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TALKING';POINTS ON COST CONTAINMENT 

Overview of the Current System 
• 	 We wanted to present to you today some of the primary options for achieving 

cost containment in the health sector, as well as the politics associated with 
those options. 

• 	 As you know, health care costs currently consume 14 percent of GDP -- and, 
by all measures, are expected to grow significantly faster than inflation into ' 
the next century. 

Baseline 
• 	 Our ability to forecast health cost growth over the next 10 years is highly 

dependent on HCFA's release sometime in early December of the new health 
'expenditure baseline and CBO's release of its baseline in January. There 
exists the possibility that the baseline -- especially for Medicaid -- could be 
revised downward significantly. This is particularly the case with CBO's 
projections, since they have not revised their baseline since January of this 
year. 

• 	 It is also dependenton whether some believe that current trends will continue 
or the recent slowdown represents just another blip. 

Managed Care and Innovation by Large Firms 
• 	 Regardless of forecasts, one known fact is that health cost inflation had 

moderated in recent years. There are various hypothesis for why health cost 
growth has slowed, including the increased predominance of managed care and 
the fact that large firms are finding innovative ways to co;ntrol their costs. 

• 	 Business purchasers may be squeezing out the fat that we've always said was 
, there, which makes it unclear whether cuts in growth can be sustained. Some 
,success may be 	at the expense of other societal desieres, such as choice, 
immediate access, quality, and reduced benefits. No one has yet been able to 
pin this down. 

Political Pressure on the System , 
• 	 Another possible explanation for some fraction of the reduction in health cost 

growth is that costs have slowed as a reaction to the political pressure placed 
on the health sector by this Administration. As the first chart in your packet 
illustrates, health cost inflation often falls at the same time that major health' 
reform initiatives are debated. While no direct correlation has been proven, 
historical evidence does not necessarily disprove this theory either. In other 
words, it is an interesting phenomenon. 

#' 



Let me move on to the substance of this morning's discussion: 

• 	 What you will hear about today are different policy options that are often 
discussed in the context of generating cost containment in the health care 
system. At a pure policy level, the staff working group favors some of these 
options more than others. When we bring in the politics, however, the most· 
successful policies are generally not the most politically sustainable. 

Expenditure Caps, Premium Caps, and Traditional Medicare Savings 
• 	 Given the new political environment, three options that the policy staff did not 

look into in more detail than the analYSIS that we did over the past year were 
. expenditure caps (such 	as those proposed in the House Leadership bill), 

premium caps (as in the HSA), and traditional Medicare savings. 

• 	 While we did not prepare a presentation on these topics, let me point out that 
CBO scored premium caps, expenditure caps, as well as traditional Medicare 
cuts, as having the potential to generate significant savings. 

• 	 Assuming CBO maintains consistent modelling assumptions in the new world, 
expenditure caps and premium caps are more likely to generate significant 
scorable savings when they are phased in early and are not considered to be 
too tight. If one were to propose caps that were extremely tight, or were to 

. propose the caps too far into the future, CBO would assume that cost-shifting 
and gaming the system would result in lower savings. 

• 	 Furthermore, we probably would not get the same scoring of the traditional 
Medicare savings that CBO scored for the HSA. One change that has taken 
place since the HSA and the original Mitchell bill were scored is that CBO is 
now scoring Medicare cost-shifting. This means that any cuts that one might 
make in Medicare will be partially reflected in higher private premiums and 
lower revenues. 

Cost Containment Commissions: Scorable and Information-Collecting 
• 	 Another option that we can look into in some detail -- if there is an interest 

among those in this room -- is the idea of having a cost containment 
commISSIOn. 

Cost containment commissions can monitor the growth of health care costs,• 
and, if desired, make fast-track recommendations to Congress on methods to 
control costs or trigger automatic cost control mechanisms (such as premium 
caps) if spending growth exceeds preset targets. Cost containment 
commissions can only generate scorable savings when they have aback-up 
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authority, such as a trigger. 

• 	 Cost containment commissions are not a recent innovation. In fact, the 
Bentsen bill proposed a commission to study the growth of health care costs 
and to make recommendations on how to limit them as well as to study 
administrative costs and other aspects of the health care system. ' 

• 	 Let me note that one important non-scorable function of a cost containment 
commission is that it can provide us with new data that could be used to make 
future reform decisions as we continue to work toward universal coverage. For 
example, data that would be extremely helpful in future reform efforts include 
better information about premiums, regional variations in costs, and where, 
how, and why competition is and is not working. To the extent that you are 
interested in some of the design implications of this option, I would be happy 
to get back to you with more information., 

Introduction of the Presentations 
• 	 Let me now move on to the rest of the presentations: 

• 	 First, Nancy-Ann Min from OMB ,will give you an overview of what we 
currently see happening in the health sector and what we might see in the 
future in the absence of reform. Mter that, Eric Toder from Treasury will 
discuss Treasury's analysis and serious concerns about tax caps, high cost plan 
assessments and medical savings accounts. Finally, Bruce Vladeck will close 
with some innovative ideas to could encourage some competitive savings in 
Medicare and Medicaid. 

TO ADD BEFORE ERIC TODER'S PRESENTATION: 
, . 

In the new-world order, future CBO estimates may give weight to market..:.' 
based 'reforms, such as purchasing cooperatives and a basic benefit package .... 
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expenditures ~9rPopulation in Dollars . 
, lor 

Personal Hlth are E ndltures 
Medlce.re M eald Prlv Hlth 
Per er Ina Per 

'Year Enrollee' RecipIent Enrollee 

1979 	 '077 \985 32' 

1218 1148 378
'980 


1981 1502 1 14 440 

1982 1735 1 14 501 

1983 1943 1 552 

1984 21311 77 607 

1985 2261 1 e 680 

19ee 2364 1e~1 13S 

19B7 2482 '2013 821 

1968 2841 ~ 911 

19&9 2982 2516 1008 

1990 3204 2S~1 11 oe 

1991 3456 3' sp 1207 


'1992 3aoe 335~ 1311 

1993 4182 33?~ 1404 


, \ 

Per populatIon value re'ltlveiO 1980 8pending 
1Q80 100.0% 100.0 ' 100.0% 

1981 111.5% 114.5 116.3%, 

1982 135.8% 123.2' 132.7% 

1983 152.1% 135.a~ 146.1% 
1984 166.8% 146.10 160.8% 
IBM 176.9% 1Se.4180.0% 

, 1886 185.0% la7.3~ 194.5% 
1987 194.2% 180.6%\ 211.3% 
1988 2Oe.7% 199.0%\ 241.0% 
1i;a9 233.3% 2'9.20"\' 266.8% 

1990 200.8% 247.6% 292.6% 

19Q, 270.4% 2n.0~ \ 319.5% 

1;Q2 297.9% 2Q1.0% 347.0% 
1Q03 W.7% 293.9% 

i 
i 311.7% 

SOURCE: 	HCFA. OACT 
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AGENDA 

November 22, 1994 . 

