent with the

prmum targcts outlined abm

ed provisions, assume Labor Committee
| ‘ .

approach.



W wuo

B

18:24

P 0748403

'$12,000 & Under....

" $15,001-$16,000.......

TRANSITION EMPLOYER SUBSIDIES FOR NON-INSURED WORKERS:

TOTAL EMPLOYER PREMIUM PAYMENTS AS A PERCENT OF EMPLOYEE WAGE

Worker Wage:

$12,001-513,000.......
$13,001-$14,000.......
$14,001-$15,000.......

$16,001-317,000....... 0% 2% 2% 6%

v

a
v
v

$17,001-$18,000.......

0% % 4% 6%

9%

104

10%

10%

6%
%
8%
%%
10%
11%

12%

%
%
%
10% .

1%

12%

1/ No subsidies available in 1995 and 1996,

NOTE: Employer subsidies Es& out for workers !E. ipma 3238 a_u So..«nu 000,
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| TABLE 2: PHASE IN OF EMPLOYER SUBSIDIES FOR CURRENTLY INSURED WORKERS

1295 1996 1997 Eggm@h 2002

Percent of Maintenance , . - .
wzva&‘ Available to Employer 20% - 30% W%~ 50% - 60%: 70%

/ L

2003

100%

100%
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WORKFORCE/GME/GNE/AHC/MEDICAL SCEOOLS/HEALTH RESEARCH

Title III, Subtitle A - Workforce Priorities under Pederal
Paymants

A. National Council regarding Workforce Priorities.
National Council on Graduate aédical Educatien. L Sec 3001

o Appointed by the HHS Secretazy
w o Composition: size 12-18 menbars ‘

- one guarter: consumers, at lsast one ruzal

- one qQuarter: specialty physicians who are faculty of
medical schools; specialty physicians not faculty; CEOs of
teaching hospitals )

- one quarter: primary ecare physicians who are faculty of
medical schools; primary cars physicians who are practicing,
but not faculty of medical schools; at least one rural
physician. C , : ' ' .

- one quarter: officers and employees of health plans;
officers or empé:gees of purchasing cooperatives.

- Ex officio members: other federal officers or employees
o Definitions: medical school includes a school of . s
osteopathic medicine. ’ R

B. Authorized P {it;o@skin Specialty Trainipgk‘

AT

Approved phyé@éién‘ifdinlhg”ﬁroérgﬁs‘ 'L Seec 3011

o definftions . ' R
- .= ‘approved ‘physician training program .~ = ,
- = qualified epplicant: entity that trains individuale in
andapprovedcphyaician@tra;ninqVpxbgrap‘and raceives payments
under Part C . Lo L . E

Annual Authorization of Number of ‘Specialty Positions;
Requirements :egarding primary health care. L. Sec 3012

o annual authorization of -number of positions ‘
o primary-health care. -the National Couneil shall .ensure-

£ -the' class 'of txainingﬁpartigégant;entering eligible
programs foxr the first time for academic-year 2000-2001 or
_.any subséquent academic year or any siubsequent year, the .
percentage of such c¢class that completes eligible programs in
primary -health care and does not aubsequeqtgy (within 10
years; entexr a nonprlmaxy care training program is not less
than 35 percent (without regard to .the academic year in.
which the members of the class complete the programs) and -
the percetnage of such class that completes eligible
programs in nonprimaxry care specialities is not. more than 45
percent (without regard to the academic year in which the
menbers of the class complete the programs.*
o percentage applies to aggregate, not individual programe.
o designations regarding three year periods

pad
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o considerations in designating annual numbers
-~ factors to conesider
- recommendations of private organigations ‘
- total § °"bears 8 relationship to the # of graduates”
o interim voluntary targets
o study by I0M, not later than 2005, of effect this program.

‘o definitions

~ primary health care: family medicine, general internal
medicine, general pediatrics, geriatric medicine and
obstetrics and gynscolegy.

- medical shortage specialties or protected medical
specialties, as designated by the Council, should have
special treatment among those nonprimary care specialties,
such that their number shall not ge reduced and may even
inereasa, as dirscted by the Council,

- only those participants in programs with a significant
primary care training emphasis will have completed training
in primary care. :

Allocations among specialties and prcgrams. L Sec 3013

o advance notice

© initial period :

o certain considerations

. = geographic . : :
underrepraesented minorities and women
underserved rural and inner-city communities
recommendations of private organizations

C. Costs of GME

Federal £

*

hospital;imedical school,

Zéqmg;ggbéymehts toﬁ&uaiified entities. L Sec 3031. ' -
o in'genexal == -+ , - '
o payments for operation of approved physician training

- programs: ‘"The purpose 'of paymenzs is to assist a qualified

applic¢ant with the costs of operation of an approved

~phyeician’training program."® (Do we want to specify more?).

o qualified applicant definition
~ in general o : =
--includes: resident training program, "teaching

ALy | sgroup-practice, an ‘entity
representing two or more parties engaged in a formal -

‘association, a community health center or another entity

opereFiﬁQ;&anPP?°Ved phyaician training program.*

" Application for Payments. L. Sec 3032

- o certain entities:s written agreemant among all

o in general

location :
© add section that stipulates that “residency training
program directors will be notified by the institution in.
which they reside of the amounts of GME and IME funding
received by the institution in association with the number
of postgraduate trainees in their program.- ’

o definition of residency training program director.

partieipants, as to payment a



http:stipulat.es

TR T LT o

Transitional Payments to Inatitutiona. L. Sec 3061
© payments as grant, contract, cooperative agreement
o eligible entities

- reduces number of specialty positions with respect to
number in 1593-9%4,

* o application for payments: These payments should be based
on the historical amount GME payments, rather than the
national average per zesldent amount.

o amount of payments
- annual phase out over iour years; one guarter leas aach
yeax.

* - in urban or rural underserved communities, whers the

Secretary has determined that there would be harm in terms of

access to care for the community, if residents were not providing

services, eliminating the phase out or xeducing its pace should
be considered. ]

Part 2 Insti;utional Costs of‘sradﬁate Nursing Education

Authorized Géadnate Nurse»Training Positions L Sec 3071
' o definitions

- - graduate nurge txaining programs include: nurse
practitioners; nurse anesthetistg; midwives; clinical nurse
specialists. ‘

Applicability of Parr 1 Provisions. L Sec 3072
. o Natdional Council compositlon by PHS Act sec 851.
* o allocation method needs to be worked out.
‘ ﬁundingz szon mill aach year. .

Pa:t 3;u1lated ?rograma

A.‘Workfcr @ Development

Prchams of sgcratary HHS. L sgc 3081

‘Funding: 1995-6 - $100 mill/yr; 1957-2000 - $150 mill/yx
primary care physician and PA trainin

underrepresented racial and ethnic minorities
-expanding rural health caraars :
;nurse,txaintmg

4inappxopxiata'bractico baxriers o

-advisory board on health care workforce

‘othex prog :

relationship to axistinq pxograms

mental xeta'dation and other developmental disabilities

odoﬁ&&podo

Programs of Secretary of Labor L Sec 3082
o funding: -§200 mill/yr
o retraining programs; advanced career positions; ‘workforce
adjustment programs : , .