State-Flexibility (Non-ERISA) and HHS Initiatives 

I. Introduction 

U. HHS Health Reform Initiatives 
• Consumer Information 

• PBS 
• HCFA 

III. State-Flexibility !Medicaid Options 
• Expanding Coverage 

IV. Republican Health Reform Menu List 

V. . Conclusion/Announcements for Next Meeting 
i" 



HHS HEALTH REFORM INITIATIVES 


I. CONSUMER INFORMATION 

II. PHS 

Improving Quality of Health Care .• 
Improving the Health of the Nation • 
Improving Access to Health Care • 

• 
, 

Streamlining and Administrative Simplification 

III. HCFA 

Making Medicare User Friendly for Beneficiaries • 
Simplifying Medicare for Providers • 
Improving the Quality of Health Care • 
Eliminating Fraud and Abuse • 
Promoting Efficiency in Contracting • 
Simplifying Medicare Billing • 
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SECTION" 15 WAIVER ACTIVITY 

STATEWIDE HEALT~I REFORM 

STATE INlTlATIVE 

APPROVED 

OREGON Expand access 10 uninsured: cost containment 'hrough managed care; benefi~ package defined by priori'y 
list. 

Oregon will be· ,mplementjng Phase 2 which involves including the aged. blind, and disabled, and the 
addition of chemical dependc;ncy selVices to Ihedemonstracion. A January I, 1995 start dale is planned. 

TENNESSEE 
~ 

Expand access to uninsured through expansion of Medicaid. TENNCARE esti\btishes ft system of 
managed care similar to Cite current pblll for State employees. There are no income or asset limils. but 
Tennessee will cap Ihe program at 1.5 million enrollees. 

HAWAII Hawaii's HealthQuest provides seamless coverage of those on pub~ic programs, as well as the currenl 
uninsured. Through Medicaid expansions (3009(.FPL. elimination of calegorica I and asset, tests) and a 
managed care delivery system. the State expecls 10 expand access and control cooK 

KENTUCKY The Kentucky Health Care Reform PIA" calls for universal access Ihrough: Medicaid eligibility to . 
100 percenl FPL, eliminalion of certain categorical requirements. through managed care, primary care 
case management. 

RHODE ISLAND Rhode IS'<lnd was given Medicaid waivers allowing forlhe eldenSton of MedicaideligibiHty to pregllant 
women and children up to 250% FPL and, enrollment of all recipients in a cBpilaled managed care 
delivery system. 

FLORIDA Florida's Agency for Health Care Administration (AHCA) has been granted section 1115 waivers to 
permit Federal financial participation for the Florida HealCh Security Program (FHS). FHS wilt utilize" 
managed compeCition model and will provide health insurance for 1.1 milrion uninsured Floridians with 
incomes at or below 250% of Ihe FPL. Heallh plans will be offered by Accountable Heallh Partnerships 
(AHPs) and sold by Community .I-tcallh Purchasing Alliances (CHPAs). 

....o.v••t>.r 1, lQU • .ttat.wld. H.alth lIt.for. 



SECTION II I.) WAIVER ACTIVITY " 
STATEWIDE HEALTH REFORM 

I 

I 

STATE 

OHIO 

SOUTH 
CAROLINA 

MASSACHUSETTS 

NEW HAMPSHIRE 

INITIATIVE 

RECEIVED 

Ohio has submitted I\n 1115 waiver application which would allow abem to implement OhioC.ne. Under 
OhioCare, Medicaid eJigibitity would be expanded to inClude the uninsured populalion with incomes up to 
IOO'if of FPL. Ohio expects to enroll approximalely 500,000 additional rec~pjenls. The Slate will enroll all 
new eligibles and currenl Medicaid recipients into managed care programs IhfOughout the State. 

South Carolina has submitted an" 1115 waiver applic~lion which would allow Ihem 10 ,mplemenl the SouCh 
Carolina Palmello Heallh Initiative. The program willexlend Medicaid eligibility 10 include residents with 
incomes up 10 100 % FPL. South Cinolina experts 10 cover approximately 280,000 additional recipients. 
All Medicaid recipienls will be enrolled in managed care programs. 

MassachuseUs has submiued an 1115 w(liver" application, entilled MassHealch. The demonstr",lion has nine 
component stralegies which are intended to cover the 524,000 uninsured in MassRchuseus. The propost"d 
strategies address needs specific to the mixlure of social economic groups that are uninsured in 
Massachusetts. which include the employed, the shorl-tenn unemployed. and Ihe long-Ierm employed. The 
proposal includes direcl sirategies that provide public heallhcare and indirect strategies thai seek 10 
promote market forces and responsible decision making by providing (inancial incentives in the form of lil" 
credits 10 employers, tax deferred medical saving accounts for insured individuals. Bnd subsidies in the form 
of insurance vouchers for employees with incomes up to 200% or Ihe FPL. 

New Hampshire submilted a proposal enlitled, "The Granite State Partnership for Access and Affordabilily 
in Health Care". The Stale proposes the expansion of Medicaid eligibi'ity to adults with incomes below the 
AFDC cash standard. along wilh the inlroduction of a public insurance-product for low-income workers. -
Also. the Slate proposes to implement a number of pilot initiatives to help to ultimately redesign the Slate's 
health care delivery system. 

MISSOURI Missouri's Department of Socitll Services h(l5 submitted an 1115 wa'ver proposal that will provide managed 
care medical services to the St"le's Medicaid population Hnd to the uninsured. 

lIo.....ber " 1'96 • Itatewld. 1I•• 'th a.Cor. 
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STATE INITIATIVE .' " 

RECEIVED 

Minnesota has suhmitced a waiver proposal which has three mftjor componenls: (I) inlegration of low-
income and uninsured progmms: (2) expansion of 'he managed care delivery syslem~ and (3) linkage of 
Medkare to overall Slare health Clire reform eHorts. The proposal presented a two phase implementation 
plan ror each of the components. I)hase I will be implemented in 1995, while Phase 2 is the conceptual 
framework for the development of elements of reforms to be implemented in subsequenlyeals. 