Redeployment of Health Care Workera.,b Sec 3083
B. Transitional Provisions for Workforce Stability
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Application L Sec 3051
Definitions L Sec 3082
Obligations of Displacing Bmployexr L Sec 3093
Employment with succesaors L Sac 3094
Collective bargaining ebligations L Sec 3095
Subtitle B - Acadamic Health Centers ,
Discretionary Grants regarding Access to Centers L Sec 3131
o rural info and referral centors
o urban and rural araas
o authorizations 1995 - €3 mill; 1996 §4 million, 1997-2000
- $5 million
Subtitle C - Health Researehxznitiatives
' Part 1 - Programs for Certain Agencies
Bicmedical and Behavioral Regeaxch L Sec 3201
o f£indings
* o availability of funds _
- 0 50 percent of premiums, 20% for AHCPR

Expenditnres for Health Research L Sec 404?
. o 20% for AﬂCPR.V*

Health Se:vlces Research L Sec 3202 : :
% . o section’ 902, (Why not change lanquage o* Agency for Kealth
: Policy and Research hera). ‘

Part 2 Funding ior Program \ S '
: o Health Services Research: 1995 - $150 mill, 14898 - § 400
mill; 1997 §500 mill; 1998-2000 $600 mill.



Annual Amount of Payments L Sec 3033
© 1986 - $3.2 billion...2000 - §85.8 billion.
o Per resident amount: five year transition to 50/50.
o Inflation and wage/wage-related costs adjustment.

Medical School Pund Account

Federal Payments to the Medical School Fund L Sec 3041
o in general

* o trust fund payments %o individual medical achools will be

‘ based on enzollment ae of 1993-94 for 75% of the fund;
research for 25% of the fund. Each medical school will have
to demonstrate that that pertion of the fund allocated on
basis of full-time equivalent students will ba (has been)
divided 508 for primary care ambulatory training; 25% other
ambulatory care training; 25% for the general support of
primary care departments and divisions. ‘
o Of the 50% of funds for primary care ambulatory training,

. per capita payments should bs made by medical schools for

off-school education (see Sec 3083 of Bd and Labor bill).

Application for paymants. L Sec 3042

Annual Amount of Payments. L Sec 3043 :
.0 1996 = $200 mill...2000 ~ $600 midlien
- o Amount for Individual Pregrams
- formula:  three-fourths on enrollment
: onaufou:th on rasaa:ch

Academic Bealth Canters ‘ L
Fadaral Formula Payments to AHCS. L Sec 3051 '
~ o in general: néeds to be adjusted to include Schools of
_ Dentistry and Schools of Publie Health
o distribution of ‘funds'to high dntensity" non»teaching ruxal
hospitals would be according to a formula based on the case
mix index and would result in an increase in payments of
approximately five percent. .
o payments for costs. attrihutable to acadeuic nature of the
instltntions.

Regquests for Payments L S@C 3053

© 1996 - $6.28 billion...2000 - $10. 64 billion.

o formula for individual institutions

o modifications in formula: report to Congress in year 2000
'D. General Provisions |
Definitions L Sec 3055 | K

E. fransitional Provisions
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BENEFITS
Title I: Bubtitle B

A. Value and Structure of the Benefits Package

The value of the standard benefit package would be equal to

the actuarial value of the Blue Cross/Blue Shield standard option
under the Pederal Employees Eealth Benefits ?rogram, adjusted for
an avarage pepulation.

Cost sharing arrangementa would be spacified by the National

Board consistent within the lollowing statutory raguirements.

g high d”

o Coat sharing may include co-payments, co-insurance and/or
deductible amounts.

o Clinical prevantive servicea must be covered without cost
shaxing.

o There would be at least two cost-sharing options for
certified standard health plans.

o In addition. there ahovld be a very high deductible
"altérnative standard"” health plan designed with in the
zollowing guidelines: - it must cover all 16 benefit

_categories; it should not be offered through' employers;

insurers offering this plan.in a community rating area must
also offer a ‘cormunity-rated standard plan in that .drea;

‘enzollees selecting ‘thisiplan should be included in‘the

ity.rating :pool for

tandard plans and should not be
dd supplemant A

~Vicie»s..

-] At least oné health plan with a point~of-service option
“should be offered by .all self-insured. employers and all

health’insurance purchasing cooperatives. .

o All plans must have an out of pocket llmit of no. more than
$2,500: per‘individual and $3,000 pex family, except the very
bla, altornativ _tandard plan. o

o Low:in cmelindividuala andmfamilies ‘would be eligible far
reduced ‘cost sharing at percentages specified in statute to
assure“affordable access:to eare. Individuals/families.with
incomes below poverty would pay 20 percent of the required
cost sharing; individuals/families with incomes between
100-200 percent of poverty wnuld p&y 40 percent of the
required cost shariag. :

B. Covered Services

Realth plans would be required to offar the same set of

covered services. Categories of covered services and aquipment

would be defined in statute as followst

b
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1. Hospital aerv;ces, including inpatient, outpatient, 24-
hour a day hospital aemergency, and hospital services provided for
the treatment of a mental or substance abuse disorder. The
definition of the term "hospital® would be the same as in
Medicare, with additional reference to facilities of the
uniformed sezvicaes, Depaztmant of VQt@rans Affairs and Indian
Health Sarvice.

2, Health gxofesaional sexvices, anluding inpatient and
putpatient services and supplies (including drugs and biclogicals
which cannot be self-administered. Health professional sexvices
meane professional services that ars lawfully provided by a
physician ot another person who is-legally authoxriged to provide
such gaxrvices in the State in which the Bexvices are provided.

3. Emergancy and ambulatery medical and surqical services,
includ;ng 24-hour a day emergency servicaa, oz ambulatory medical
or surgical eervicas.

» 4. Clinical preventive services, including services for high
risk populations, age-appropriate immunizations, tests ox
clinician vigsits consistent with any periodicity echedule
specified by the National Health Board. The National Health
Board would bs directed to consult with appropriate government
agencies, task forces and professional groups (for example, using
--recommendationg of the advisory committee on TYmmunization }
‘Practices, the US preventive Services Task ?orca, and for
children,.the American“ cademy. of Pediatrics). Special o
<considerat k n to servicea for women, ehildren and
Vvulnerable , S L

s, Me ”illness and substance abuse services. Mental
. 'illness .and ‘substance, abuse ‘disorders would be defined, .
".:espectively, -ag’ thoseiligted in the Diagnostie and Statistical ,

Manual of iMental Disorde 3 ”?ourth Edition or revisad versxon af
such manual.x . : A

oard"would be direetad to detine
N ‘abuge”services 50 a8 .to.achieve .

- parity wit -V other medical ‘conditions.and to develop
standaxds. for haapprop jate management of these benefits. The
term parit¥ ‘meaAns’ provisi<M“of medically. necessary or appropriate
comprehensive mental illness and substance abuse’ inpatient,
ocutpatient, ‘residential ‘and intensive non-residential sexvices,
80 as to ensure that arbitrary day or visit limits or cost
sharing requirements: wouldinot be applied to mental illness and
substance abuse services“that are not applied to medical health .
services. BSuch services should encourage use of outpatient
treatments to the greatest extent possible.

o If the National ‘Health Board determines that immediate
parity cannot be achieved within cost constraints, it may limit
coverage for hospital caxa,,providsd thatx B
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1. The limit is not set below 30 days;

2. The Board ensure that public and/or philanthrepic
funds are available to pay for medically necessary
hospital care beyond the limit; and

3. The linits are lifted no later than January 1, 2001,
consistent with the procedures in ssction 3510.

6. FPamily planning sexrvices and services for pregnant women,
including contraceptive druge and devices dispensed by
prescription and subjeet to approval by the Secretary of HES
under the Pedexral Food, Drug and Cosmatic Act.

7. Hospice carxe eervieeé, as defined in Medicare.

8. Home health care services, as defined in Medicare with
limitations such that these services would be alternative of
inpatient treatment in a hospital, skilled nursing facility or
rehabilitation facility and would be reevaluated after each 60
day period. Covered services to include treatment as 2 result of
illness, injury, disorder oxr'other health condition.

- 9. Extended care services, as defined in Medicare when
provided in inpatient skilled nursing facility or a
rehabilitation facility as an alternative top inpatient hospital
services. . Covered services to include treatment as a result of
illness, -injury, disorder or other health condition.

~ :-10..Ambulance services- provided by ground,.air ox water
transportation using equipment for transporting injured or sick
individuals, only if indicated by the medical ‘condition of the
individual orwin cases in which there is no other method of - :
on:0r where use of other methods:4s contraindicated

transportation:or 1
by the medical<condition. = ‘ T
' 11. Outpatient laboratory, radiology and diagnostic

services, provided upon prescription to individuals who are not
- dnpatients.of :a hospital, hospice, skilled nursing facility, or

rehabilitatio 55@1#?31'A

- .12. Outpatient prescription drugs, home infusion drug
therapy and biclogicals, including accessories and suppliers used
directly with drugs and biologicals, including any use .approved
by the Food and Drug Administration or if cited in the American
Hospital Formulary Sexrvice-Drug Information, the American Medical
Association Drug -Evaluations, the United States Pharmacopoeia-
Drug Information and other authoxritative compendia as identified
by the Secretary. Blood clotting factors would be defined as in
Medicare. The Secretary of HHS may revise the list of compendia.

BT
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13. Outpatient rehabilitation services, including outpatient
occupational tharapy; outpatient physical therapy; outpatient
respiratory therapy; and outpatient spesch-language pathology
services and audiology services as a result of an illness,
injury, disorder or other health condition. Services shall
include a range of services designed to restore or maintain
functional capacity or prevent or minimize limitations on
physical and cognitive funetiens, including attaining new
functional abilities at an age-appropriate zate. The need for
continued services would be reevaluated at the end of each 60 day
perigd by the person primarily zesponsible for providing the
sarvices. .

14. Durable medical egquipment, prostheties and oxthotics,
and prosthetic devices, including accessories and supplies used
directly with such equipment or devices. Coverage includes: 1)
repair and maintenance of such equipment or devices; 2)
replacenent when required due to loss, irreparable damage, wear, .
or because of a change in the patient’s condition; and 3) £fitting
and training for use of these items. Prosthetic devices are
devices that replace all ox part of the function of a body orxgan:
orthotic devices are those accessories or supplies used directly
with prosthetic devices to achieve therapeutic benefits and
propex functioning; orthoties include leg, arm, back and neck
braces; prosthetics include artificial legs, arms, &nd eyes. DME.
would be defined consistent with current Medicare coverage

policies. -« .. - 7 B
-15.  Vigion care, hearing aids and dental care for ,
individuals :under:22-years .of .age, including eyeglasses, contact
lenses, ‘emergency-dental treatment for acute infections, bleeding
‘and’ injurias’to’pravent risks to life or significant medical . -
complications, prevention and diagnosis of dental disease, =
including routine ‘fillings, -prosthetics for ‘congenital defects,’
. periodontal'maintenance and -endodontic sexvices; space - .
maintenance ‘procedures to:prevent orthodontic complicatiens ‘and.
interceptive orthodontic treatment to prevent severe . arint
malocclusion. ‘ f ' V

16. . Investigational -treatments, including routine care

provided in vessarch trials approved by the Eecretary of HHS, the

Directors ,of the Naticnal ‘Institutes .of Health, the Commissioner
of the Food and Drub. Administration, the Secrétary of Veterans
Affairs, the Secretary of Defanse, or a qualified nongovernmental
research entity as defined in guidelines of the National =~
Institutes of Health, including guidelines for National Caner
Institute-designated cancer center support grants; or a peer=
reviewed and approved research program as defined by the
Secretary. e . '
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In addition to the above services, health plans must provide
coverage for all medically necessary or appropriate services
within these categories 0f services. Medically necessary or
appropriate treatments would be defined as those intended to
maintain or improve the biologlcal or psychological condition of
the enrollee or prevent or mitigate an adverse health outcome to
an enrollee. For individuals under 22 years of age, health plans
would be directed to give consideration to age and health status
to prevent or ameliorate the effects of a condition, illness,
injury or diserder, to aid in the individual’s overall physical
and mental growth and development, or assist the individual in
achieving or maintaining maximum functional capacity.

Initial determinations of medical necessity or
appropriateness should be made between patients and providers.
Health plans may make determinations of medical necessity and
appropriateness and shall consider: 1) any relevant -
determinations by the Food and Drug Administration with respect
to safety and effectiveness; 2) any practice guidelines that have .
been developed under section 912 - of the Public Health Service
Acts 3z published peer-reviewed medical literature; 4) opinions
of medical specialty groups; and 5) evidence of general
acceptance in the medical community. The National Health Board
may promulgate such regulations or establish such quidelines as
may be necessary to establish additional eriteria for the
determination of medical necessity or appropriateness. . .Any such
regqulations ©r guidelines shall be consistent with this Act and
shall permit a health plan to use the providers and methods that
the plan determines to be appropriate and consistent with .
standards of quality care provided that the plan complies with
mlY other provisicns of thig Act.' - In the absence iof sufficient
evidence to.make.coverage determinations, the National:Bealth
Board ‘shall yecommend to the Secretary specific areas for which
priorities .should be given to undertake clinical trails or

L

~ practice‘guidelines. . -

C. The National Health Board

i The National-Health Board, in consultation with expert
groups, would:be authorized toipromulgate regulations.to: =
clarify ‘covered:services and cost-sharing; refine the statutory
definition of ‘medical necessity or appropriateness; devalop
appropriata’ schedules fox covered services; and refine policies
regarding coverage of investigational treatments, within the
guidelines above. The board would also be authorized to issue
regulations to modify the categorles of covered services and cost
sharing that would go into effect unless Congress overturns the
regqulations by joint resolution considered under fast-track
procedures. ; K
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QUALITY

without the Finance legislative language, I have borrowed much
from the Labor bill. This section may need to be modified.