MINNESOTA 

Delaware has submitted a 1115 waiver proposal which win inclease ..ccess to health care services Ihrough 
managed care plans by expanding Medicai~ coverage to lhe Slale's uninsured adul, population up to 100 
percent or the Federal poverty level. This stalewide proposal will include a comprehensive benefit package 
emphasizing primary and preventive care. . ' 

DELAWARE 

Illinois has subm~lIed an seclion 1115 waiver 10 develop MediPlan Plus. Under Ihis program Ihe State will 
develop a series of networks eilher local o~ statewide, and tailor the health care systems to the needs of 
local urban neighborhoods or large rural areas. This program will allow the Stnte to work with eSlablished 
or new HMO's, provider-based mi\naged care community networks, FQHCs and RHCs to develop he~Jth 
networks. 

ILLINOIS 

iio.Ir••b., J, liil•• 't.t.",lde S •• l\h Ilefol. 
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Changes in Insurance Coverage 
1989 to 1994 

1989 ·1994 

Employer 59% 

Uninsured 16% Uninsured 16% 

Other 9% Medicaid 9% Medicaid 14% 

SOURCE: The Urban Institute analysis of the TRIM2-edited March '993 Current Population Survey. 

The 1989 data represent an average of three years, , 988-1990, with 1989 data having a weight of .50 and 1986 and 1990 data having weights of 
.25. The 1994 estimates are based on 1993 CPS data on Insurance coverage as adjusted by The Urban Institiute's TR1M2 microsimulation model 
and 1993 HCFA data on Medicaid enrollment. Estimates for 1994 were derived using CSO projections of changes in insurance coverage. 



EXPANDING COVERAGE THROUGH STATE FLEXIBILITY: . 

MEDICAID OPTIONS 


OVERVIEW 


. 	 ' 

In the absence of significant coverage expansions at the federal level, one option for 
expanding coverage is to provide states with greater flexibility and resources to pursue health 
care reform. 

The federal government has two'lever's to encourage state coverage expansions: 

1. 	 Providing greater flexibility to states in administering health care programs 
(e.g., Medicaid). 

2. 	 Providing additional funding to states to help pay for new coverage. 

ADMINISTRATIVE FLEXIBIUTY 

There are several areas in which providing flexibility to states could produce savings that 
could be channeled into expanded coverage: 

• 	 Encouraging or requiring greater use of managed care organizations; 

• 	 Permitting benefit reductions; and 

• 	 Reducing administrative complexity (which can reduce administrative costs). 

ADDITIONAL FINANCING 

The Federal government could encourage states to expand coverage by extending additional 
financial resources to states, either as matching funds or as a direct grant program. 

To protect the fe~eral budget, caps on new federal spending for the program may be 
necessary. 

GENERAL CONSIDERATIONS 

• 	 States will want greater administrative flexibility under Medicaid program 
without expanding coverage to new populations. 

• 	 States are unlikely to make new money available for coverage expansions, so 
any additional financing will probably come from redirecting existing state 
resources or from the federal government. 



• 	 States may be more interested in fiscal relief than coverage expansion. If new 
federal financing is made available, the challenge will be to assure that it is 

. used to expand coverage rather than to substitute for existing state .or private 
spending. 

• 	 Increasing state flexibility reduces the ability of the federal government to 
influence health care policy and decisions. The ability to protect consumers 
would necessarily be diminished. 

OPTIONS 

Option 1 Streamlining Medicaid Waivers for States that Expand Coverage 

Key Considerations: 

Budget neutrality is difficult to achieve. • 
Retains some of the federal guarantees and consumer protections. • 
Loosening Medicaid requirements without prior review of.state programs may • 
lead to problems with access and quality: 

Option 2 Providing Additional Funds to States for Expanding Coverage 

Key Considerations:. . 

• 	 If funds are provided on a matching basis, the States most likely to participate 
are these that already cover a significant portion of the poor through Medicaid 
orstate-financed programs. Poorer states with the most needy populations 
may be financially unable to participate in the program. 

Option 3 Maximum State Flexibility/Medicaid Block Grant 

Key Considerations: 

• 	 A block grant program would cap federal spending on Medicaid. If the Federal 
grant is insufficient, states would need to either expand state funding or cut 
services. or ·eligible populations. 

• 	 Uncertainy for future program growth would be borne by the states and 
program recipients. 

• 	 States may reduce eligibility or benefits for groups now covered under the 
program. 



REPUBLICAN HEALTH INITIATIVE LIKELY MENU 

1. Insurance Refonn --Including Self-insured Expansions for Associations (ERISA changes) 

2. Self-employed Tax Deduction 

3. Tax Clarification for Long Tenn Care Private Insurance 

4. State-based Refonns, Focusing on Medicaid Flexibility and/or Federalization 

5. Tax Caps 

6. MSAs 

7. Medical Malpractice 

8. Anti-trust Reforms 

9. Fraud & Abuse 

10. Simplification (Electronic Claims Processing/etc.) 

11. Medicare Restructuring of HMOs/Medicare Select Policies 

12. Product Liability 
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The following are non-legislative initiatives that are under 

consideration or in various stages of progress. 


o Making Medicare User Friendly For Beneficiaries 

A single, easy~to-read monthly statement of all Medicare 
claims will replace our current claim by claim 
communications with beneficiaries·. 

Recognizing the diversity of Medicare beneficiaries, we will 
be testing a Spanish Medicare claims information to improve 
our outreach to Medicare's Hispanic population. 

·0 Simpli fyi'ng Medicare for Pr.oviders 

Before biliing Medicare for major inpatient hospital 
services, physicians are required to sign a document 
certifying that have indeed provided the services for which 
the hospital is submitting a bil1.We plan to eliminate 
this requirement in order to ,'lessen the administratlve 
burden on physicians. " 

We are revising the conditions of participation for 
hospitals,end stage renal disease facilities, and home 
health agencies to make them more easily understandable, 
outcomes-based, and less process-~~iented. ' 

Providing organizations which operate HMOs with greater 
flexibility in operating ather he~lth benefit plans. 

We have begun to revise the clinical laboratory survey 
criteria to eliminate excessive surveying and to lessen the 
burden on laboratories and states. ' 

o Improving the Quality of Health Care 

Our new quality improvement program focuses on bringing 
typical care up to the standards of best practices rather 
than searching for aberrations and punishing providers. 