Title Vv, Subtitle A

L Sec 3001 National Quality Council
o 15 membere appointed by tha President, not FT
one-third: health providers/quality researchers
one-third: consumers .
one-third: health plans, purchasers, States

~ o Duties, to develop

= naticnal goals and Ye:fozmance measures

- uniform quality goa

- surveys of plans and econsumers
consuner repért.cards
establish eonsumer info/advocate (not in L)
establish quality improvement foundations
evaluate implementat on of this Act. ‘

-3 Staff

;rovider‘to patient ratios'
ntraval distancas, ¢

no Quality P "‘ ‘ -
',wDocumentinq;prqvider credentials & competency
at linical f

L Sec sodéine

L Sec 5005 Evaluation and ReportinQ“of Quality Perfozmance i
- © Annual reports on plans by Statea E

. Consumer:, Raport. ‘Cards ... : ¥,
=26 -Public availability of- National Practitionar
'Deta Bank dacta. \ :

L Sec 5006. Development and Disgemination of Practice Gnidalinas

, o Advise AHCPR
o Standards for evaluating guidelines
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1 Sec 5007 Research on Hsalth Quality
o Recommendations to ABCPR

L Sec SDDB Quality'lmprovament Poundations

o Secretary shall select through & competitive
grant making process one QIF per State or if
States agzree per regien.

* o Eligible applicants: add based in State.
o Duties described:
modify last duty, notice to the state only if it

- i3 determined zhat patients livesz are in danger.

L Sec 5009 Authorization of Appro opriations
* o Use finance committee proposal and present cost
of PROs: 1956, $100 mill; 1997 $200 mill; 1998
$300 milly 19995 $300 mill; 2000 $300 mill.
- National QualityHCouncil budget.) TBA.

L Sec 5010 Role of the States in Quality Assurance
: o disseminate ,to consumers information on guality
-.and -access 0. aid 4in selection of health plans.
-3 disseminateLinﬁormation on-the quality of- health
‘plans’and hedlth’care providersicontained. in.
S reports by atipnal ‘Quality Council. -
% .0 8support -th
IR Stateobaséd

reation of. a»non-govarnmental,
dvocacy through.

Jéass as describad in
t wdescribed

'Quality Manaqement
isclose pe:formance measures

“‘-_of umse affozts 1n aach mn are:r - - i ng

PINANCR . | LABOR
billicns of § over 5 years

Fatienal Quality Council .' = . none

‘Centers for Consumer 8 1.025
Information/Advocacy o A
State Accreditation, Cezti- - $ 1.3 ?

fication, Enforcement and
Information Programs

P s
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Quality Improvement Foundations $ b.B - $ 1.5:\\\
™~

ACHPR $ 1.0 . § 2.25 )

* ggtimates, not included in bill,
¢+ includes advocate and survey programs) advocate program
funded by & 0.02% assessment on community-rated premiums,

Source of funds for the Pinance estimates was the Health Security
Trust Fund, which was the rapository for most of the Finance
Committee new revenue streams (e.g., tobacco taxes, pramium
taxes, etc.) The lLabor Committee made “authorized to be
appropriated such sums as may be necessary”.

xxxxxxx

-
’
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HEALTH SERVICES POR THE MEDICALLY UNDERSERVED
ESSENTIAL COMMUNITY PROVIDERS

Title III, Subtitle E (Labor) vs. Title XII (Finance)

o Creation of infrastructure development account within the
Health Security Trust Fund. HHS Secretary required to deposit

- $1.3 billion annually, adjusted for inflation, to fund these
programs.,

© Purpose of infrastructure development account

= to support certified community health plans and essential
community providers with operating and capital funds; ‘

= to support davelopment of community health networks;
- to attract and retain‘more providers to underserved areas; -

‘= to stimulate telemedicine demonstration projects for rural
nndersexved areas;

- to foster enabling 3ervices (transportation, translation,
putreach, ‘health. education, case management, home visiting,
ete.) andeupplemental services (dental, mental health and

}use services) in undersarved areas;

1. covers antitias as. defined in section 3405(3)(4) of the
- Public ‘Health ‘Service ‘Act -(? -except ‘that .subsection .-
.(a)(%)(iii)j&nd (al(?) shall not apply. FQHCs,’ qual&f;ed
:migrant*and ‘ommun ty haalth centera, atc.; - i )

provide:s and materna fand child health““j’7

. ~ lann
block gran recipianta;

5. nonproflt#hospitals and public hospitals;

. 6. public and privata nonprofit community'mental health
‘vcenters; . I

7. runaway homelesa ycuth centers;
8. rural referral centers;

9. State or local public health agencies;
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10. Isolated rural facilitiss;

11. providers of servicss in urban areas under Title V of
the Indian Self-determination Act;

12, public or nonmprofit entities in nonmetropolitan areas
in consortium of communi;g»baaad providers including ac
least three of (A-F in or 3411 (¢)(7).

13. school health sefvieas gites

14. other institutions, physic&ans, and other providers
servicing a HPEA or MUA.

o Grants and contracts for devalopment of plans and networks and
the expansion and development ‘0f health care sites and services.
L Sec 3421.

© Grants and contracts for 0perating assistance to certified
bommunity health plana and community health networks;

o Provide loans, loan guarantees and grants for capital
@ss;stance to these entities. L Sec 3441. _
o Provide grants: and ‘contracts for enabling services and o
aupplemental servioes. L Bec»3461.

) Expand £unding'£or)the
3461... : S

-] P:ov;de fundin Aor'telj edicine demonstration projects. Use
,1anguage from‘Conrad "bill'® talamedicine. ;-». T TR

tiénal Health Service Ccrps. 'L Sec -

o Crea e the
' Health LI " f’;’

NP

[+ Certifxcation of'essential community providsrs L Sec 1682.1

'fgo Health plan :equi ements{relating to essential conmunity
.pxoviders.;j ‘Sec 153 . “a :

- BeaithA ans should be :equired to contract with more thanp
- one ECP inveacthPSA or . MUA, it ther“ is more than one.

- Heezlth plan paymentslto FQHCs on reasonable cost rates.

© The vulnerable poluation adjustnent payments program should be
in a separate section’ and’‘will depend on tha fate of the :
disproportionate share (DSH) progrnm. R
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' Managed care plans that have, or would be eligible for
Medicare riak contracts, must offer continued mambexshig in
the health plan (with the same bsnefits) to @nrollees who
become eligible for Medicare, and their spouss and
dependaents. ' : ‘

-  Payments would be made to health plans on the same basis as
Medicare payments to risk contracting organizations.

- Individuals electing thig option would be charged a premium
" by the health plan equal to the difference between the ~
health plan’s premium (adjusted to reflect the actuarial

difference between the Medicare beneficlaries and other plan

enxollees).and the Medicare payment dmount. - -

i

Payments~ﬁndér_thia@ﬁééﬁ&éﬁ woﬁld ba»tﬁéibole Hedicar&
payment to which the beneficiary is entitled.

I1. JImprovements:

ﬁiﬁgﬁiﬁtogﬁédiﬁére 1.g§§nt:§ctsjwbuld be
t.the standards for integrated health plans

-

alth plan
-Secret
alth

- “Medicare

benefits;

FE

=  Medicare beneficiaries would have three opticns to obtain
. prescription drug ¢overage: fee-forssexvice, a Drug Benefit
Carrgggs; (DCE) option, and an HMO optiony effectivée January

- 8500 annual dedudtible{ 20% behefici&ry copay Annual out-
of-pocket limit §1,200 in 1598B. : , |
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8pﬁcizickcuts‘to be determined.

18:03 =2

Part B premium would be increased by 25% of new drug benefit
costs. Medicare would assume remaining 75%.