We are developing "quality .indicators" for nursing homes and 
home health services to change the way we monitor quality of 
care from a series of process standards to a focus on 
outcomes of patient care. 

a Eliminating Fraud and Abuse 

Working with carriers and intermediaries, we are developing ~ 
advanced computer systems to detect fraudulent patterns of 
billing in all types of claims. We are undertaking an 
education program to inform employees and beneficiaries of 
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their responsibility to report suspicious practices~ 

We have initiated stricter standards for suppliers under 
Medicare a~d Medicaid and are working with States to trace 
repeat offenders. We are actively coordinating the 
enforcement activities of carrier fraud units, HeFA staff, 
the Inspector General's Office and the Department of Justice 
in areas where high rates of fraud are suspected. 

o promoting Efficiency in Contracting 

We have developed a streamlined contract rene~al process in 
our quality improvement program and our kidney disease 
networks. These new procedures will permit expedited 
renewal of contracts for those contractors who consistently 
perform well. 

o Simplifying Medicare Billing 

The Medicare Transaction System (MTS), a uni form" national 
system for processing Medicare claims will replace the 
diverse existing systems and significantly, simplify 
administrative operations for beneficiaries, providers, and 
Medicare. . 
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The following are non-legislative initiatives that are under ~. 
~onsiderationor ,in various stages· of progress. 
\.... 6 (;::)/......r ...........,.,..-- J;~ . 
o Improving Quality of Health Care 

Expand technical aSSistance programs to grantees tomove 
toward integrated systems of care and building public­
private partnerships. 

Expand capacity to evaluate and compare quality of care 
across plans. HRSA is investigating use of HEDIS and other 
initiatives on quality indicators for its program
beneficiaries., 

,AHCPR will develop materials to improve consumer information 
to assist in the choice of health plans. They are also 
exploring health systems which encourage continuous quality
improvement and cost efficiency. . 

AHCPR improving consumer and provider clinical 
decisionmaking (eg- practice guidelines) 

o Improving the Health of the Nation 

The PHS is advancing prevention activities in both research 
and practice. The CDC and HCFA have been working 
cooperatively on the Immunization Initiativ.e. 

The PHS will advance an agenda to restore investments in 
public health which include focus on population-based 
prevention, infrastructure development in State and local 
health departments, and collaboration among the private and 
public sector. 

Provide technical assistance to States in developing reforms 
which refocus on improving health of all populations 

Assistance in the development of health plan performance 
measures focusing on access, prevention and health outcomes. 

o Improving Access to Health Care 

HRSA provides funds to its grantees (eg. Community Health 
Centers) to develop networks to ensure access to community 
based providers 

Expand programs in PHS, States, and federal grantees for 
technical assistance and contract arrangements with managed. 
care 
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o Streamlining and Administrative Simplification 

The PHS established a Reinvention Team to lead an effort 
to improve program performance and customer services. 

PHS will provide technical assistance to States 
considering waivers with requests to strengthen public 
health components of the experiments 

PHS has convened an' interagency work gr,oup to coordinate and 
simplify administration of programs 

o 
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~OTO: MARKMlLLER 

FROM: KEN TIIORPE 

CC: CHRIS JENNINGS 

Mark: 

Here is a graph showing total compensation and wage growth with and without cost containment. 
, We used the following assumptions. Total compensation (from the Economic Report through 


1993) is assumed to grow at GDP.. This is historically about correct. Wages grow at the rates 

outlined in the Midsession review. Health care costs (private) grow at 7.S%--this is mixed 

CBOIHHS projection. 


Under reform, we assume (starting in 1994) that health care costs grow at GDP. We then, per 

Treasury and loint Tax convention, assume that 85% ofthe savings go to higher wages. These 

higher wages would accrue to insured workers. Urban estimates 69.6 million insured workers in 

1994, growing to 73.1 in 2000. We show the value ofthe cost containment savings in the 

aggregate as well as per insured worker. ' 


Plea'se feel free to page me ifyou have questions--490-0323. Hope the move went well. 
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Increase in Annual Wages for Insured Workers 

With Cost Containment 
$700' .----~-------:--~~~, 

$600 ............._..._....................................._................_._... _....---..........._._._.............-........_...__..........................._..._........"........_........._....................-. 

$500 ..............................................,,_..._................-_.....,...-._._........._-_.........._,_..........._............'....,....._..........,..............,....................._.._.._............._.. 


~ $400 -- .8 $300 ..,............_......,.,..._,.......,.'-_..._,....._._.............._.. _......._._.........._-,........._.._._...-........- ._.. _.. _.- .....-......_....."....__.........-..,..-..... 


$200 ._.,....".".............,................,_............. _.._._......._.._....,......_.. 


. $1'.00 .' ..._,......................................._........._,_........._._.......-..··$4·....··_.............._..............-..-...........__....."...,............-............_.-....................."."...."..­

o J $~ $~ $0 $0 " 
$ 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 

SOURCE: Projections derived from Economic Report of the President; 1994 
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i Medicar~ and Medic~id 

Coest Cur~tainment Leqisll1tive Proposals 


I 

A range of Medlcare ~eform8 could help to control costs in th& 
ehort term and in the~uture. 50me would have significant scoLable 
budget .aving.. OthQfS would r~form various aspects of the pro,gram
that would Improve ou abIlIty to control cost! In the future, even 
though' they might n t be scored aB having eignificant eavinge 
wi thin the, budget w ndow. Medicllre managed care options are 
addressed In a separa e paper~ Major proposals could include: 

1. Reform payment profedure8 	 , ' 

OVGr a pGriod of ye~rs, we have moved large portions of the 
Medic~re progr~m onto pllymAnt methods that arA designed to control 
Federal coats: pros ectlve payment (tor Inpatient hoepital 
sGrvicGs) and feG sch dulGS (for phySiCians and most other Part B 
services) . Since th implementation of the Pro!pective Payment 
Syetem for hOl5pitole~ Medicare hOI'Jpi tal epending per enrollee 
incroalQd 6.1 porcontl por yoar whilQ private inlilurancQ hospital 
spendIng Increased 7.1 percent per year. SInce Implementation of 
the phyeician fee dchedule, Medicare phyeician Bpending per 
QnrollQQ increasod 3 ;12 porcent per year while private insurance' 
physiCIan spendIng infreased 8.2 percent per year. 