Office of Technology Assessment would establish a
Prescription Drug Payment Review Commigsion (RxPAC) which
would report to Congress annually on the operation of the
Medicare prescription drug progran,

Drug manufacturers would sign rebate agreements with the
Secretary in exchange for no formulary. Drugs used as part
of AMOs or capitated drug plans and the workling aged would
.not be subject to rebates, Rebates for single source and
innovater multiple sourece drugs would be 15%; multiple
source “(genaric) drug xrebate would be 6%.
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Home and Community Based Long-Term Care Program

- A new program fox individuala with 3 or more deficiencies in
Activities of Daily Living (ADL), severe mental retaxrdation
or severe cognitive impairment.

- Eligibility open to persons of all ages and incones,

- Sexvices under this program are considered a capped
entitlemant to the States, not an individual entitlement.

- Federal government will make grants to the States to carry
out this program, at a matching rate of approximately 15
points higher than the FMAP (Medicaid rate). The allotment
for states must take into account the percentage of State
residents below the" poverty line.

- Cost-sharing and deductiblas based on incame of

~ beneficiaries. Increase top income bracket to 400% of
poverty,’ inatead of 325%, and impose 40% copay with $600 .
deductible." Supplemental insurance- policies that cover the
deductibles and copaymsnts could ba sold._~

athe rederal

cvida assnrancefto

¥
3::

, P ‘ ncl de pxotections fa .ong term cate.
. workers, ‘whosé /joba may,ba ‘displaced by he need to oifer
consumer irected,;non=institutional ‘serVic »

s g%;;"' R

f-i‘ “The benefit,willfhau haaedfin ove:4seven:years beginning in?
‘ 1998. with full funding in 2004

- Limit the percentaga ot ss1 clients in tha new program to
some parcentage of the total number.

IX. YXong ?e:m Caxe Inanrnnce Btanﬁardz

- Private long term cara: insurance policies would be subject
to Federal model standards to be developed by the Secretary
of HHS in consultation with the National Asgociation of
Insuzance Comnmissioners within one year of enactment.
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- The Secretary has authority, in consultation with NAIC, to
develop alternative requirements. Pending gegulation, enact
interinm statutory requirements similar to the Senate Labor
provisions. » - ‘ ’

- Participating states would bevrequired to certify?policiaa
as meeting new Federal standards,

- Participating states are also regquired to develop a long

~ term care insurance standazxd regulatory and enforcement
program, which includes adoption of the NAIC model standards
and consumer protections;.-and a premfum review and approval
process. Standards include mandatory offer of inflation
protection and mandatory nonforfeiture protection.

- Certain marketing, covergge, and reporting requizemantk for
insurers and agents would be established to protect

CONsumMers. ' J

1II. Tax Clarifications for Long Term Care Insurance -
-  Per-diem payments under a long term care insurance contract

- generally would not be included in gross income, subject to
, a,;,,cgf,,;bjﬁgg 50..per day. . EBxpensas for long term care services
nSur N RO N ) t

Yo
T

- nedicaiéfiﬁléa‘govefﬁipﬁfcovéréd‘se#ﬁfcaa, iecipiént'
eligibility, and federal/state match rate, would be
retained to cover services not otherwise provided through

certified health plang. Finance Committee provision.

- The current flexibility p&o#ided to States to determine the
opticnal services and groups they cover would be retained.

s



JLAurpa dV-4V - s

vI. Miscellaneous Long Term Care

- Extend PACE demonatxation‘sit@s t0o 40, Finance Committeé
provision. |

- Rote: Limited changes infthe existing Medicaid long term
'  care program are discussgd in the Medicaid section.
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Medicare Savings ongoaglu
-pazt A 7 :
o 3@5&:9 the Al ua:vj é!étax Reduce the uydate gor f

[npatient hosg tal services by an additional 0.5 percentage
peints in FY 1997 (for a total of 1.0 percentage points) and
by 1.0 percentavﬁ points dn FY 1598 through FY 2000.

: aeducomra;@entumfer *ea;xta;,ce-&;ﬁ‘a' For PPS. naapxtaxs.
reduce the base caplital rate { +3] percont) zeduce hospital-
apecific capital rates: by 10.41 paxcent; and zeduce the update
to the capital ratas Dy 4.9 parcent par ysar betwsgen FY 1996
and FY 2003. Pay 85 pezcent of eapital eosts for hospitals
and hespital unite excluéed fzom PFS for fiscal yearl 1995
thronqh 2003.

:

sp*tionataMShara ’Qﬂfltﬁl‘ld‘u'tmﬁﬁ i. Reduce
dicare disproportivnetie share adjustment for PP§
hospitals vhon the Stata in which thay axa located coman onto
'the new, system=b «ZQ'perc@nt” A ‘

”é%fexaduata sedlca *E uéatien.(&aeh Lag) Boq&nnihg with FY
3 1 : 2o make GME paymente to hospitals
1 mske a cent:ibution Lnto a national

‘iﬂg u&th FY 1999, "
culd ba anzeasedwf

‘o '8evise the Disp

h-up that
‘ ;&xpiras g

%~snsu:anca (51 tax to Stata and local workors hlted beto:u
;g}{ggé and curzently exempt*fzom the H tax, e:fectiva

?A:t B R - : o
© Use Real 6DP In Mvrs £ox ?h sictan sorvizea: Beginniny vith ‘
FY 1995, replace the cuszont hlstoxlcal fiveq-year -
- voluma/intensity factor and performance standard factor usad

in calculating the Medicare Volume Performance Btandar '
with the five hiatorical growth in reoal gross domesticdpéggzg%

.“' ‘. | . - . ‘ .
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(GDP) per capita for the surgery and other categories and real
GDP per capita plus 1.5 perceuntage pointo for primary €are.
Eliminate the current S percentage point fleor on maximum
- reductions in updates due to physicians’ pctfoxmance zolative
te the EV?S. ; ‘
Set Cuaulatlvarwa;;gts\zej"- pician Sexvicos:. Eatabl&sh
cumulative MVFS ratue of inczesss jser oach of tha thros .
separzate categorios of peszvice: Primary care, surgery and all
othar sezvices. Cumulative vargets would be based on the
prior year's XVPS rate of lncreage for & §ixad yasr (FY 19%4).
This 1» in contzast to the current way tha MVPS operxates where
the MVPS for a year is bassd on ‘the prior yesr's actual rats
of increage in expendituzes, without regard té tha-prior
year's target zate of increase. The statutory formula to
dotara&no che spac&fic MVPS amount weuld. be naed.}

zliminnta rormula pPriven Ove"a‘ \aft! Ellminate ‘formula
ziven overpayments (FDO) fromicalculatien of; blonded payment
anounts g °:adiolog¥,-d&agnostic teatn and ambulato:y au:gexy
parvies Lve /17868, | L :

’8ac:etary”‘“f§ njraquiza-*sc”cont:act&acmfi 3 o
- Medica¥ae services :and supplies 4n-a Seoqrap } ££ect1ve

- beginnin Contracts. uouz ?be%astab “he'~w;th
entitlds ozi da

.and oxyge ,aquiﬁma
suppliess: ccnpg, .
reduction 0f at laaatﬂlo,p@rcent in she ps&ca oz”th@so
selected services izom the price that wveuld éceur: nilsis, .
.then the Jscretary would zoduce Madicara foes £0r these
,Belected sazxier hyith: d&zga:ence nseded to zsault Ln a 1Q

- [ ‘ @he sesruta :

D@ raquixe to: eutabliah the ‘game Eind of competizgvo
uisition system Zoz Modicara lad services. as for other -

ected Part B items and sexvices, 'beginning on 1/1/95. It
tne ‘compatitive siatem does net result in a reduction of at
least 10 poroont in the price of all lad survices from the
prica that would ococuxr in 1996, then the Becretary would
roduca Medlcare fees fer all lab services by the difZerencs
;7;3;? ¢o zosult. in a 10 percant aav1n91 to: 1996, effectiva

] . ’
. g
.
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Incoms Rolated Part B Premium: Beneficlaries with adjusted
gross income of 8105,000 oFf more for a aingle person or
$130,000 for mazsied texpa;e:a filing ;oint returns would pay
a Part B premium egual to 75 percent of Part B ecosts, ‘

. @ffective 1/71/96.. There would be a phase-in of tho incone

zolated z:@dzum for einglen between §50,000 and. §103,000 and
married taxpayors filing jéint yvetuxns betweoen $1315,000 and
3130,000 42 only ona spouse was covered by Medicare Part B.

- {It would be betwaen,$115,000 and $145,000 if both spousas

vere covered by Hedicare Pa?t'a).m

Inoentives for Physielano for ;g;magg cere: Czoate incentives
-for primary care byt (a) eatabliahing a resource-baBed method

to pay for the physician overhead componsat of the physiclan
faa schodule; inczoasing primary care practies expense RVUs by
10 percent and decreasing RVUs for all non-primary care
sarvices as an offaet) (b) increasing the work compongnt of
RVUs by 10 percont and reducing zrelative values for all non-

-primary care 8ervices as an offast; (c) reducing rates for-

office consultatione to-equal office visits and walng savings
to inczease fees for all office visits; (d) roducing the work
compenent of gervices with “eutller fntensity” values ana '

epplying tho Bavings to increase the work. component of -the
_wrelative valua for primary care services) and.(e). inereasing
- the bonus-paymeal for psrimacy care sezvices -in‘rural and uzban

Health Profesaionsl Shortage Areas (HPEAs) to 30 .percont and
€10 percent .bonus paymeat-for ‘Ron-primary are

: “Effective 1/1/96, no extra- |
syment may enly

Laboratory Co{nsurance:  Ra-eptablish 20 parcent’coinsurance
on laboratory services furnished in physiclan affices and -

_hospiral OPDS (but not indopandsnt labs), effective 1/1/85.
" Reduce 1945 :Physiclan U ‘

. schedule conversion fector
. primary ocaro gexvices. i\

dite: Reducs the Wedlcere tee
y-3 ‘percent in 1393, except for

v

Part B Premlum at 25% of Costs:  Exténd the part B -

_premium at.35 parcent of program costs for 1999 and.
. thegeafter.-- ~ ° - .

parts A §'B . -

Batablish a Home Mealth Copeyment: Establish a cbpaymhnf for
home health visits at 10 percent of the average cost per :

- visit, effective 7/1/95 gor all visize.: . |

g

' .
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o Exten ¥ gcon ygrt Extenhd permanently '
the p {which OBRA-J ded .through PY 1598): (a)

regarding a data match between ECFA, IRS and 8SA to identify
tha primary peyors for Medlcare enzolloes with heslth covezage
in addition to Medlecare) (D) making Medicare the sscondary

.- ' payor for digsabled employees with amplaysr-basad health ,

- insurance; and (c) requiring non-Medicare {nsurers to be the
primary payor for ESRD patients for 18 months beforo Medicare
becomes .the primary payor. |

© HMO Payment Improvoments: -Beginning in 1995, eatablish
- geparate naetiopal maximum and minimum standards for the Part A
and Part B portions of the AAPCC zates., The standards would
be phased-in over five years (e.g., 20 percent in-the fizat
year, 40 percent in the second year, etc.) and be based on §5
pazcent of. the USPEC. SR . : S

"Counties whose Part A AAPCC .18 above 170 bszcsnt of 95 pezrcent
of tho Part A USPECC would ba limiced te ‘that améunt unless the

Y : v ; Puuly PPN

part B portien 8f their rate 'waa belew 95 percent of the Part

i :

ot:be phased.in. Counties whose .- -

' 95 percent of the Paxrt A .

unt unlens the Part B B
excont €€ the Pazt. s ST e
portion of the zate would

oot

1. Eliminate catch-up that

‘would zepult. aftor HH itwo.year tesporary freeze sxpires (i.e., - e
' . for cost raporting periods beginning on or after 7/1/96) by . . .

Tecalculating the percenl of the msan that would result {n the C
' famo: gavings as

fen
R

eontinuation of the frxeeze. It is ecuizantly
imif : erceant 'of the mean of the most
¢ data.would accomplish this pollcy. "Reduce’'cost

1imits on homae heoalth gervices to- 100 .parcent of the medlan

RSPty

. for cost reporting:periods beginning on.er after 7/1/97..

¢~E§gend Conters of Excallence:  Bxpand venters of excellenca o

all uzban areas by contracting with individual centars using a ‘

. £lat paynent rate for ell segvices (Part A and Payt B) = -
."assoclated with cataract or CARG surgery. The Secretary weuld t
" be granted authoxrity to designate, other services that land
- &hemsolvos to this approach. Beneflclaries would not be -

. - xequired to.receive . services at these centexs, but would

" . . encouraged to do gy by Medicare providing a rebate to.the

- beneflclary equal’ to: 10 percont o¢ the government's ‘savings
-~ f£xom the center.: .. . .. - - e .
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FT July 20, 1594 (12:08)
‘ , RISK ADJUSTMENT

v _______.ihe Secretary would develop at least ono risk adjustment and
e methodology (risk adjustment methodo!ogy') as provided inthis ____

The risk adjustment methodologles would be xmp!ememed to adjust premiums
ealth plans {o: .

(1) reflect the expected relative utllization and expendituras for services In the
standard benefit package by the plan's énrollees as compared to the average
utilization and expenditures for community-rated health plans;

(2) protect health plans that enroll a d‘spropnr%nate ghare of enroliess whose
expected or actual illzation of health care services (Included In the standard
benefit package) are greater than tha average levels of utilization and
expenditures of enrolless in the health care coverage area; and

{3) spread across all health plans (on a par-—aml ee bas!s) the expected
expenditures related to specified high-cost individual purchasers (as specified
by the Secretary and Including nonworking individuals and Indlviduals that
would be-eligible for Medicaid under current law) that exceed the expected
expemﬁ@res for the average. ccmmumty«-rated health plan-enrollse (without
regard to the indeua!s speciﬁed by the Secretary under thxs paragraph) m an
araax. s ~ |

A!! hea!th ptans wauld :;;rtsc_:lpata in a ﬂsk ad]ustment system. cgmmunlly- :

7(1) - }Demographtc cha.racterisncs
isHealth status, e o

. = Sociosconomic status.:  « o
(5) Rece!pt of AFDC: (or SS! xf appropnate) - C ,
(6) Status as a nonworking lnﬂmdua! or Individual that wou!d be ehg’ble for -
"~ Medicaid under current law. :

{7} Other factors as determined by the Sacretary to be material to tha
- purposes of paragraphs 1-3.