I 	 ., . , 
... 	 Payment methods for two lldditionlll areaj!jan~ now ready for 

reforms hospi ta out.patient services and skilled nurBing 
facilitiee. Pro pective payment systems in theBe areas will 
reform incentive that now tend to increase costs and put the 
Federal budget a risk. ' 

Graduate Medical Ed\l~..,t 1on pllyment reform can achieve budget.ary 
savings while changin~ a number of payment porametere to 

• 	 Incroas••mPhasit on trainlnq of primary care practitioners 

~ 	 Permit payments I to recogn1:z.Q thQ major shift of medical 
training t.o ambufatory care. ..', , 

Savings in thQ PhYSli~an aros have been a significant source of 
sav.1nqs In the past a may be again, aIt.hough lower baf5el1ne8 will 
lead to lower eavings from particular propoeals as well. In,sofara. Isvings are requir d, it would be deslrllble to llchleve them in 
ways t.hat contribute , 0 containing coste 1n the future. 

I 

Remove the upwsr~ bias now lnherent in the. statutory formula 
for setting the hnnual phy~lclan growth target (the Medicare 
Volume Performanbe Standard)., 

! 
' 

Medicare payment fo~ durable medical equipment (DME) can be 
reformed to reflect m~rk6t ratgQ, thug lowQring Medicare coete. 

, 
HCFA could tllxe ladvantage of market rates 1n local areae by 
simplifying the burrent inhoront r08ionableness authority. 

I, 



i 
I 

2. erQrnote competltibn 

Relying more hgaVi~ on markGt forces to establish how much 
Medicare pays is att~active in general and responds to the current 
climate. I· 

. I

CompetItive bid~inQ for part B ser.vices would allow Medicare 
tc take advantrge of market-ba.sed rates I dS other large 

. purchasers do. I 

Several other cJllngee would "level the playing tield" between 
Medicare ml'1nng~~ care plana and Medigap plans, leading to 
5harpened compe~itlon and. improved performance.

i 	 . 
b 

A major funding ,eform, the Benefit Quality Aeeurance Program, 
WIll permit ad9 ate funding for payment integrity activlt.iee 
of Medicare carr ers and intermediarIes. We expect a a-to-one 
rgturn for thGS activitiGs.1
Medicare eecondlry payer reformsw1l1 emphaSiZe payIng the· 
claim right in ihe firet plaoe through improved coordination 
or benetits, raUher than costly pay-and-chaee approachee.

!, 
Medicare can fol!ow the lead of the private sector in adopting 
certain "good bUsiness" practices governing overpaym9nte and 
cther aspects o~ our busineee relatione with providers. 

Several MediCa'ld proposals could improve st.at.es' abUt ty to 
4imsure payments ~rom third parties liable to pay medical bills 
tor beneflClarl~s. . . ' 

. . ! . 	 , 

Mgdieaid stat~torY improvements could increaee the 
effectiveness of existing provisions a8iuring medical etipport 
from abeent par nts;· . 

I . 
4. Simplify ond Stre~lne Progr~m Management 

I 
Various program refdrms can. tighten up adminiatration, reduce 
vulnerab1l1t.les , imp~ove information flOWS, and eliminate certain 
unneceesary practiCej' . . 

I 

.. 	 "One-stop Billl~9'f w11l uaeelect.ronic t.ransmittal of claiml!! 
information fro~ Medicare to eecondary payer8. 

Changes relating! to the Medicare Transaction syst.em no..., under 
dovolopment woul~ increase the flexibility of our contracting 
aut.hority and S1~plify claims procosaing. 

.To remove requi~emente now largely redundant as. a reeult ot 
nursing home ref~rm, m~ndated annual mental hgalth screenings 
of nureing home iesldents could be replaced with revieWB on an 
aa-ngeded basis.l . 

. 	 ! 

';-.'jtl '\(\ ;! oj 
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'2Dtracts; Ae of September of this year, M~dicaI:e had 235 total' 
prepaid contractQ (145 rigk contraots, 29 c st oontracts, 57 HCPP 
contracts, and 4 Demo contracts). This is n increase from lSB 
in 1993 and from 165 in 1990. 
. I 

'I, I.,u•• in Kt4ioAr. Managt4 O!rQ I 

Historically, the following issues have bee1 raised as 
problematic in Medicare managed oarel 

Medicare raxmont. Manaqed care oI:ganizatio S with Medicare risk 
oontracts receive a per capita payment of 9 percent of ' 
Medicate's prcjecta.d. tee-for-servicQ cost. f r each enrollee 
(referred to a~ adjustcd average per capita costs (AAPCC».
Rates are adjusted by demographic factors G oh as age and sex and 
by a geographic tactor Dased on county of e rollee residence. 

'The manaqed,care industry has traditionally been critical of 
Medicare'a payment methodology tor r1sk co~, ract.s. Amonq t.he 
coneerne are that payment levels are too 10 , county rates are 
unstaDle and t.hat. plans in areas with relat VQly low payment are 
disadvantaged oompaI:ed to plans in areas wi h relatively hiqh 
paymont (for example, the monthly rate 'in H nnepin, Minncl50ta is 
$362, Wh1le 1n Dade, Florida it. is$615). \ 

~~~~~~~~~~~~~~~~~~~~~~~~~. 
hough MQdicare'a 

payment ie 95 percent t ot the AAPCC, thQ 
program is ctill not achieving savings beca se of favorable 
selection (1.e •• HMOs have enrolled benefic'aries that ~re 
healthier than average). Although MedicaI:e enrollees Denefit 
through reduced out-oi-pocket costs and ext a benefits, MPR found 
that Medicare was actually pay1ng 5.7 percQ t. ~ than the costs 
of covering thecsmo beneficiariee in fCC-f r-serVice. It is 
assumed that an adequate health status adju tor could 
significantly reduce the CUI:I:ent overpaymen. HCfA has several1

1 I· 

According 

Xedicare Kanaqld care 

Medioare has experienced significant qrowth
enrollment alii well as manaqed care oontract 
Ylars. 

~nrQllment: In 1994, Medicare enrollment 9' 
of September of this year, 9 percent of al 
benofioiarioe were enrolled in managed oare 
dltterent contractinq arrangements. (6'per 
percent in Health Care Prepayment Plans (He
remainder in COQt plane and Medioare SELECT 

in managed cate 
for the past four 

ew by 12 percent. As 
Medicare 

plans under thr~e 
ent in risk plane, 2 
Ps), with the 
• 

I 
\ 
: 
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research projects in th1sarea but implemen~at.ion of a health 
stetus edjustor .ie at leaet severel yeers d¥ay. 

Marketing. There have been perlodl0 proble s and complaints in 
the way managed care plane market to Medica e beneticiaries, 
particularly in some reqions of the country Deceptive praotioes 
such as enrolling benetlciaries without the r consent andoaqents 
not fully explaining oritioal managed care rovisions, for 
example, the lock-in, have resulted in expe sive miGtakeR and 
bureeucratic hassles for beneficiaries. 

Beneficiary confusion. currently, Medicare 
have the information they would need to mak 
in regard to available managed care and Med 
a 5tandard benetit packaqe for manaqed care 
ooordinated open enrollment period makes co 
almost impossible. 

b9n~ficiarieB do not 
an informed choice 

gap options. Lack of 
plans and ofoa 
parison shopping 

Uneven Playing FJeld With' MoQ,iqap. While M dicare managed care 
plan are prohibited from health screening, . mposing pre-existing 
comUtion eXclusion period.s or charginq dif erential premiums
based on health statue or age, the eame req irements do not apply 
to Med1qap pOlicies. As a result, the camp titian betwQen 
Mediceremanaged care and Medigap does not ake place on a level 
playing figld. 

Limited BenefioiarY Cboic!. Only:39 percen of Yederally
Qualified HMOs participate in Medicare's ma aged oare program. 
Only a handtul ot these plans offer a self- aferral option to 
enrollees. Medicare SELECT, currently a 15 state demonstration, 
holds the prom.ise of expanding choice throu h the oreation of 
managed care/Msdigap hybrid prOducts (Medic re SELECT policies 
are sim.il~r to Medigap policies except that they may pay reduced 
or no Medigapbeneflts if care iR received utaide of the plan's 
network or providers). However, under the urrQnt demonstration, 
plans are not required to manage care. As result, the majority
of SELECT enrollees are in plans that achig e Medigap savings 
only through discount arrangements and sele t1on. SELECT 
Qnrolle.s also do not have the same asouran to Clccess ami 
qualit.y as do enrollees in Medicare risk pl 

Quality ApFyraDc9. HcrA ourrently haB':'~ert in process
requ1rements for HMOS which are meant to as ure quality of care. 
Work with the indu5try is in process on a n w generation ot 
quality measurement gyQtems that will fooue on outcome!, but full 
implementation is st.lll several yaars away_ Thus, while thQrQ iQ 
evidence from research studies that quality of care in HMOs is 
comparable to that in MQdicarQ'~ £ae-for-se viOQ aector, HeFA 
does not yet have systems to adequately maa ure, monitor and 
assure quality on an ongoing basi5. Such s stems are especially
import.ant. When dealinq with capitatgd gyQtQ s becauseoapitation 
provid~s financial incentives to minimize c reo 

2 



III! optiong 

option 1) 

In addition to tha currQnt part B prQmium, ~qu1r~ b~neficiaries 
who do not enroll ina manased care plan to pay the ditference 
betwe.n the av.ra~e per capita f.e-for-serv c~coets in their 
area and the lowest premium tor a manaqed c re plan with a 
Medicare contract. 

o 	 All manaqeO care plans in an area that w ah to participate 1n 
the Medieare program would submit bids. 

o 	 Medicare's contribution tor all bener1c1~r1es 1n that area 
would be based on the loweet.bid. I 

o 	 The "bidt' for reqular tee-tor-service Meticare (91 percent ot 
all Medioare Benefioiaries) would be bas d on average per
capita Medicare COlts in thQ araa. 

o 	 If the "bid!'for regular Medicare was no the lowest I 

benefioiaries choosinQ fee-for-service w uld havQ to pay the 
difference between Medicare's contributi n and the "biau • 

9ption ,> 
Under this option a variety of be t.aken to 
strengthen Medicare'S risk and 

o 	 HMQ pij'll\ent 

T Conduct multi-state demonstrations on the use ot market­
based payment meohanisms to establish HMO payment. 

+ Impose upper limits ana rloors to red ce regional payment
variation and croate outlier poole fo high ooet oaGGs. 

o 	 Simplify eeneficiary Choice 

+ 	 create a standard benefit packaQe tha all Med1car~ managed 
care plan5 would have to offer. 

+ 	 Establish a coordinated open enrollme t process for 
Medicare managed care plane and for M diqap with enrollment 
through a third party_ 

+ 	 'prohibit Medigap plans from health eo eening I imposing pre­
exi.tinq condition exclusion periods r charging 

3 



ogt1pn j) 

Under this option, Medioaro ~ould move to c ~ore flexible 

differential premiums based on· health status or aqQ. 

o a 

+ 	 Authori~e the Secretary to contract wthpurcha&ing 

eoalitionQ for the provision of Medio 
re benefits. on a 
capitated basis. 

+ 	 IncrQaQQ paymQnt to ~anaged care plan operating in rural 
areas and modify the requirement that commercial enrollment 
equal or exceed Medicare and Medicaid enrollment (~O/50
quality of care roquirQmQnt) to encou' age partioipation. 

manaqed care options for beneficiaries. 

o 	 ~Qdicari SELECT - Make a restruotured Me icare SELECT 
ava1lable to all beneficiaries. The SEL .CT proqram ~ould 
beoome a federal oontracting option Eubj ct to similar quality
gafQquardQ aQ now apply to risk and oost oontractors. In 