~

W 8 ——.

—~_——

-

— e
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‘States would implement a risk adjustment methodologles developsd by the
Secretary, In accordance with applicable rules developed by the Sacretary.

Each State would establish 8 risk ad]ustment erganization er agency io carry -
out the adjustments provided for In the methodology implemented by the State. The
organization or agency would be required {o meet standards established by the
Secretary relating 1o organizational structure, operations, ﬁduciary standerds and cash
management.

For the adjustments related to paragraph (3) above, the Secretary gach year
would estimats the amount by which the expected expenditures related to specified
high-cost individual purchasers (as specified by the Secratary pursuant to paragraph
(3)) exceed the expendituras for average community-rated health plan enroliees. The
Secretary would compute a per capita adxustment amount for sach health care
coverage area. . o

Communi ty-rated and expehence»rat?ed plans wt;uld rriake payments tc the
State risk adjustment organizations in the arsas where they provide coverage.
Multistate experience-rated plans could make their payments fo a single State sk
adjustrment orgamzation along with. information about thelr geographie distribution of -
enrollees), which’ would smbute ‘the appropriate amounts to-other. ‘organizations.
Health plans enromng In dividual purchasers would receive addlﬁoﬁa! payments for
. %hasa anra!lees through%tp ’ ‘Staie nsk ad]ustment system o o

| A methodo
. relnsurance (vo!unta.ry

j-prov:de Tor health. p!ans t make payments to state‘estabhshed relnsuranca
programs for the purpose of relnsuring part or all of the health care expenses
for items and services Included in the comprehensive benefit package for
specified classes of hlgh-cost enrollee or Specified h:gh cost treatments or :
diagnoses K ;

-specify the manner (whlch may ba prospsctive or retros pecﬁve) in which
health plans make payments to the system, and

2

-y

-



—the type and leve! of relnsurance coverage provided by the system,

~ A methodology should be develeped In a manner that is consistent with privacy
and confidentiality standards. ‘

“The Secretary should work with an advisory committes to devslop the
methotlology. ' ' s

R

— o '

—"
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In general, AFDC and non-cash population integrated into the general health
care reform program and treated like other low-income peoplc eligible for federal
subsidies and enrollment in certified health plans. Medicaid recipients are
mtegratcd as lcw-mcome subs:dm become avadablc

States required to make premmm payments and general maintenance of effort
(MOE) payments for services covered under the standard benefit package.

The Federal Government would provide subsidies similar to those prowded to
other low-income persons. - . -

AFDC (Cash);

- As in the F‘mance bill, cash Med:caid recipiems (i.c, those on AFDC)
eligible for full premium’ subsidies as would other families with incomes
less than 100% poverty. |

o

. Full premmm subsidies be avauablc to all preguant women and infants. (up_

to age:1) up.to" BS%jof poverty.and children. p 10 the age of 19 years. up
to 185% of pove,‘ S(Decisions on the subsidy structure Diteracts with rhe '
ovem!! subsxdy structure. for low~mcome peaple. yet to be detemmed.)

Use the cost sharing schedulc in HSA: AFDC rccxpxcnts in HMOs would pay
only 20% of the cost sharing amount otherwise re .. If no, HMO is available,
AFDC recipients Would pay thé cost sharing amount that wouldapplyinan. =
HMO, but not reduced to 20%. Noncash recipients receive cost sharing subsidies
as all other low-income mdmduals up to 150% of povetty
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'Ihc federal government pays for all of the premium subsidies for integrated
Medicaid recipients.

States expected to pay the federal government maintenance of effort payments for
these mtegrawd recxpxcnts.

Cash;

- States required to pay an amount equal to: (1) the adjusted, per capita

cost of services covered (based upon the state’s current Medicaid payment
rates), in fiscal year 1994, under the standard benefits package for AFDC
recipients times (2) the nnmber of AFDC recipients recexvmg a subsidy in
a given year.

- DSH payments attributed to Cash recxpxcnts are not included in calculation
of state’s per capital cost of covered services.

- The per capita cost of services in October 1994 is adjusted by the current
baseline growth in per capita national health expenditures.

- States be required to make general maintenance of effort payment for

services (based upon the state’s current Medicaid payment rates), in:fiséal -
year 1994, covered under thc standard bcneﬁts packagc for no::—cash ‘
‘ recxpiems. , A v S

- State DSH Pa)’mems mcluded in the aa!culaﬁon of general mamtcnancc of o
effort payment. - - | | ot

- Such MOE paymcnts would grow no faster than the current basellne

.....

growth in national health expenditures.”
s.smm.mmmmm ;

' SSI/Mcd:wd rec:pxents would- not be included in the commumty ratcd market."

Medicaid would be retained as a sepamte program, with current rules, for SSI
and long-term rcmpnents co

States have the _option to pay a pcr capxta amount for each SSUMcdxcand
recipient (who is not enrolled in Medicare) that chooses to enroll in a certified
health plan. States would negotiate with certified health plans for rates for the
SSI population that are separate from the community rate. No certified plan
could have more than 50% of its enrollment composed of SSI/Medicaid
recipients.
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al Eligible Recipie

Dual eligibles - persons chgible for Medicare and Medicaid would remain under
Medicaid and not be enrolled in heahh plans.

Remain under Medicaid, but as the low-income subsidies phase-in (e.g., 100% to
125%), these recipients (currently about 240 000) would be integrated and treated
like other low-income indmduals.

Supplemental Services

Current Medicaid rules governing covered services and recipient eligibility would
be retained to cover services not otherwise provided through certified health
plans.

The current ﬂexibihty provided to States to determine the optional services and

groups it will cover would be retained. Note that this provision addresses issues
related to children with special needs - dzsa:&sed in the ng-term Care section.

Qslizwm :

DSH rcbased in the first year based upon the reduction of Medicaid paymems for
mamstrcamed Medicaid reapzcnts :

Dunng transition, DSH payments would bc phased down as the rate of ooveragc
increased. :

- DSH program changcd into a more targeu:d program to compensate h05p1t.als for

tmcompcnsated care.

Allow States to expand eligibility for home-based Medicaid long term care

services for single persons by increasing the asset limit from 32,000 to $4,000 for

services including personal care attendant services, the Sec. 1915 wawer programs,
and the frail eldexly homc care option.

Expand the Program of All-inclusive Care for the Elderly Increase authorized
demonstration sites from 15 to 40. chmre the Secretary to develop provider and

- service protocols.

Eliminate the institutionalization requirement as a condition of eligibility for
habilitation services under a home and community based waiver.

Eliminate the "cold bed” rule for home and community based waiver programs.

State Medicaid programs required to reimburse directly for services by CRNAs or
clinical nurse specialists that are authorized to practice under State law, whether



P sl

Model 1

Total Employer Payments ‘

1 Year (1994} ($m) 226,847

Avamge Employer .