addition, entities wishinq to obtain a M dicare SELECT 
contract would have to be actively invol ed in managing care. 

o • Encouraqe 
Medicare risk plane to ofter self-referr 1 options as an 
additional benefit to enrollQQg gO that Qneficiariee oan have 
increased choice of providers. 

o 	 ~edlcare Po1nt-of-Service - Authorize Me icaro to contract 
with entitie5 to create comprehensive pr t'erred provider
networks in areas where this option woulnot be otherwise 
available. 



MEDICAID MANAGED CARE. 

I. Cyrr.nt Law and Growth in Managed Car. 

Current l;w: states may implement Medicaid ana~ed care through
voluntary gnrollmgnt programs or mandatory roqr~me under Freedom 
ot Choice waivers (unOar 1915(b) waiver llut ority) and section 
ll~5 demonstration waivere. Managed care a rdngements under 
w3iver programs include capitatQd, HMO-like roqrams· and primary 
care case management (PCCM) programs. 

Enrollment: Enrollment in Medicaid managgd are has been 
dr~matically increa~ing in both actual nUmb rs and as a 
proportion of Medioaid beneficiaries over t e laet eevera1 year6. 
Managea care enrollment grew by 63 percent etwggn HP3 ~nd 1994. 
Becauee states generally leave elderly and lsabled Mea1ca1d 
bgngficiariee -- particularly nursing home eidents -- in fee­
tor-service, current managed care enrollmen reprelilentll 
approximately one-third of the non-56I popul tion (elderly .ana 
disabled).WQ anticipate that this proporti n w111 conti.nue to 
grow, and approach full enrollment in managQ care over the ngxt 
10 years or eo, without changes to curr~nt 1 However, managed 
care has not been appligd in a significant y to the 88I 
population, and we expect these individuals o remain outside of 
soope of most managed care programe. 

II. 	 I88\488 in Med1c~ Managed Care 

• 	 Man·aged care ·expansions should rgprQszgn an effort to 
develop more efficient health care oe11 ery.systems. 

• 	 Managed cara arr3ngement8 should ensurG accountability 
acroe~ all elements of the system. In art1cular, financial 
accountability, public oversight and qu lity of· core .~hould 
beemphaslZEHl, and the nQcessar.y data m st be coll61ctgd and 

. f~rnighed to permit 8uch accountability. ' 

In the absence ot a Fe<leral mandate, pr posed options must• 
appeal enough to States to induce their participation.
providin\g program design flQxibility an additional Federal 
dollors would appeal to states. 

State ImOact: Changes should provideflexlb lity for State~ to 
develop their own time-!rdme for managed car ana target rnan~g8d 
clI.re progrll.mlilto the populations and provide marketC5 moet 
appropr1ate for their State. While current aw incQntivea have 
provided an effectIve dvenue fur managed car expansIons, states 
have 	exprQIsgd interest in having more flexi ility. 

Managed care ey3tem~ require considerable ad lnistratlva "infra­
structurel! to be SUCCQlilliffully implemented. any State3 or 
portions of st~tas may not be ready from a m nagement persPQctivQ 
for managed cars. 
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~: The tlscal benefits of mana ad care will continuQ 
to hold down the rate of growth in Medicaid spending. Etfactlve 
proposalH.would providQaddit1onal incentive or now methode for 
states to develop cost-etfective managea ca e programs. 

Hi4ucegPreaaure for 1115 WAivgrQ! The Fede &1 government haa 
allowed States to implement comprehensive m nageCl care systems 
through 1115 demonstration waivers t but bud et neutrality 
continues to be problematic. Legialativg p oposals to eaee 
managed care implementation without an 1115 aiver would both 
rgduce adm.inistrative complexity and allow tjhe demonetrat.ion . 
proqram to focus on innovative approaches r~hQr than only 
managed care expansions. ~. 

~iciary Impa~tt proposBl8 to g1ve States broad latitude to 
mandate managed care and establieh enrollme lock-ins have been 
very controversial in the past, because of ~eir antiCipated
impact on Medicaid benefiCIarIes. Quality f care measures are 
still developing t yet the incentives to "und rSBrve" patients in 
managed care need to be cloagly monitored. .. 
. 	 I 
III. Options 	 I 

Thg following options emphasize flexibility IIathor than providing 
new FeCleral fund8 to the States. , 

Qption 1) IncreUJ? State Floxibility • 
. 1 

Targeted legislation would be prbPosed to re~orm the curren~ 
Medicaid managed carQ program to provide stafes with ~dditional 
flexibility w1~hin ~helr reqular Medicaid pr grams. These 
propoBals would encourage the use of managed care and simplify 
Medicaid administration. 	 I . 	 i . 

Legislative changee that would provide 5tate~ with new lat1tude 
~o 9stablish managed care programa include I I 
. 	 .. I . 

~ 	 Permitting walvera of enrollment c~mpo61tionrulBe when 
States follow Federal1y-defingd qurlity aBsuranCe 
standards.' ! 

I 

permittinq S~BtQ8 to develop primaFY care caag 
management programs wIthout a waivrr. 

I 
PermI~tlng 8Ix-mon~h enrollment lo~k-inB for all 
managed C6re plane. I 

i 
I 

Permitt1ng S~a~eB to con~ract withia single HMO in 
rural areas. ! 

i 
nCFA could aleo establish federal 1115 walvet policies that would 
glvQ grgater priority to programe thet wouldllncreaee the USB of 
managed care. 

I 
i 

/ 
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Qptlon 2) Remoye ~yrrent Prior ApprQya~ Barrig;s
i 
i 

Permit States to dClvglop mandatory Medic.o.id imenaqed core progro.ms 
as state plan optIons. States would not nQQd Federal waivgr~ to 

. I
continue operating primary care case management programs or 
develop mandatory capitatCid programs. curr~nt statutory 
req~ir~ment8 that serve as barriers to M9didaid managed care 
would be eliminated. 

In order to take advantage ot this enhanced flexibility, states 
would be required to p1.o.y an 'active role in ~uallty oversight and 
require health plana to meet new, morg gtrlngGnt Federelly­
defined quality assurance requirements. Qua[ity protec,tione 
would a1&0 be reinforoed by Federal monitori~g and overslqht. 
(This approach Is sImilar to the 1992 Moynlh~n managgd care 
bill.) ! 

Qptl0D J) Mand.ate Me,Dagen Care i 

Require that StatQI dgvQlop Medicaid manage~ care programs for 
all beneficiaries. Quality assurance monltO~ing would be 
particularly critical if all States are requ red to implement 
man~ged care, regardleaR of previOUS experie 00 with capitation 
and beneficiary procacClons. Therefore, Sta es could be required 
to implement Feder.o.lly-defined quality assur nee programs; In 
return, current statutory quality prOXiQ6 co~ld be eaeed. 

i 
Proponents 'of this proposal assert thatStatee can save 

iapproximately ·five percent from fee-for-iQrV~CQ Qpending by 
utilizing managed care programs. Using this! assumpclon, total 
additional MQdicaid savinge from an AFDC-re1pted managed care 
mandace may be bacween $I and $2 billion aYfar -- or $10 to $:20 