Payments per Family ) 2,192

Total Family Payments ‘ :

1 Year (1994} (§m) . 60,398

Average Family Direct . }

Premium Payments 584

Govemment Subsidies: | | E C

1 Yoar {1994) ($m) 82,096
-employer - 34,489
household 47,607

Goveémment Subsidies: ‘

5 Years ($m)’ 359,906
amployer 1. 145,199 -
household ‘ 214,708

Govemment Subsidies: ;

10 Years ($m) 962,004
employer - - 412,144
household . 549,861

Select Revenue Estimates: 7. !
Comporate Assessment. 40,600
Other Revenue : 24,800
Total (5 Years) 65,200

Select Revenue Estimates:

~ Comorate Assessment , 81200
Other Revenue . 49,200
Total (10 Years) .. 130,400

Net Effect on Deficit* ; v
(5 Years) . (384)

Net Effect on Deficit :

(10 Years) . (70,596)

Model 1: An 80% employer mandate on firms of all sizes.
Firms pay the lesser of the full employer )
premium share or 5.5% to 12% of that worker's wages. whichever
is less. Cap is determined by firm size and average wage in the firm.
Firms of all sizes are eligible for these caps.
Firms of 1000 workers of more pay a 1% payroll assessment.

Firms of 1000 workers or more are outside of the community
rating pool.

Premiums are equal to the CBO scoring of the HSA.



“Model 2

Total Employer Payments

1 Year (1994) ($m) © 218242
Average Employer
- Payments per Family . 2,108

Total Family Payments. ‘ :

1 Year (1994} ($m) 57,430

Average Famify Direct B

Pramium Payments B85

Govemment Subsidies: ‘ -

1 Year (1994) ($m) - 75567
employer ' 30,800
household - . ) 44,767

Govemment Subsidies:

5 Years ($m) 331,567
employer - 129,668
household 201,899

Govemment Subsidies: .
10 Years {$m) . 885,119

employer 368,060
housshold 517,059
Select Revenue Estmates: * .
Cormporate Assessment 41,000
Other Revenue . 27,000
Total (5 Years) 68,000
" Select Revenue Estimates; * ‘
Corporate Assessment 82,000
Other Revenue ' 54,000
Total {10 Years}) 136.000
Net Effect on Deficit* '
{5 Years} : ) {31,533)
Nat Effact on Deficit*
{10 Years) (153,081) |

Model 2: An 80% employer mahdate on ﬁrmé of all sizes.
" Firms pay the lesser of the full empidyer
premium share or 5.5% to 12% of that worker's wages, whichever
isless. Capis determined by firm size and average wage in the firn.
Firms of all sizes are eligible for these caps. )

Firms of 1000 workers or more pay a 1% payroll assessment.

Firms of 1000 workers or more are outside of the community
rating pool. ' .

Premiums are 5% below the CBO scoring of the HSA.



Net Effect on Level of Average p_r;vafe\ﬂeau_hgmsmah‘c; Frerim,

© Baseli HSA Senate -

'Medlcald Cost Shift : B Ny«
Payment rates o 2.5% M% 0. 0@
Demograph|cs .si“.i'ﬂ‘ - 0.0% 3.0% 3.0% M
Lo " ‘Growthrates - 0.0% 0.0% 04% C@ Q
) Risk Adjustment Across Pools .~~~ : '
‘Pre-Mandate community rate. - 0.0%..0.0% -2.2%7_. |
. Pre-Mandate experience rate - 0.0% ’0 0% 22% .
Post-Mandate community rate = 0.0% . 0.0%. --1:5%
~ Post-Mandate experience rate - 0.0% 1% of p 1.5%
. High Cost Plan Assessment ‘ T S
community rate plans, by 2004 - - 0.0% 00%_ 4.0% - ’
* ‘expenence rated plans by 20044,. »"0,0% 0% 2.0% .

o Uncompensated Care 8‘.0%.“-8;0% —
- Pre-Mandate -~~~ =~ . -50% . -
Post—Mandate T . -8.0%

| -'r,jSmaII Firm Exemptlon o ,' - 0.0% 0% 0.0%
"~ . Medicare Savings (shlfted'?) S ‘0 3468 .250B
| -Retlree commumty ratlng Nt ZEEEY SR
Admlmstratlve load ' &= S
Experience rated - 0% . 8.0% '8.0%
- . Communityrated = - na - 13.5% 13.5% .
Academlc Health Center Assessm 0 0% 1 5%’ 1.8% . ~

: \ q,('».' IR




Net Effect cn Level of Average Private Health Insuranc

| .;-Ba;‘séll"i}‘,HSA ‘Senate. o

‘\

\ 'Medlcald Cost Shlft P .
o Paymentrates - -2.5%  0.0% 0.0% . -

- Demographics ' -0.0% 3.0% -3.0% . .

| Growthrates . 0.0%  0.0% 0.4%.

Risk Adjustment Across Pools -~ . =~
Pre-Mandate communlty rate ,‘,‘ ©0.0% 0.0% -2.2%

~Pre-Mandate experience rate. -~ 0.0% " 0.0% 2.2% -

- Post-Mandate community rate . 0.0% 0.0% .-1.5%
- Post-Mandate experience rate ’0..0% 1% of p 1,.'5%'
- High.Cost Plan Assessment - B

. \.commumty rate plans, by 2004 | 00% 00%1 40%

expenence rated plans by 2004 0.0% 0.0% - 2.0%

- Uncompensated Care 2 .8.0?\/0 -8.0%
S Pre-Mandate  ~ -~ . .. <5.0%
Post-Mandate oL 8.0%

‘ Small Flrm Exemptlon S0 70.0%  0.0% 0.0% .
Medicare Savings (shlfted'?) ~ . 0 346B 250B -
Retiree community rating .~ * =~ . 2 2 .
Admmlstratlve load . T R

| Expenence rated . . 11.0% 8.0% 80% - ..
_ ~ Community rated - . na ~ 13.5% 13.5% . . R
Academlc Health Center Assessm 0 0% 1.5% 18% . ,

. k»i



" Two Parent Fafn‘iy ‘

. Income 75%othefty

Worlnng Househo!d Paymems as Pmont ot AGI

1994

g7

2000 -

|current system:
Hsa: 70
' '7.9% Cap

CR - No mandate
. CR - Mandate

Uncapped |-
Senate 7.18.94: |

I-Iouséhold " Total

47 0% .

2e%  oasw|
28%  30.3%

C00% - 0.0%| .
o 00% - 00%| -

 47.0%).

Household

s4a%

Total

' 54.4%

32.2%

0.1%

0.1%

oso%|

63.0%

2.0%

2.0%

258%]

C20%]
- 15.3%

Total| Househoid

- 29%

 AT%
.126%

_ Total|

. 765%

35.0%)|

K 206%

Q1

sesz INC

ON TTiST

10°d 200"



- Two Parent Family.
‘Income = 75% of Poverty -

" Working Househoid Payments as Percent of AGI . .

i

‘:‘ JHsa:
. * Uncapped
|senate 7.18.94:"

" Household

._Total

.-

 Household .

1997

Total}

Total

|current System:~
7.9% Cap| ~

.| CR-Nomandate| -
. ,.CR-Mandate|" -

2e%  pasw|
coo28% . 30.3%)|

0.0% - 0.0%]|

0% 0.0%

47.0%|

- 54.4%

20%
29%

CT0A%.

te 0% :
,0_1%

. 54.4%

éS.?.?? T
322%| -

0.1%

- 630% -

C209% .
29%

7.3%

Total] -

25.8%}

32.3%

Y
L 15.3%] -

T 29%

. 2.9%

A% -

Cres%|

35w

A T%

. 206%

N
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