billion over ten years. '. I 

Stdtee would be ablato apply for waivers tolcontinue fee-for­
servioe (Frs) service delivery in geogrdphiclareas thdt cannoe 
sustain a managed care sYitQm. The State wo~ld have to stay 
within a Frs payment limit based on managed ~are rat98. These 
waivers would last for three yeare; to rene~ the waiver, Statee 
would have to demonstrate again why managed ~are would not be 
euceessful. . 

. ! 
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Re!Q{mpayment Policies 
OPO Refgrm 
SNF Reform 
GME Retorm 
HYPB Upward B1a~ 
DME Market Ratgg . 
Subtotal 

Promote Competition 
CompetItIve Bid 
Managed Care 
Subtotal 

Tot.al 

Medicare ~rgpQ5a15 

FJ 96-00 

$savlngs 
.0.7 - 0.9 
3.0 - 4.0 
O.!)* - 0.7 f1 

0.0 0.1· 
$4.2+ -$5.1+ 

1.0* - 1.4* 
unscorable 

$1.0+ ..;.$1.4+ 

$S.2*~ 7.1* 

I 

$Sm+ll savingSl 
2.01 - 2.5 

. '.0 1 
- e . 0 

10.0, - 13.0­
0.2i- O. 4* 

$19.:21 -$23.9. 
·1 
i 

3.S~ - 4.0· 

unadorable 


$3.5 I $4.0 

l 

$22.,j 21.9* 
I 

1 

Net of Fart B promium off••t. Assum•• ~Kten~ion 
premium for 1999 ana thereafter. I 

I 
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AGENDA 


November 22, 1994 


1. Timeline Issues 

II. Agenda for Next Two Map Group Meetings 

III. Health Care Budget (Jennifer) , 

IV. Medicaid: FederaVState Switch 



DECISIONS FOR HEALTH POLICY DEVELOPMENT 


1. 	 Do we. want any Federal health spending to go towards deficit reduction? 

1a. If yes, how much? 

lb. If yes, where should the spending reductions come from? 

2. 	 Do we want any Federal health spending to go towards health care reform? 

2a. If yes, how much? 

2b. If yes, where should the spending reductions come from? 

3. 	 Are there any policy options for, which we are willing to raise money from 
other sources? 

3a. 	 If yes, how much? 

3b. 	 If yes, where will the additional revenues come from (tax cap, 
cigarette tax, other)? 

4. 	 Do we want to extend the self-employed tax deduction?· 

4a. If yes, what percent of spending should be deductible (i.e., how much 
can we spend)? 


4b. If yes, how fast should the deduction be phased-in? 


5. 	 If we are willing to allocate revenues toward coverage expansions, which 
ones to we want to propose (welfare to work, kids, unemployed, low-income 
workers, broad-based low income)? . 

5a. 	 For each coverage expansion, how much can we spend? 



5b. 	 If kids option: 

1. 	 Up to what age group will be covered? 

2. 	 Up to what percent of poverty will be covered? 

3. 	 Will the expansion be through public insurance or private 
insuran,ce? 

4. 	 How will the subsidy be administered (voucher, tax credit, 
etc.)? 

5c. 	 If unemployed option: 

1. 	 Up to what percent of poverty will be covered? 

2. 	 How should income be measured? 

5d. 	 If broad-based low-income option: 

1. 	 Up to what percent of poverty will be covered? 

2. 	 Will the expansion be through public insurance or private 
insurance? 

3. 	 How will the subsidy be administered (voucher, tax credit, 
etc.)? 

5e. 	 If low-income worker option: 

1. 	 Up to what percent of poverty will be covered? 

2. 	 Will the expansion be through public insurance or private 
insurance? 

3. 	 How will the subsidy be administered (voucher, tax credit, 
etc.)? 

4.· 	 How will "working" be defined? 



5. 	 If we do not want to increase spending, are there other policies that we 
would like to consider? . 

6. 	 If we do not want to propose legislation, do we need to develop a set of 
principles for reform? 



AGENDA 

November 22, 1994 

State-Flexibility (Non-ERISA) and HHS Initiatives 

1. Introduction , 

('II. , State-Flexibility/Medicaid Options (C-pV"6) 
• Expanding Coverage . '~ 

~III. HHS Health Refonn Initiatives ~,,/ 
IV. Republican Health Reform Menu List 

v. Conclusion/Announcements for Next Meeting 



REPUBLICAN HEALTH INITIATIVE LIKELY MENU 

\ 
1. 	 Insurance Reform --Including Self-insured Expansions for Associations (ERISA changes) 

2. 	 Self-employed Tax Deduction 

3. 	 Tax Clarification for Long Term Care Private Insurance 

4. 	 State-based Reforms, Focusing on Medicaid Flexibility and/or Federalization ~ 

5. 	 Tax Caps 

6. 	 MSAs 

8. 	 Anti-trust Reforms 

9. 	 Fraud & Abuse 

'. 10. 	 Simplification (Electronic Claims Processing/etc.) 

Medicare Restructuring of HMOsIMedicare Select Policies 

Product Liability 

.-lJl~~ 
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UNRESOLVED ISSUES 

1. .:{, ,- Budget -- is the deadline mid-December or early January? 

2. 	 Status of policy options update -- Do we need to have other issue discussions prior to 
lever-pulling political discussions? Review Republican menu and discuss status of 
decision tree document. ' , 

3. 	 If we schedule 2-3 Map Group meetings during the week after Thanksgiving-­
questions of agenda arise. Should these m'eetings be review of outstanding issues, 
political (where groups and Congress stand on issues) or are used for preparation for 
porus meetings? 

4. 	 If the budget baseline is not, released until early December, what work can be 
generated in the absence of this information? ' 

5. 	 How should we structure the meetings with the President? 

6. 	 Who will attend the meetings with the President? 

7. 	 What policy issues need to be narrowed prior to meeting with the President? 

8. 	 , Are consecutive scheduled meetings with the President unrealistic based on our 
experience with his desires for unforeseen answers to unforeseen questions? 

9. 	 The upcoming holidays and ongoing budget questions raise a significant policy 
resource issue (OMB staff'will be difficult to access). 
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RUBIN_S@OPD NOVEMBER 1994 

,.,: 

11:30a Meeting re: Coverage 
Options 

3:00p Health Care Policy 
Options Meeting 

.<;:::::::;:::;:;; 

9:30a Meeting re: Coverage 

. Options 


. 4:00p 	 Health Care Policy 3:00p Map Group Meeting 

Options Meeting 


10:003. 	 Presentation of 

Polling Data 


l1:00a Meeting re: Cost 
1:30p ERISA Meeting at Containment 


1:00p Insurance Market 
 Labor Presentation 
2:30p Proposed Agenda Refonn Preseiltation 2:00p Meeting re: ERISA 


Meeting 
 Meeting with Rasco 

&: Rubin 
 4:00p Map Group Meeting 

~:: 

TIIANKSGIVING 
&: Rubin re: 

8:15a Meeting with Rasco 9:00a Map Group Meeting 
. re: Cost Containment 

scheduling 
l1:00a Map Group Meeting 12:00p Map Group Meeting 


re: ERISA 
 re: State Flexibility 

4:00p Meeting re: Cost 
 and Administrative 


Containment 
 Issues 

. Presentation 


eetings 
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CHRISTMAS 

4:4Sp Meeting with POTUS 

Baseline Changes 
Due? 

4:00p Meeting with POlUS 

(:~:~:::~::::::::::::::::::::;:::;: 

Baseline Changes 
Due? 

Baseline Changes 
Due? 

Budget Deadline Budget Deadline 
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